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Each  capsule  contains 
mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 


tory 


Plications  in  providing 
of  Librium®  (chlordiaz- 
potent  antisecretory  and 
jarzan®  (clidinium  Br)  for 
e!bowel  syndrome*  and 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma:  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction:  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 
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The  Health  Law  Department  of  the  Office 
of  the  General  Counsel  reviews,  complies 
and  evaluates  legal  information  on  topics 
which  affect  the  physician  in  his  medical 
practice.  It  provides  information  and  as- 
sistance to  physicians  and  their  attorneys 
on  request. 

Examples  of  areas  within  the  scope  of 
this  Department’s  activities  include  med- 
ical malpractice,  hospital-physician  rela- 
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review  and  staff  privileges  concerns),  al- 
lied medical  professionals,  legal  aspects 
of  medical  office  practice,  and  govern- 
ment regulations, 

Attorneys  in  this  department  provide 
legal  support  for  a number  of  AMA  ac- 
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health  education  programs,  professional 
liability  task  force  and  the  project  on 
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and  local  medical  society  programs. 

AMA  Department  of  Health  Law 

535  North  Dearborn  Street 

Chicago,  Illinois  6061 0 

For  additional  information,  write  to 
Donald  P.  Wilcox,  J.D.,  Director,  at  the 
above  address  or  telephone:  (312) 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April , 1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Flospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 
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Larry  T.  Burch,  M.D. 

Director,  In-Patient  Services 
Richard  M.  Aderhold,  M.D. 

Staff  Psychiatrist 
Flans  Lowenbach.  M.D. 

Senior  Consulting  Psychiatrist 


For  information,  please  contact 
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- it  isn’t  just  for  simple 

inflammation*  — 

- it  isn’t  just  for  simple  * gk 
cutaneous  candidiasis*  I ■ 

- it  isn’t  just  for  simple 
bacterial  infection* 

but  how  often 
is  life  so  simple? 

there's  nothing  quite  like 

Mycologt 

Nystatin-  Neomycin  Sulfate  - Gramicidin- 
Triamcinolone  Acetonide  Cream 
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MVCOLOG® 
cream 
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leomycin 
Sulfate- 
Sramicidin- 
'riamcinolone 
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Mycolog  C ream  (Nystatin  — Neomycin  Sulfate  — Gramicidin  — Triam- 
cinolone Acetonide  Cream)  provides  100,000  units  nystatin,  neomycin 
sulfate  equivalent  to  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and 
1 mg.  triamcinolone  acetonide  (0.1%)  per  gram  in  an  aqueous  per- 
fumed vanishing  cream  base. 

INDICATIONS:  Based  on  a review  of  this  preparation  by  the  Na- 
tional Academy  of  Sciences  — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  follows: 
Possibly  effective:  In  cutaneous  candidiasis;  superficial  bacterial 
infections;  the  following  conditions  when  complicated  by  candidal 
and/or  bacterial  infection:  atopic,  eczematoid,  stasis,  nummular, 
contact,  or  seborrheic  dermatitis,  neurodermatitis,  and  dermatitis 
venenata;  infantile  eczema;  lichen  simplex  chronicus;  and  pruritus 
ani  and  pruritus  vulvae. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

CONTRAINDICATIONS:  Viral  diseases  of  the  skin  (such  as  vaccinia 
and  varicella);  fungal  lesions  of  the  skin  except  candidiasis;  history 
of  hypersensitivity  to  any  product  component.  Not  intended  for  oph- 
thalmic use;  should  not  be  applied  in  the  external  auditory  canal  of 
patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
tion is  markedly  impaired. 

WARNINGS:  Beca  use  of  the  potential  hazard  of  nephrotoxicity  and 
ototoxicity,  prolonged  use  or  use  of  large  amounts  of  this  product 
should  be  avoided  in  the  treatment  of  skin  infections  following  ex- 
tensive burns,  trophic  ulceration,  and  other  conditions  where  absorp- 
tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 


steroids  during  pregnancy  has  not  been  absolutely  establish; 
therefore,  do  not  use  extensively  on  pregnant  patients,  in  lai 
amounts,  or  for  prolonged  periods. 

PRECAUTIONS:  Watch  co  nstantly  for  overgrowth  of  nonsusceptil 
organisms  (including  fungi  other  than  Candida).  Should  superinf 
tion  due  to  nonsusceptible  organisms  occur,  administer  suital 
concomitant  antimicrobial  therapy;  if  favorable  response  is  not  prom 
discontinue  the  preparation  until  adequate  control  by  other  ai 
infectives  is  effected.  If  extensive  areas  are  treated  or  if  the  occlus 
technique  is  used,  the  possibility  exists  of  increased  systemic  abso 
tion  of  the  corticosteroid;  suitable  precautions  should  be  taken 
irritation  develops,  discontinue  the  product  and  institute  approprii 
therapy. 

ADVERSE  REACTIONS:  Se  nsitivity  reactions  to  topical  use  of  gramici' 
are  rare.  Hypersensitivity  to  nystatin  is  extremely  uncommon.  Hyp 
sensitivity  to  neomycin  has  been  reported  and  articles  in  the  curr 
medical  literature  indicate  an  increase  in  its  prevalence. 

The  following  local  adverse  reactions  have  been  reported  v\ 
topical  corticosteroids  either  with  or  without  occlusive  dressings:  bu 
ing  sensations,  itching,  irritation,  dryness,  folliculitis,  secondary  inf 
tion,  skin  atrophy,  striae,  miliaria,  hypertrichosis,  acneform  eruptic 
maceration  of  the  skin,  and  hypopigmentation.  Contact  sensitivity! 
particular  dressing  material  or  adhesive  may  occur  occasionally.  C 
toxicity  and  nephrotoxicity  have  been  reported. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  Available  in  15,  30,  and  60  g.  tubes.  It  is  also  av 
able  in  jars  of  1 20  g.  (4  oz.)  for  hospital  or  institutional  use  only. 
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TABLETS:  250  mg,  500  mg,  and  125  mg 


ALDOMET(METHYLD0m|MSD) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function-  cardiac  output 
is  usually  maintained 

ALDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyldopa  therapy  has  been  associated  with  liver  disorders. 

It  is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  I iver  disorders 
may  occur  with  methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
details  seethe  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


MSP 


50HME 


Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 

Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of  pa- 
tients develop  a positive  direct  Coombs  test,  usually 
between  6 and  12  months  of  therapy  Lowest  incidence 
is  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications.  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia.  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  is  not  in  itself  a contraindication  to  use  of 
methyldopa.  If  a positive  Coombs  test  develops  during 
methyldopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a problem.  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia.  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy.  If  Coombs-posi- 
tive hemolytic  anemia  occurs,  the  cause  may  be 
methyldopa  and  the  drug  should  be  discontinued. 
Usually  the  anemia  remits  promptly.  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered.  If  the  hemolytic  anemia  is  re- 
lated to  methyldopa,  the  drug  should  not  be 
reinstituted.  When  methyldopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
is  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  G)  class  only.  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyldopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive.  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching.  If  the  indirect  Coombs  test  is  also  positive, 
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problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy.  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyldopa  If  caused 
by  methyldopa,  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued.  Methyldopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy. 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded.  Methyldopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with  measure- 
ment of:  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods.  Since 
methyldopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma.  It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is 
subjected  to  surgery.  Methyldopa  is  not  recommended 
for  patients  with  pheochromocytoma.  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites 
Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascular 


disease.  Patients  may  reguire  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anesthesia 
usually  can  be  controlled  with  vasopressors  Hyper- 
tension has  recurred  after  dialysis  in  patients  on 
methyldopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system:  Seda- 
tion, headache,  asthenia  or  weakness,  usually  early 
and  transient,  dizziness,  lightheadedness,  symptoms 
of  cerebrovascular  insufficiency,  paresthesias,  parkin- 
sonism, Bell's  palsy,  decreased  mental  acuity,  involun- 
tary choreoathetotic  movements;  psychic  distur- 
bances, including  nightmares  and  reversible  mild 
psychoses  or  depression 

Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gain)  usually  relieved  by 
use  of  a diuretic.  (Discontinue  methyldopa  if  edema 
progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black”  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice,  liver 
disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic  anemia. 
Leukopenia,  granulocytopenia,  thrombocytopenia. 
Positive  tests  for  antinuclear  antibody,  LE  cells,  and 
rheumatoid  factor. 

Allergic:  Drug-related  fever,  lupus-like  syndrome, 
myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to  500  mg 
daily  when  given  with  antihypertensives  other  than 
thiazides.  Tolerance  may  occur,  usually  between  sec- 
ond and  third  months  of  therapy;  increased  dosage  or 
adding  a diuretic  freguently  restores  effective  control. 
Patients  with  impaired  renal  function  may  respond  to 
smaller  doses.  Syncope  in  older  patients  may  be  re- 
lated to  increased  sensitivity  and  advanced  ar- 
teriosclerotic vascular  disease;  this  may  be  avoided 
by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100,  Tablets,  containing 
250  mg  methyldopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  1000;  Tablets,  containing 
500  mg  methyldopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  500 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa  19486  j6amozri(709) 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 


11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


ELECTROPHORESIS 


ACUTE-PHASE  PROTEINS 

Alpha-l-acid  glycoprotein 

Alpha-l-antitrypsin 

C-Reactive  Protein  (C-RP) 

Ceruloplasmin 

Fibrinogen 

Haptoglobin 

COMPLEMENT 

Ci  esterase  inhibitor 

C3 

C4 

Cs 

Total  hemolytic  activity,  CH50  units 

HEMOGLOBINOPATHIES 

A2  quantitation  by  column 
Alkaline  and  acid  electrophoresis 
Fetal  Hemoglobin 
Solubility  testing 

IMMUNOELECTROPHORESIS 

STUDY 

Immunoelectrophoresis 
Protein  Electrophoresis 
Quantitation  of  IgG,  IgA,  IgM 


TUMOR  MARKER  PROTEINS 

Alpha-fetoprotein 
Alpha-l-acid  glycoprotein 
Acid  Phosphatase 
CEA 

Human  Chorionic  Gonadotropin, 
Beta  subunit 

Regan  Alkaline  Phosphatase 

IMMUNOGLOBULINS 

IgA 

IgD 

IgE  by  RIA 

IgG 

IgM 

ISOENZYMES 

Alkaline  phosphatase 

CPK 

LDH 


LIPOPROTEINS  AND 
HYPERLIPOPROTEINEMIA 


AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing  prompt 
and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 

□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 
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The  winter  meeting  of  the  AMA  House  of  Delegates  was  held  in  snowy  and  windy 
Chicago  from  December  4-7.  The  two  issues  which  occupied  most  of  the  time  and 
attention  of  delegates  were  a)  specialty  society  representation  in  the  AMA 
House  of  Delegates  and  b)  AMA  sponsorship  of  a national  health  insurance  bill. 

The  first  question  was  not  that  of  whether  specialty  societies  should  be  repre- 
sented, but  rather  the  formula  by  which  such  representation  should  be  allocated. 

The  heated  discussion  was  between  those  who  wanted  a delegate  from  each  specialty 
organization  with  over  a thousand  members,  and  those  who  felt  there  should  be 
multiple  delegates  from  those  large  organizations,  such  as  the  American  Academy 
of  Family  Practice,  which  have  members  in  the  tens  of  thousands.  At  the  moment, 
the  former  view  prevails,  but  I suspect  that  we  will  hear  more  about  the  issue 
at  the  next  meeting. 

The  question  of  whether  or  not  the  AMA  should  sponsor  its  own  national  health 
insurance  plan  is  a very  important  one.  The  Council  on  Legislation  and  the  AMA 
Board  of  Trustees  are  convinced  that  organized  medicine’s  best  interests  are 
served  by  our  sponsorship  of  a health  insurance  plan  which  provides  universal 
coverage,  yet  preserves  the  free  enterprise  system.  This  plan  utilizes  existing 
insurance  mechanisms  and  is  based  on  payments  by  employers  and  employees. 

Dr.  Beddingfield  was  one  of  the  strongest  spokesmen  for  this  course  of  action. 

The  reasoning  of  those  who  favor  the  AMA’ s sponsorship  of  such  a plan  is  that 
any  plan  which  is  eventually  adopted  for  national  health  insurance  is  likely 
to  be  a compromise,  utilizing  features  from  several  plans.  The  discussions 
leading  to  this  compromise  plan  will  be  between  the  proponents  of  the  various 
plans  being  considered  by  Congress.  If  AMA  sponsors  one  of  these  plans,  it  will 
be  in  a good  position  to  exert  considerable  influence  on  the  plan  eventually 
adopted.  If  AMA  has  no  plan  before  Congress,  it  will  be  left  of  out  of  the  dis- 
cussion. 

This  position  of  the  AMA  Board  of  Trustees  is  being  vigorously  opposed  by  dele- 
gations from  several  states,  led  by  Louisiana.  The  course  of  action  proposed  by 
these  states  is  best  described  as  the  "stone  wall"  approach.  They  reason  that 
any  endorsement  of  any  form  of  national  health  insurance  would  not  be  in  our  best 
professional  interest,  and  that  AMA  should  withdraw  its  endorsement  of  its  own 
bill,  now  publically  sponsored  by  a large  group  of  congressmen. 

The  North  Carolina  delegation  has  supported  the  position  of  the  AMA  Board  of 
Trustees,  as  have  a large  majority  of  other  states.  This  issue  has  been  vigo- 
rously debated  at  the  last  several  meetings  of  the  House  of  Delegates,  and  each 
time  the  Board’s  position  has  been  endorsed.  The  Louisiana  delegation  has  refused 
to  accept  this,  and  has  conducted  a vigorous  (and  expensive)  campaign  to  gain 
additional  support.  This  meeting  was  preceded  by  mailings  to  delegates  from  all 
states,  a special  newspaper  distributed  at  the  meeting,  and  a luncheon  featuring 
speakers  opposed  to  AMA’ s sponsorship  of  a plan.  Again,  the  vote  was  overwhelmingly 
supportive  of  the  Board  (about  four  to  one),  but  after  hours  of  debate. 
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There  is  now  some  evidence  that  the  Louisiana  delegation  plans  to  take  its  battle 
to  the  House  of  Delegates  in  each  individual  state!  We  have  received  a request 
for  names  and  addresses  of  all  delegates  to  the  NCMS  House  of  Delegates.  You 
may  want  to  consider  your  own  position  on  this  issue,  since  it  may  arise  in  your 
own  county  society  meetings  over  the  next  few  months. 

Among  the  advantages  of  having  a physician-owned  medical  liability  insurance  com- 
pany in  the  state  is  that  of  having  active  feedback  regarding  potential  sources 
of  litigation.  We  intend  to  pass  such  information  along  to  physicians  in  the 
state,  so  that  they  may  avoid  such  situations  in  their  own  practice. 

This  month  we  are  passing  along  two  hints  for  those  members  who  employ  physicians' 
assistants  or  nurse  practitioners.  The  first  relates  to  designation  of  another 
physician  to  cover  a PA/NP  while  the  employing  doctor  is  out  of  town  or  otherwise 
unavailable.  It  is  felt  that  there  is  some  added  liability  risk  if  this  is  not 
done.  If  a treatment  is  initiated,  and  a bad  result  obtained,  there  is  a possibility 
that  improper  supervision  might  be  inferred,  even  though  the  treatment  was  proper. 

The  second  relates  to  the  choice  of  cases  to  be  assigned  to  the  PA/NP.  If  there  is 
a choice,  the  PA/NP  should  be  assigned  the  more  routine  or  ordinary  cases.  The 
unusual  or  bizarre  problems  are  a)  less  likely  to  be  encompassed  by  the  PA/NP 's 
training  and  b)  more  likely  to  have  an  unfavorable  outcome.  Such  cases  would  be 
more  appropriate  for  the  physician's  personal  attention. 

It  is  felt  that  the  use  of  PA's  and  NP's  in  a given  practice  does  not  increase  the 
risk  of  liability  action.  There  have  been  some  suggestions  that  it  might  protect 
against  such  actions,  when  more  time  can  be  spent  with  a patient  as  a result  of 
their  presence.  However,  the  emphasis  should  always  be  on  wise  and  adequate  super- 
vision. 

Perhaps  we  should  again  remind  the  membership  of  our  previous  offer  to  investigate 
any  alleged  instances  of  poor  supervision  of  PA's  or  NP's  in  the  state,  and  to  pro- 
vide a follow  up  report.  The  last  publication  of  this  invitation  resulted  in  a few, 
most  of  which  were  related  to  misunderstandings  or  inadequate  information. 

Have  a happy  and  successful  new  year! 


Sincerely 


E.  Harvey  Estes,  Jr.,  M.D. 
President  * 


If  you  were  suddenly  hit  by  a long 
crippling  disability,  would  you  have 
adequate  tax  free  income  to  meet 
your  Financial  Needs?  ? ? 

If  you  do  not  have  the  full  $2 166/mo. 
benefit  available  through  your  Soci- 
ety sponsored  program  then  you 
should  for  it  could  well  mean  the  dif- 
ference between  financial  ruin  and 
financial  independence. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.— P.0.  Box  8500-27707—919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 

P.O.  Box  17824 — 28211 — 704-366-9359 


Dan  Haley  — Associate  — Greensboro,  N.C. 
P.O.  Box  5367-27403—919-299-0411 


Approved  Administrators  for  following  Professional  Groups. 


NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.'s  AND  BAR  GROUPS 


Physicians. 
Isn’t  It  Time 
Your 
H 

Check 


Of  course,  we  don’t  mean  that  your  career  isn’t  a healthy  one.  We  just  want 
to  draw  your  attention  to  the  career  opportunities  and  benefits  the  Air  Force 
can  offer.  You’ll  discover  that  the  Air  Force  is  a challenging  and  rewarding  way 
of  life.  Our  hospitals  and  clinics  are  outstanding.  Plus,  we’ll  pay  relocation  ex- 
penses for  your  family  and  household  goods  when  you  move.  If  you’re  inter- 
ested in  our  medical  career  plan,  find  out  all  the  facts.  Sometimes,  even  a healthy 
career  could  use  a check-up. 


FOR  COMPLETE  INFORMATION  CONTACT: 

C.  A.  ESTES  or  J.  C.  DOTSON 

AF  Health  Professions  Recruiting 

310  New  Bern  Avenue,  Room  606 

Raleigh,  North  Carolina  2761 1 

919/755-4134  Please  Call  Collect. 


Air  Force.  A great  way  of  life. 


OPERATING-ROOM  EFFICIENCY 


OURS. 


Blue  Cross  ® 
Blue  Shield 

of  North  Carolina 


Ever  wonder  what  we  do 
with  all  the  money  you 
send  us?  Aside  from 
paying  claims? 

Well,  we’ll  gladly 
tell  you. 

First,  about  payment 
itself.  On  the  average,  we 
use  less  than  6 cents  of  your  dollar 
to  run  our  entire  operation.  All  the 
rest  comes  back  to  you  in  benefits 


and  additions  to  reserves  for  your 
future  use. 

Meanwhile,  after  we’ve 
received  your  claim,  here’s  what 
happens. 

We  enter  it  into  our  computer 
which  checks  it  for 
duplication,  runs  it 
through  hundreds  of 
special  audits,  prepares 
a data  sheet  for  our 
skilled  claims  examiner,  adds 
to  your  stored  history,  writes 
a check— fast— and  sends 
you  a monthly  benefits 
summary.  So  you’ll  know 
exactly  what  was  paid. 


Claims  are  checked  both  in 
the  computer  and  by  our  staff  for 
diagnosis,  treatment  and  charges 
against  area  norms. 

If  you  have  any  questions 
about  your  claims,  we  can  ask  the 
computer  directly  via  terminals 
and  usually  give  you  the  answer 
while  you’re  still  on  the  phone. 

Last  year,  we  answered 
millions  of  inquiries  this  way. 

When  we  do  all  that,  plus  pay 
325,000  claims  a month 
through  the  system,  provide 
all  the  other  services  we  do, 
and  spend  less  than  6^ 
of  your  fee  dollar  to  do  it, 
we’re  proud  to  tell  you 
about  it. 

That’s  operating-room 
efficiency  for  you... from 
Blue  Cross  and  Blue  Shield 
of  North  Carolina. 


® Registered  Mark  Blue  Cross  Association  ®'  Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans. 
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The  North  Carolina 
Symphony.  The  Southeast’s 
only  state  symphony.  The  only 
major  symphonic  orchestra 
between  Washington  and 
Atlanta. 

All  across  the  state,  we 
bring  Beethoven  back  to  life. 
As  well  as  Bach,  Brahms, 
Mozart,  Wagner,  Schubert, 
Mahler,  and  a flock  of  other 
great  composers. 

And  we  perf  orm  sprightly, 
interesting  works  from  the 


world’s  great  contemporary 
composers. 

Naturally,  you’re  invited. 

And  to  spur  your  interest,  we  re 
inviting  you  to  bring  a friend  — 
at  our  expense. 

Send  a stamped,  self- 
addressed  envelope  to  the  North 
Carolina  Symphony,  P.O.  Box 
28026,  Raleigh, N.C.  27611,  and 
we  ll  send  you  a ticket.  Bring  the 
ticket  to  any  regular  (non-benefit) 
concert  of  the  Symphony  and 


we  ll  admit  your  friend  free 
with  your  paid  single  concert 
admission  ticket. 

If  you  are  already  a North 
Carolina  Symphony  season 
ticket  holder,  this  is  a great 
opportunity  for  you  to  introduce 
two  friends  to  the  Symphony, 
for  the  price  of  one  admission. 

The  North  Carolina 
Symphony. 

Where  an  evening  can 
mean  a rebirth  of  your  interest 
in  great  music. 


THE  NORTH  CAROLINA  SYMPHONY 

Concerts  scheduled  in  Ashelxiro,  Asheville,  Bear  Creek,  Bryson  City,  Buies  Creek,  Burlington,  Chajxd  Hill  Danburv,  Durham,  Fntield.  Fayetteville,  Forest  City.  Galax  Va 
Greenslxiro,  Hayesville,  Henderson,  Hickory,  High  Point,  Hillsborough,  Jackson,  Jacksonville,  Jefferson.  Kinston,  I^exington,  Tincolnton,  Manteo,  Marion,  Mars  Hill, 
Mocksville,  Montgomery  Co.,  Morehead  City,  Murfreesboro,  New  Bern.  Haeford,  Raleigh,  Roanoke  Rapids,  Rocky  Mount.  Salisbury,  Shallotte,  Statesville,  Tarboro, 
Whiteville,  Wilkeslxiro,  Wilmington,  Wilson,  Winston-Salem.  No  other  symphony  in  the  world  can  make  that  statement 


Account  No.  1 093  2 
Date:  2/2/77 


MR.  B.  P.  PATIENT 
1528  EVERY  DRIVE 
ANYTOWN,  SC  29109 

STATEMENT  OF  ELECTROLYTE  BALANCE 

Account  of:  PATIENT  WITH  HYPERTENSION 

Transaction:  THERAPY  WITH  THIAZIDE 

Status:  Blood  Pressure:  SATISFACTORY 


Salt:  SATISFACTORY 


WHEN  TREATING  HYPERTENSION* 

DON’T  OVERDRAW  THE  POTASSIUM  BALANCE 
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TRIAMTERENE  LIMITS  POTASSIUM  LOSS 
AS  HYDROCHLOROTHIAZIDE  LOWERS 
BLOOD  PRESSURE 


Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 


The  difference  in  ‘Dyazide’  is  its  ‘Dyrenium’  component,  which 
acts  to  reduce  thiazide-induced  excessive  excretion  of  potassium. 
Dietary  potassium  supplements  or  potassium  salts  should  not  be 
used  with  ‘Dyazide’  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired. 

‘Dyazide’  can  occasionally  cause  hyperkalemia.  Serum  potassium 
and  BUN  should  be  checked  periodically  during  therapy,  particu- 
larly in  patients  with  suspected  or  confirmed  renal  insufficiency 
(e.g.,  elderly  or  diabetic  patients).  If  hyperkalemia  develops, 
‘Dyazide’  should  be  withdrawn  and  a thiazide  alone  substituted. 
Routine  use  of  diuretics  in  healthy  pregnant  women  is 
inappropriate. 


*■  See  next  page  for  indications  and  brief  summary  of  prescribing 
information.  Not  for  initial  therapy.  Dosage  should  be  titrated  to 
the  individual  (See  Box  Warning). 

SK&F  Co.,  Carolina,  P.R.  00630 


SK&F  CO. 
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DVAZ1DE 


Each  capsule  contains  50  mg.  of 
Dyrenium5  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE  FOR 
LONG-TERM  CONTROL 
OF  HYPERTENSION.* 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  A brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  convenient 
in  patient  management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents  the  dosage 
determined  by  titration:  Adjunctive  therapy  in  edema 
associated  with  congestive  heart  failure,  hepatic  cirrhosis, 
the  nephrotic  syndrome.  Corticosteroid  and  estrogen- 
induced  edema,  idiopathic  edema;  hypertension,  when  the 
potassium  sparing  action  of  triamterene  is  warranted. 

(See  Box  Warning.)  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indicated  in 
pregnancy  only  when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium.  Hypersensitivity  to  either  component 
or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary 
potassium  is  needed,  potassium  tablets  should  not  be  used. 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill, 
with  urine  volume  less  than  one  liter/day,  the  elderly  and 


diabetics  with  suspected  or  confirmed  renal  insufficiency. 
Periodically,  serum  K+  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K‘  intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  preg- 
nancy requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocyto- 
penia, other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their 
use  is  essential,  the  patient  should  stop  nursing.  Adequate 
information  on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impending  coma  in 
severe  liver  disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  frequently;  both  can  cause  K+  retention 
and  elevated  serum  K+ . Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been  reported 
with  thiazides.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly. 
Antihypertensive  effect  may  be  enhanced  in  post-sympa- 
thectomy patients.  Use  cautiously  in  surgical  patients.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 
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Management  of  Hepatic  Injury: 
Results  in  100  Consecutive  Cases 

H.  J.  Proctor,  M.D.,  and  J.  B.  Peacock,  M.D. 


ABSTRACT  One  hundred  consecu- 
tive cases  of  hepatic  injury,  4%  of  the 
patients  of  a major  trauma  referral 
center,  have  been  reviewed.  A 37% 
morbidity  rate  and  an  overall  12% 
mortality  rate  corrected  to  6%, 
excluding  mortality  unrelated  to 
liver  trauma,  were  noted.  These  fig- 
ures compare  favorably  with  other 
reports,  and  appear  to  support  the 
view  that  conservative  management 
is  adequate  in  75%  of  cases.  The  indi- 
cations for  drainage,  common  bile 
duct  decompression,  resection  and 
hepatic  artery  ligation  are  reviewed 
and  discussed. 

INTRODUCTION 

REPORTS  concerning  the  man- 
agement of  hepatic  injury  often 
present  only  the  most  dramatic 
cases  and  usually  urge  an  aggressive 
approach  to  the  problem.  Increas- 
ing advocacy  of  such  an  approach 
may  lead  a surgeon  who  rarely 
treats  patients  with  hepatic  injury  to 
feel  that  therapy  short  of  hepatic  ar- 
tery ligation  or  massive  resection  is 
inadequate.  Such  reports  also  suffer 
in  that  a single  form  of  therapy  is 
often  advocated,  leaving  surgeons 

Trauma  Section,  Department  of  Surgery 
University  of  North  Carolina  School  of  Medicine 
North  Carolina  Memorial  Hospital 
Chapel  Hill,  North  Carolina  27514 
Reprint  requests  to  Dr.  Proctor 


with  limited  experience  in  hepatic 
surgery  in  a position  of  being  unable 
to  select  appropriate  therapy. 

We  have  reviewed  our  experi- 
ence with  hepatic  trauma  in  an 
effort  to  better  define  the  nature, 
seriousness  and  frequency  of  in- 
juries and  to  assess  the  effective- 
ness of  treatment. 

STUDY  POPULATION  AND 
RESULTS 

The  records  of  100  consecutive 
patients  sustaining  hepatic  injury 
admitted  to  the  UNC-NCMH 
Trauma  Center  between  1972  and 
1976  were  reviewed.  During  this 
period  2,100  patients  were  admitted 
for  trauma.  Thus,  hepatic  trauma 
was  a factor  in  only  4%  of  injuries 
suffered  by  our  patients  (54  blunt 
injuries,  42  gunshot  wounds  and 
four  sustained  stab  wounds).  Pa- 
tients ranged  in  age  from  2.5  years 
to  65  years.  The  mean  admitting 
arterial  pressure  was  85/40  mm  Hg 
for  those  with  blunt  injuries,  100/56 
for  those  with  gunshot  wounds,  and 
96/60  for  the  four  patients  stabbed. 
Of  those  sustaining  blunt  injury,  32 
(59%)  were  admitted  with  a systolic 
blood  pressure  less  than  100  mm 
Hg.  Fifteen  (36%)  were  admitted 
with  a systolic  pressure  less  than 
100  mm  Hg  following  gunshot 
wounds,  and  two  patients  sustain- 


ing stab  wounds  had  systolic  pres- 
sures less  than  100  mm  Hg. 

Associated  injuries  are  shown  in 
Table  1.  Patients  had  an  average  of 
2.3  additional  organ  injuries,  with 
splenic,  pulmonary  and  bony 
trauma  predominating  in  the  bluntly 
injured  group,  and  stomach,  lung, 
colon  and  diaphragm  most  fre- 
quently damaged  in  patients  with 
gunshot  wounds. 

The  indications  for  exploration 
are  presented  in  Table  II.  In  all 
groups,  peritoneal  signs  most  often 
led  to  a decision  to  operate;  shock 
and  location  of  injury  ranked  sec- 


TABLE  I 

Organs  injured  in  addition  to  liver 


BLUNT 

GUNSHOT 

Gallbladder 

3 

4 

Duodenum 

1 

1 

Pancreas 

3 

3 

Stomach 

3 

14 

Kidney 

8 

8 

Aorta 

1 

0 

Small  bowel 

3 

7 

Colon 

4 

12 

Spleen 

27 

7 

Lung 

15 

18 

Bones 

31 

2 

Diaphragm' 

6 

17 

Heart 

4 

4 

Bladder 

4 

0 

Brain 

9 

0 

Cava 

0 

2 

Extremity  0 

‘Also  injured  in  one  stab  wound 

8 

January  1978,  NCMJ 
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TABLE  II 

Physical  signs  and  tests  indicating  the 
necessity  for  abdominal  exploration. 


BLUNT 

GUNSHOT 

STAB 

Location 

0 

18 

1 

Shock 

19 

5 

0 

Peritoneal  Signs 

30 

29 

3 

Lavage 

27 

1 

0 

Other 

0 

0 

0 

TABLE  III 

Surgical  incision  necessary  to  effect 
definitive  treatment  of  the  hepatic 
associated  injury. 

BLUNT  GUNSHOT  STAB 

Abdominal  35  35  4 

Thoracic  5 2 0 

Thoraco-abdominal  3 13  0 


ond  in  those  with  blunt  injuries  and 
gunshot  wounds. 

Table  III  shows  the  type  of  expo- 
sure necessary  to  permit  effective 
treatment  of  our  patients.  A vertical 
midline  abdominal  incision  was 
usually  sufficient,  but  seven 
thoracotomies  were  performed 
either  for  cross  clamping  of  the 
thoracic  aorta  to  prevent  exsangui- 
nation  or  to  deal  with  associated 
intra-thoracic  problems.  Of  the 
16  combined  thoraco-abdominal 
incisions,  12  involved  a right 
thoracotomy,  and  four  were  median 
sternotomies,  all  to  gain  control  of 
bleeding  from  hepatic  veins  or  the 
retrohepatic  cava.  Three  patients 
died  in  the  emergency  department 
and  thus  were  not  operated  upon. 

The  mode  of  treatment  is  shown 
in  Table  IV.  Debridement  refers  to 
the  non-anatomic  resection  of  a por- 
tion of  liver,  usually  segmentally  or 
subsegmentally.  Lobectomy  refers 
to  resection  of  a lobe  of  the  liver 
along  an  anatomic  plane.  At 
celiotomy,  75%  of  the  patients  re- 
quired either  no  surgical  treatment 
or  simple  hepatorrhaphy  for  their 


injuries.  Of  these,  one  patient  who 
was  not  treated  initially  had  to  be 
re-explored  because  of  bleeding 
and  one  who  underwent  hepator- 
rhaphy had  to  return  for  debride- 
ment. Sixteen  patients,  most  of 
whom  had  blunt  injuries,  under- 
went debridement.  Packs  were 
placed  twice  with  uneventful  re- 
moval 48  hours  postoperatively. 

Hepatic  spaces  were  drained  in  29 
instances  (69%)  of  gunshot  wounds, 
37  instances  (69%)  of  blunt  injuries, 
and  in  all  four  cases  of  stab  wounds. 
Penrose  drains  were  employed  in  all 
cases,  with  sump  drainage  added  for 
patients  requiring  lobectomy. 
Common  duct  drainage  was 
employed  once,  with  a right  lobec- 
tomy. 

Morbidity  was  observed  in  16 
(38%)  of  the  gunshot  wounds,  21 
(37%)  of  the  blunt  injuries,  and  in 
one  of  the  stab  wounds  (Table  V).  It 
was  impossible  to  determine  which 
morbid  episodes  were  directly  at- 
tributable to  the  hepatic  injury  and 
which  resulted  primarily  from  in- 
jury to  other  organs,  although  we 
thought  that  most  resulted  from  the 
associated  injuries.  Morbidity  ap- 
peared to  lengthen  the  hospital  stay 
(26.5  days  with  morbidity  vs.  14.6 
days  without  morbidity);  patients 
with  blunt  injuries  were  hos- 
pitalized an  average  of  28  days,  gun- 
shot wounds  19  days,  and  stab 
wounds  14  days.  The  increased 
hospitalization  in  the  bluntly  injured 
group  could  be  primarily  ascribed  to 
associated  multiple  fractures,  since 
nearly  all  resulted  from  vehicular 
accidents. 

One  patient  with  a gunshot 
wound  died  whereas  1 1 (20%)  of  the 
bluntly  injured  patients  died  reflect- 
ing more  massive  injury.  Of  12 
deaths,  three  resulted  from  head  in- 
jury, three  from  massive  cardiac 
lacerations,  tamponade,  and  multi- 


ple other  injuries,  four  from  exsan- 
guinating liver  injury,  one  followed 
three  cardiac  arrests  after  control  of 
hemorrhage,  and  one  occurred  28 
days  post-injury  from  renal  and 
liver  failure  after  extended  right 
lobectomy.  Thus,  the  corrected 
overall  mortality  rate  for  liver  in- 
juries in  this  series  was  6%. 

DISCUSSION 

In  this  series  bleeding  was  not 
found  at  abdominal  exploration  in 
many  patients.  More  than  half 
(68%)  of  the  remaining  patients  re- 
quired only  simple  suture,  with  or 
without  drainage.  Patients  with 
more  extensive  injuries  required  in- 
dividual ligation  of  vessels  or  bile 
ducts,  placement  of  large  sutures 
over  hemostatic  bolsters,  or  resec- 
tion. If  bleeding  vessels  are  ap- 
proached one  by  one,  viable  hepatic 
tissue  may  be  lost.  The  success  of 
our  more  conservative  approach  in- 
dicates that  resection  should  be  re- 
served for  those  cases  in  which  (a) 
bleeding  cannot  be  controlled  by 
pressure  and/or  simple  suture,  (b)  a 
segment  of  the  liver  is  ischemic  and 
is  likely  to  become  necrotic,  or  (c) 
the  resection  has  resulted  from  the 
trauma  itself. 

Ligation  of  the  hepatic  artery  has 
been  proposed  as  a means  of  stop- 


TABLE  V 

Types  of  post-operative 
morbidity  encountered. 

PULMONARY 

Pneumonia  10 

Edema  1 

“Shock  Lung''  1 

Atelectasis  1 

Embolus  1 

HEPATIC 

Abnormal  liver  function  tests  3 

Hemobilia  1 

Bile  Drainage  1 

Abscess  1 

INFECTION 

Subphrenic  5 

Wound  4 

OTHER  DISEASES 


Cardiac  arrest  6 

Coagulopathy*  3 

Fever  2 

Bladder  leak  2 


Continued  bleeding 
Splenectomy 
Renal  failure 
Intestinal  obstruction 

‘One  patient  had  von  Willebrand's  disease 


TABLE  IV 

Therapeutic  modality  necessary  to 
achieve  hemostasis. 


BLUNT 

GUNSHOT 

STAB 

None 

17 

12 

3 

Suture 

24 

18 

1 

Debridement 

5 

11 

0 

Lobectomy 

7 

1 

0 

Packing 

1 

1 

0 
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ping  bleeding  without  sacrificing 
liver  tissue.1-4  We  have  had  no  ex- 
perience with  this  technique  but 
have  had  to  re-explore  three  pa- 
tients referred  from  other  hospitals 
after  hepatic  artery  ligation.  In  all 
instances  the  affected  area  of  the 
liver  was  necrotic.  We  believe  that 
hepatic  artery  ligation  should  be  re- 
served for  penetrating  wounds  of 
small  diameter  with  bleeding  from 
the  depths,  not  controllable  by 
pressure  alone.  It  should  not  be  at- 
tempted when  segments  of  the  liver 
are  macerated  and/or  connected  to 
the  main  body  of  the  liver  by  small 
bridges  of  tissue,  in  which  case  re- 
sectional therapy  is  indicated. 
Common  duct  drainage  advocated 
by  Merendino5  was  not  utilized  in 
this  series.  We  would  agree  with 
Lucas6  that  it  does  not  guarantee 
decompression  of  the  smaller 
biliary  radicals.  There  were,  how- 
ever, two  instances  in  which  hepatic 


function  tests  in  the  postoperative 
period  indicated  obstruction.  We 
would  have  liked  to  have  obtained 
cholangiograms  in  these  patients; 
prior  placement  of  a common  duct 
catheter  would  have  greatly  facili- 
tated this. 

Lucas  has  described  an  in- 
creased infection  rate  associated 
with  routine  drainage  of  the  hepatic 
space  and  has  urged  that  only  major 
injuries  in  which  significant  drain- 
age is  anticipated  be  so  treated.  We 
agree  that  routine  drainage  is  not 
necessary  but  have  been  inclined  to 
drain  when  in  doubt.  Our  morbidity 
rate  with  drained  patients  compares 
favorably  with  those  whose  injuries 
were  not  drained. 

We  have  twice  selected  packing, 
a mode  of  therapy  uniformly  con- 
demned in  the  literature  (Table  IV) 
to  control  continued  ooze  not  amen- 
able to  suture  ligation.  Further, 
with  shallow  laceration  to  the  liver 


we  have  reapproximated  liver  edges 
side  to  side  if  this  could  be  accom- 
plished without  creation  of  inordi- 
nate intra-hepatic  dead  space.  Al- 
though we  do  not  necessarily  dis- 
agree with  those  who  argue  against 
these  therapies,  we  can  only  state 
that  these  forms  of  therapy  were 
successful  in  our  cases  and  did  not 
result  in  morbidity.  This  success 
simply  illustrates  the  need  to  be  re- 
sourceful and  to  keep  an  open  mind 
in  dealing  with  such  complex  in- 
juries. 
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It  is  probable,  however,  that  the  very  first  change  is  that  of  irritation  of  the  mucous  membrane  of  the 
trachea  and  bronchia,  passing  into  a low  kind  of  inflammation,  with  a corresponding  change  from  a dry 
cough  to  one  with  some  slight  fever  and  expectoration.  Condensation,  or  hepatization,  as  it  is.called,  is 
likely  to  be  the  next  change;  and  this  supposition  is,  I think,  strengthened  by  the  fact,  as  ascertained  by 
the  stethoscope,  that  hepatization  in  the  right  side  is  the  most  common  of  all  organic  affections  which  we 
find  in  the  lungs  ot  people  somewhat  advanced  in  dyspeptic  phthisis.  In  the  ulterior  stages,  the  lungs 
present,  of  course,  on  dissection  and  auscultation,  the  same  phenomena  as  in  regular  idiopathic  phthisis, 
so  widely  prevalent  and  so  destructive  in  this  country.  — An  Essay  on  Indigestion;  or  Morbid  Sensibility 
of  the  Stomach  & Bowels,  James  Johnson,  1836,  p 155. 
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An  Evaluation  of  Ultrasonic  Pancreatography 


James  L.  Lapis,  M.D.,  Edward  V.  Staab,  M.D.,  and  Eugene  M.  Bozymski,  M.D. 


ABSTRACT  Pancreatic  sonogra- 
phy has  been  used  to  evaluate  a sus- 
pected pancreatic  mass  in  73  con- 
secutive cases  and  its  dependability 
as  a diagnostic  procedure  evaluated. 
Pancreatic  masses  (pseudocysts  or 
cancer)  were  found  in  only  1 of  36 
patients  (3%)  with  normal  sono- 
grams. From  these  data  it  appears 
that  sonography  is  an  effective  device 
for  detecting  pancreatic  masses. 
Sonography  did  not  detect  enlarge- 
ment of  the  pancreas  in  over  50%  of 
patients  with  pancreatitis.  Solid  pan- 
creatic tumors  were  found  in  3 of  14 
patients  (21%)  who  were  thought  to 
have  cysts  by  sonography. 

INTRODUCTION 

GRAY  scale  B-mode  ultrasonic 
scanning  has  become  an  inte- 
gral part  of  the  evaluation  of  sus- 
pected pancreatic  abnormalities. 
Early  reports  indicated  the  accu- 
racy of  ultrasound  to  be  nearly 
100%. 1-3  More  recent  studies  have 
shown  the  accuracy  to  be  50%  and 
70%. 4,5  The  role  of  ultrasound 
in  the  evaluation  of  suspected  pan- 
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creatic  disease  is  examined  in  this 
report  in  light  of  recent  experience 
at  North  Carolina  Memorial  Hospi- 
tal (NCMH). 

METHODS 

Seventy-three  patients  suspected 
of  having  pancreatic  masses  on  the 
basis  of  epigastric  pain,  palpable 
mass,  weight  loss,  or  prolonged 
hyperamylasemia  were  studied  by 
means  of  ultrasound  between  June 
1975  and  January  1976.  Sixty  of  the 
73  had  adequate  studies.  A Rhonar 
System  with  a 2.25  megahertz,  13 


mm  diameter  non-focused  probe 
was  used  to  produce  sonograms  of 
six  transverse  sections  from  xiphoid 
to  umbilicus  and  eight  saggital  sec- 
tions. Oblique  angles  were  selected 
for  the  best  views  of  the  pancreas. 

RESULTS 

In  Table  1 the  official  sonographic 
reports  are  compared  with  the  diag- 
nosis made  after  extensive  initial 
evaluations  and  careful  follow-ups 
for  at  least  six  months.  Thirteen  pa- 
tients were  thought  at  the  time  of 
sonographic  examination  to  have 


TABLE  I 

A Comparison  of  Initial  Sonographic  Diagnoses  with  the  Diagnoses  Established 
by  Surgical  or  Postmortem  Examination  (Except  where  Noted) 


Sonographic 

Number  of 

Final 

Number  of 

Agreement 

Diagnosis 

Patients 

Diagnosis 

Patients 

of  Diagnoses 

Normal  pancreas 

36 

Pseudocysts 

1 

No  pancreatic 

97% 

masses 

35* 

Enlarged 

11 

Pancreatitis 

icy 

pancreas 

Cancer 

i 

100% 

Pseudocyst 

er 

Pancreatic  cyst 

13 

Pancreatitis 

1 

77% 

Cancer 

2 

Not 

2* 

established 

Technically 

unsatisfactory  13  — — — 

“ Four  were  proven  at  operation 
bNone  were  proven  histologically 

cFive  patients  had  surgically  demonstrated  pseudocysts;  three  others  had  pseudocysts  which  resolved 
d These  were  not  included  in  the  calculations  in  the  last  column 
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Fig.  1 . Sonograms  of  two  pseudocysts  (C ) and 
a lymphoma  (n)  which  was  incorrectly  iden- 
tified as  a pseudocyst.  Transverse  sections  are 
on  the  reader’s  left  and  saggital  sections  are  on 
the  reader’s  right.  (K)  indicates  a kidney.  Note 
the  sonolucency  of  both  solid  and  cystic  masses 
and  such  distinguishing  features  as  the 
rounded  discrete  border  of  the  cysts,  in  con- 
trast to  the  lobulated  appearance  and  indis- 
tinct border  of  the  lymphoma. 


cystic  structures  involving  the  pan- 
creas. Eight  of  these  were  operated 
upon.  Five  had  pseudocysts  and 
three  undifferentiated  lymphoma, 
pancreatic  carcinoma  and  pan- 
creatitis, which  produced  ultrasonic 
examinations  similar  to  those  seen 
with  pseudocysts  (Figure  1).  Of  the 
five  who  did  not  undergo  surgery, 
three  were  followed  clinically, 
radiographically  and  sonographi- 
cally,  and  felt  to  have  resolutions  of 
their  cysts;  the  other  two  were  fol- 
lowed clinically  and  are  well. 

Follow-up  of  36  patients  with  a 
normal  pancreas  by  sonography  re- 
vealed only  one  (3%)  with  a pan- 
creatic mass  lesion,  a 5 cm  diameter 
pseudocyst  found  at  celiotomy 
within  a week  of  sonography. 
Twelve  others  appeared  to  have  had 
pancreatitis  as  manifest  by  epigas- 
tric pain  of  several  days’  duration, 
history  of  alcohol  ingestion,  tran- 
sient rise  in  serum  amylase,  and  no 
other  demonstrable  cause  for  the 
pain.  Of  the  remaining  23  cases, 
four  had  a normal  pancreas  at  oper- 
ation, eight  had  other  causes  for 
their  pain  (i.e.  Herpes  zoster  and 
peptic  ulcers),  while  nine  are 
asymptomatic  with  no  cause  for 
their  previous  discomfort.  Two 
have  persistent  pain  of  unknown 
origin  with  negative  celiac  arterio- 


TABLE II 


Accuracy  of  Ultrasound  in  the  Diagnosis  of  Pseudocysts 


False 

False 

Total  Number 

Series 

Positive 

Negative 

Diagnoses" 

of 

Diagnoses" 

Operated  Patients 

Filly  and 
Freimanis  (9) 

17% 

4% 

26 

Richardson 
et  al  (5) 

25% 

9% 

23 

NCMH 

21% 

7% 

14 

“Defined  as  the  number  of  patients  with  no  cyst  found  at  surgery  or  postmortem  who  were  thought  to  have  cysts  on 
ultrasound,  divided  by  the  total  number  of  operated  patients  (multiplied  by  1 00) 

“Defined  as  the  number  of  patients  in  whom  a pseudocyst  was  found  at  surgery  or  postmortem  which  was  not  detected 
by  ultrasound,  divided  by  the  total  number  of  operated  patients  (multiplied  by  100). 


grams,  and  physical  examinations 
present  no  new  findings. 

Upper  gastrointestinal  x-rays 
were  performed  on  10  patients  with 
pancreatic  masses  documented  at 
operation  or  postmortem  examina- 
tion. Four  of  the  10  diagnoses  were 
false  negatives.  Ultrasound  pro- 
duced only  one  false  negative  diag- 
nosis in  the  same  10  patients. 

DISCUSSION 

Data  from  this  study  and  those 
listed  in  Table  II  show  that  ul- 
trasonic diagnosis  of  a cyst  was 
proven  correct  at  surgery  in  78%  of 
26  cases  and  that  sonography 
missed  cysts  in  only  6%  of  63  pa- 
tients who  underwent  surgery.  It  is 
apparent  that  pancreatic  sonogra- 
phy is  an  important  modality  of  in- 
vestigation in  the  detection  of  pan- 
creatic pseudocysts. 

Resolution  of  pseudocysts  is  rec- 
ognized as  occurring  in  a significant 
number  of  cases. 6-8  In  this  study 
three  of  1 1 cases  with  pseudocysts 
(27%)  resolved  on  the  basis  of  upper 
gastrointestinal  x-rays,  sonographic 
and  physical  examinations.  See 
Figure  2.  A normal  ultrasonic 
examination  of  the  pancreas  has 
been  a valid  indicator  for  the  ab- 
sence of  a pancreatic  mass  in  this 
and  other  studies.  In  combined  data 


from  four  studies  of  sonography  in 
pancreatic  disease  (Table  III),  only 
11%  of  107  patients  suspected  of 
pancreatic  pathology  but  having 
normal  sonograms  were  subse- 
quently shown  to  have  pancreatic 
masses.  The  sonogram  did  not  dif- 
ferentiate clearly  among  pancreatic 
abnormalities,  as  evidenced  by  the 
solid  masses  that  mimicked  cysts  in 
this  study  and  by  the  1 7%-25%  false 
positive  rate  of  detection  for 
pseudocysts  in  the  series  listed  in 
Table  II.  Neither  did  the  sonogram 
aid  in  the  diagnosis  of  a large 
number  (50%)  of  cases  of  pan- 
creatitis in  this  study.  On  the  other 
hand,  an  abnormal  pancreas  by 
sonography  was  subsequently 


Fig.  2.  Sonograms  showing  resolution  of  a 
cystic  mass  (C)  thought  to  be  a pseudocyst.  A. 
Transverse  section  including  spleen  (S)  and 
kidney  (K).  B.  The  corresponding  section 
three  months  later  contains  an  edematous 
pancreas  (P)  but  no  cyst.  The  cyst  was  distin- 
guished from  a fluid-filled  stomach  by  absence 
of  change  in  the  sonogram  after  nasogastric 
suction.  Furthermore,  a smooth  extragastric 
mass  in  the  same  anatomic  position  was  noted 
on  upper  gastrointestinal  series. 


TABLE  III 

Outcome  of  Patients  with  Normal  Pancreatic  Ultrasound  Examinations 


Series 

Number  of 
patients  with 
a normal 
sonogram 

Number  of  patients 
with  a normal 
sonogram  who 
were  operated  on 

Percent  of  patients 
with  cancer  or 
pseudocysts  and  a 
normal  sonogram 

Richardson 
et  al  (5) 

32 

4 (13%) 

13 

Filly  and 
Freimanis  (9) 

5 

5 (100%) 

0 

Walls  (11) 

34 

unknown 

15 

NCMH 

36 

5 (14%) 

3 
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proven  abnormal  in  over  90%  of  the 
operated  cases  in  this  and  two  other 
studies.5’”  As  a screening  procedure 
to  determine  the  presence  of  pan- 
creatic mass,  ultrasound  ranks  with 
the  pancreatic  isotopic  scan,  which 
has  a false  negative  rate  of  9%  to 
30%,  and  is  better  than  an  upper 
gastrointestinal  x-ray  series,  which 
has  a 36%-50%  incidence  of  false 
negative  diagnosis. B,1° 

CONCLUSION 

Sonography  is  an  effective  pro- 


cedure for  detecting  pancreatic 
masses  and  should  be  used  early  in 
the  workup  of  patients  suspected  of 
having  pancreatic  disease.  It  is  ob- 
vious that  this  is  an  adjunctive 
laboratory  test  and  should  be  corre- 
lated with  the  total  clinical  picture. 
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Towards  the  end  of  May  we  began  to  feel  that  we  were  in  a climate  warmer  than  we  had  been 
accustomed  to,  and  my  son  suffered  severely  from  the  effects  of  it.  A bilious  complaint,  attended  by  a 
frightful  degree  of  fever,  seized  him,  and  for  some  days  we  feared  for  his  life.  The  treatment  he  received 
was,  I have  no  doubt,  judicious,  but  the  quantity  of  calomel  prescribed  was  enormous.  I asked  one  day 
how  many  grains  I should  prepare,  and  was  told  to  give  half  a teaspoonful.  The  difference  of  climate 
must.  I imagine,  make  a difference  in  the  effect  of  this  drug,  or  the  practice  of  the  old  and  new  world  could 
hardly  differ  so  widely  as  it  does  in  the  use  of  it.  Anstey,  speaking  of  the  Bath  physicians,  says, 

“No  one  e’er  viewed 

Any  one  of  the  medical  gentlemen  stewed." 

Domestic  Manners  of  the  Americans.  Frances  Trollope,  London,  1832. 
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Grief:  Normal  or  Abnormal? 


Jesse  O.  Cavenar,  Jr.,  M.D.,  Nancy  T.  Butts,  M.D., 
and  Jean  G.  Spaulding,  M.D. 


ABSTRACT  Physicians  should  be 
able  to  differentiate  between  normal 
and  abnormal  grief  reactions  in 
order  to  help  their  patients  handle 
the  death  of  loved  ones.  A normal 
grief  response  should  be  allowed  to 
run  its  course.  The  abnormal  re- 
sponses herein  described  require  ac- 
tive intervention  and  referral  for 
psychiatric  treatment. 

INTRODUCTION 

A manifestation  of  human  be- 
havior with  which  all  physi- 
cians are  confronted  is  grief.  This 
clinically  diagnosable  syndrome  is 
one  that  most  people  experience. 
Grief  reactions  must  run  their 
courses;  when  they  are  prolonged 
they  can  become  abnormal  and  de- 
mand medical  attention.  Differen- 
tiating between  normal  grief  and 
abnormal  grief  is  crucial  in  the  man- 
agement of  grief  syndromes. 

Most  people  are  uncomfortable  in 
the  presence  of  a mourner.  Physi- 
cians frequently  respond  by  im- 
mediately ordering  medication  to 
quiet  the  patient  and  stop  the  cry- 
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ing.  We  suggest  that  this  treatment 
is  often  inappropriate  and  can  lead 
to  problems  in  both  the  short-term 
and  long-term  management  of  the 
patient. 

Freud  was  the  first  to  attempt,  in 
the  scientific  literature,  to  differen- 
tiate between  grief  and  depression. 
In  Mourning  and  Melancholia 1 he 
defined  mourning  as  “the  reaction 
to  the  loss  of  a loved  person,  or  to 
the  loss  of  some  construction  which 
has  taken  the  place  of  one,  such  as 
one’s  country,  liberty,  an  ideal,  or 
so  on.  . . .”  Freud  described  the 
characteristics  of  mourning  as  a 
lack  of  interest  in  the  outside  world, 
dejection,  inhibition  of  activity,  and 
loss  of  the  capacity  to  love.  He  de- 
scribed the  major  characteristic  of 
depression  as  a lowering  of  the  pa- 
tient’s self-esteem. 

Abraham2  and  Fenichel3  dis- 
agreed with  this  distinction  and  felt 
that  a lowering  of  self-esteem  was 
present  in  both  conditions.  In  addi- 
tion, Fenichel  differentiated  be- 
tween the  two  conditions  on  the 
basis  of  the  patient’s  degree  of  re- 
gression, or  return  to  an  earlier  level 
of  adaptation.  He  suggested  that  the 
degree  of  regression  is  much  greater 
in  depression  than  in  grief. 

While  it  can  be  a difficult  task, 
differentiating  between  normal  and 
abnormal  reactions  or  depressive 


disorder  is  essential.  A normal  grief 
reaction  is  a self-limited  response 
which  should  be  allowed  to  run  its 
course.  Abnormal  grief  reactions 
and  depression  require  intervention 
if  they  are  to  be  resolved. 

NORMAL  GRIEF 

Fenichel  stated  that  in  normal 
grief  a person  must  gradually  work 
through  an  affect  or  feeling  which , if 
experienced  totally  and  suddenly, 
would  be  overwhelming.  Ex- 
periencing grief  over  a period  of 
time  permits  one  to  deal  gradually 
with  such  feelings  as  deprivation, 
loss,  self-hate,  guilt  and  many 
others,  depending  on  the  person’s 
psychic  structure,  personality  and 
previous  conflicts.  Fenichel  be- 
lieved that  the  grieving  process  be- 
gins with  the  psychic  introjection  of 
the  lost  object;  that  is,  when  a per- 
son grieves  because  of  the  loss  of  a 
loved  one,  his  feelings  are  directed 
to  the  mental  image  he  possesses  of 
the  loved  one.  He  acts  toward  the 
image  as  if  it  were  the  loved  one  in 
reality.  The  process  of  introjection 
serves  as  a buffering  mechanism, 
making  it  easier  to  slowly  give  up 
the  ties  to  the  lost  object  than  to 
abruptly  give  up  the  ties  to  the  ob- 
ject in  reality.  As  the  ties  are  gradu- 
ally given  up,  the  grieving  process  is 
completed. 
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Lindemann4  has  reported  the 
clinical  symptoms  of  a normal  grief 
reaction  to  be  “remarkably  uni- 
form.” He  describes  somatic  dis- 
tress lasting  from  20  minutes  to  an 
hour,  tightness  in  the  throat,  a chok- 
ing sensation  with  shortness  of 
breath,  sighing,  weakness,  and  ten- 
sion or  mental  pain.  In  addition,  the 
mourner  is  preoccupied  with  the 
lost  or  deceased  person  and 
memories  of  the  person.  Lin- 
demann states  that  the  grieving  per- 
son is  aware  that  these  symptoms 
may  be  brought  on  by  mention  of 
the  deceased  person  or  expressions 
of  sympathy  and  thus  tries  to  avoid 
these  things. 

A wide  variety  of  feelings  and  af- 
fects may  occur  in  normal  grief. 
Guilt  is  the  most  common.  The 
grieving  person  usually  experiences 
guilt  proportional  to  the  hostility, 
either  conscious  or  unconscious,  he 
felt  toward  the  lost  person.  This 
hostility  may  have  led  to  uncon- 
scious wishes  for  that  person's 
death  and  a feeling  of  responsibility 
for  the  death.  The  unconscious 
sense  of  relief  that  death  has  struck 
someone  else,  and  not  the  grief- 
stricken  person,  may  also  add  to  the 
sense  of  guilt. 

The  grieving  person  may  be 
openly  angry  and  express  hostility 
that  was  felt  toward  the  lost  person 
as  well  as  resentment  for  having 
been  left  alone,  a condition  which 
may  lead  to  a sense  of  hopelessness 
and  helplessness,  particularly  in 
dependent  people.  Such  hostility, 
combined  with  feelings  of  guilt,  may 
be  turned  against  doctors  and  others 
who  are  then  accused  of  failing  in 
their  responsibilities  toward  the  pa- 
tient. In  our  experience,  this 
mechanism  is  the  one  usually  at 
work  when  threats  of  malpractice 
litigation  or  similar  charges  are 
made  during  the  grieving  period. 

A feeling  of  freedom  or  liberation 
may  be  present,  particularly  if  the 
lost  person  had  been  dependent  on 
others  for  a period  of  time  before 
death.  Though  feelings  of  freedom 
may  be  mature  and  realistic  reac- 
tions, they  can  again  lead  to  guilt.  Of 
interest  is  Cohen's5  description  of 
three  patients  who  had  complete 
remissions  of  their  schizophrenic 
syndromes  upon  the  death  of  their 


mothers.  He  felt  the  feeling  of  free- 
dom was  the  corrective  factor. 

Another  feeling  characteristic  of 
normal  grief  is  a sense  of  relief, 
which  may  be  particularly  strong  if 
the  deceased  person  experienced  a 
long  terminal  illness  so  that  the 
grieving  person  was  able  to  do  some 
of  the  work  of  mourning  before  the 
actual  death.  Even  though  the  feel- 
ing of  relief  may  appear  quite 
reasonable,  it  can  lead  to  marked 
guilt  feelings  in  immature  people. 

Old  conflicts  which  have  been 
dormant  and  only  partially  resolved 
may  be  reactivated  during  the  griev- 
ing period.  In  our  experience,  these 
conflicts  are  typically  oedipal  and 
may  be  based  on  such  factors  as 
eliminating  the  competitor  and  fi- 
nally winning  the  oedipal  rivalry. 
Again,  guilt  feelings  can  result  from 
being  the  winner  and  survivor  of  the 
oedipal  struggle. 

A denial  of  the  death  of  a loved 
one  and  the  lack  of  any  emotion 
about  the  death  are  normal  grief 
reactions  for  short  periods,  accord- 
ing to  Deutsch.6  If  either  defense 
persists,  however,  an  abnormal  or 
unresolved  grief  reaction  will  be  the 
outcome. 

The  speed  with  which  a normal 
grief  response  may  be  resolved  de- 
pends upon  several  factors.  Clearly, 
it  is  influenced  in  large  measure  by 
the  mourner’s  willingness  to  do  the 
work  of  grieving  and  loosen  the  ties 
toward  the  lost  object.  It  also  de- 
pends on  the  intensity  and  variety  of 
feelings  evoked  in  the  grieving 
period,  and  the  ease  with  which  the 
grieving  person  may  deal  with  the 
affects,  or  feeling  states,  which  are 
present.  In  our  experience,  a nor- 
mal grief  response  should  last  for 
about  six  months,  the  intensity  of 
the  initial  reaction  subsiding  after 
several  weeks.  At  that  point,  fleet- 
ing thoughts  about  the  deceased  will 
produce  momentary  sadness,  but 
the  grieving  person  will  be  able  to 
maintain  an  overall  sense  of  well- 
being. After  several  months,  spe- 
cific events  or  places  may  evoke 
many  thoughts  about  the  lost  per- 
son, but  without  intense  feelings  of 
loss. 

ABNORMAL  GRIEF  RESPONSES 

The  designation  of  grief  as  ab- 
normal obviously  indicates  that 


something  has  prevented  it  from 
running  its  normal  course.  Several 
varieties  of  abnormal  responses  re- 
quire active  medical  or  psychiatric 
intervention. 

The  Delayed  Response 

One  abnormal  reaction  is  the  de- 
layed response  — the  absence  of 
any  emotion.  As  indicated,  this  may 
be  considered  normal  if  it  lasts  only 
a short  time.  If  the  reaction  persists, 
however,  it  is  clearly  indicative  of 
difficulty  in  starting  grieving.  The 
following  case  is  exemplary  of  this 
reaction. 

Case  1: 

A 35-year-old  professional  man 
was  admitted  to  the  psychiatric  unit 
with  the  sudden  onset  of  severe  anx- 
iety and  agitation.  He  was  not  de- 
pressed or  psychotic  and  did  not 
have  an  organic  brain  syndrome.  He 
complained  only  of  feeling  anxious 
and  tense.  The  patient  was  felt  to 
have  an  obsessive-compulsive  per- 
sonality and  was  admitted  primarily 
for  a thorough  evaluation  to  find  the 
cause  of  the  anxiety.  It  was  in  the 
fifth  diagnostic  interview,  when 
specific  inquiries  were  made,  that 
he  recalled  that  his  father  had  been 
buried  two  days  before  he  entered 
the  hospital.  He  had  carefully 
avoided  any  mention  of  his  father 
when  allowed  to  talk  at  random  of 
his  concerns  and  there  was  no  affect 
when  the  subject  was  discussed. 
Treatment  consisted  of  assisting 
him  to  start  the  grieving  process; 
when  this  had  begun  he  was  dis- 
charged from  inpatient  care  and 
continued  the  work  of  grieving  as  an 
outpatient. 

The  Anniversary  Reaction 

The  delayed  response  may  be 
much  longer  than  indicated  in  the 
previous  case.  A classic  example  is 
what  is  called  an  anniversary  reac- 
tion, in  which  the  person  experi- 
ences incomplete  or  abnormal 
mourning  at  the  time  of  a loss,  only 
to  have  the  grieving  response  recur 
at  anniversaries  of  the  original  loss. 
We  have  described  this  reaction  in 
patients  who  present  with  psy- 
choses, chest  pain,  and  reactions 
appearing  to  be  manic-depressive 
illness.7-9  The  following  clinical 
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vignette  is  illustrative  of  this  re- 
sponse. 

Case  2: 

A 31-year-old  widow  presented  in 
July.  1976,  with  a marked  depres- 
sion and  paranoid  delusions.  She 
had  all  the  biological  concomitants 
of  severe  depression,  including  an 
18-pound  weight  loss,  tearfulness, 
agitation  and  regressive  behavior 
such  as  sucking  her  finger. 

Her  father  had  been  killed  by 
lightning  when  she  was  two;  she 
had,  at  age  22.  married  a 58-year-old 
man,  clearly  a father  substitute  for 
her,  who  died  suddenly  of  a 
myocardial  infarction  in  July,  1975. 
In  May,  1976,  she  began  to  feel  de- 
pressed; as  the  anniversary  of  the 
husband's  death  approached,  her 
depression  worsened. 

Examination  revealed  a de- 
pressed, agitated  and  paranoid 
woman  who  talked  of  “bad  dreams 
in  which  dead  people  came  to  me.” 
She  talked  at  length  about  the  crush- 
ing effect  of  her  husband’s  death 
and  then  of  vague  memories  of  the 
turmoil  surrounding  her  father’s 
death. 

It  seemed  clear  that  she  was  ex- 
periencing an  anniversary  depres- 
sion based  on  incomplete  mourning 
over  both  deaths.  She  was  treated 
with  supportive  psychotherapy  and 
antidepressants  and  began  to  func- 
tion at  her  usual  level.  The  paranoid 
delusions  disappeared  as  the  de- 
pression improved. 

Major  Psychoses 

Major  psychoses,  either  schizo- 
phrenic or  manic,  may  also  be  seen. 
Mania,  when  present,  defends 
against  underlying  depression, 
which  indicates  that  an  abnormal 
grief  reaction  is  present.  Schizo- 
phrenic psychoses  are  seen  when 
the  patient’s  usual  ego  defenses  are 
unable  to  deal  with  the  grief.  The 
following  case  is  illustrative  of  a 
schizophrenic  psychosis  precipi- 
tated by  a loss  and  the  inability  to 
grieve. 

Case  3: 

A 24-year-old  secretary  was  well 
until  the  death  of  her  father.  Two 
months  after  this  event,  her  inability 
to  sleep,  fears  of  annihilation,  and 


schizophrenia  necessitated  hos- 
pitalization. 

She  and  her  father  had  had  a par- 
ticularly close  relationship,  and  she 
saw  herself  as  “father's  favorite 
child.”  Her  life  lacked  meaning  and 
direction  after  his  death.  She  re- 
sponded well  to  chlorpromazine 
(Thorazine)  and  supportive 
psychotherapy  and  recovered  from 
her  acute  psychosis,  but  she  re- 
mained in  supportive  psycho- 
therapy and  has  continued  on 
chlorpromazine  for  four  years.  Al- 
though making  slow  progress,  it 
seems  clear  that  she  will  never  be 
able  to  work  through  completely  the 
loss  of  her  father  or  regain  her  ear- 
lier level  of  functioning. 

Substitution 

Another  variant  of  abnormal  grief 
is  one  in  which  the  mourner  takes 
over  the  illness  of  the  deceased  per- 
son, but  not  necessarily  the  illness 
which  caused  death.  This  phe- 
nomena is  illustrated  by  the  follow- 
ing case. 

Case  4: 

A 28-year-old  professional 
woman  entered  psychoanalysis  be- 
cause of  sadness,  depression,  a feel- 
ing of  being  continually  pregnant, 
and  the  sudden  onset  of  neuroder- 
matitis. Her  father  had  committed 
suicide  when  she  was  pregnant  with 
her  first  and  only  child.  He  had  suf- 
fered from  neurodermatitis  for 
many  years,  and  it  was  upon  his 
death  that  she  developed  the  same 
condition. 

This  patient  had  a successful 
psychoanalysis  extending  over  3 Vi 
years;  the  main  work  of  the  analysis 
was  to  discharge  her  grief.  Her  iden- 
tification with  the  deceased  father, 
particularly  her  taking  over  his  ill- 
ness, represented  an  unconscious 
attempt  to  keep  her  father  and  to 
defend  herself  from  his  death. 

Psychosomatic  Illness 

The  onset  of  psychosomatic  ill- 
ness may  be  seen  as  a manifestation 
of  an  abnormal  grief  reaction. 
Hypertensive  crises,  irritable  bowel 
syndromes,  coronary  occlusions, 
rheumatoid  arthritis,  migraine 
headaches  and  various  derma- 
tologic conditions  have  occurred 


during  pathological  grieving.10"13 
The  following  case  exemplifies  a 
psychosomatic  illness  with  such  an 
onset. 

Case  5: 

A 2 1 -year-old  college  student  was 
seen  four  months  after  the  death  of 
her  father.  Complaints  of  abdominal 
pain,  bloody  diarrhea  and  fever 
two  months  after  his  death  had  led 
to  a complete  medical  evaluation  es- 
tablishing the  diagnosis  of  regional 
enteritis. 

Psychiatric  evaluation  revealed  a 
pleasant  young  woman  without  evi- 
dence of  psychosis,  depression,  or 
organic  brain  syndrome.  She  had  no 
complaints  except  those  attribut- 
able to  the  enteritis.  There  was  a 
marked  ambivalence  toward  the 
father;  she  had  disliked  him  and 
wasn’t  sorry  he  had  died,  yet  she 
missed  him  terribly.  No  psychiatric 
treatment  was  recommended  at  the 
time  of  evaluation;  psychoanalysis 
was  felt  to  be  the  only  treatment  that 
would  be  beneficial,  but  this  was 
impossible  because  the  patient  lived 
too  far  away. 

Two  months  after  the  psychiatric 
evaluation  she  was  married  to  her 
fiance  of  two  years.  After  three 
months  of  marriage,  she  was  totally 
asymptomatic  and  discontinued  the 
medical  regimen  used  to  treat  the 
enteritis.  On  the  most  superficial 
level,  it  seemed  that  one  man  was 
replaced  by  another  and  that  this  led 
to  a remission  of  the  psychosomatic 
illness.  Her  grief  reaction  was  han- 
dled sufficiently  by  this  mechanism 
to  provide  symptomatic  relief. 

Introjection 

Another  presentation  that  may  be 
seen  is  one  in  which  the  grieving 
person  assumes  many  characteris- 
tics of  the  deceased  person.  This 
may  be  seen,  for  example,  when  a 
man  begins  to  wear  his  deceased 
father’s  clothing  and  assume  many 
aspects  of  the  father’s  behavior. 
This  introjection  of  the  deceased 
person  is  graphically  demonstrated 
in  the  following  case. 

Case  6: 

A 29-year-old  housewife  entered 
psychoanalysis  because  of  apathy. 
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lassitude  and  depression  after  the 
death  of  her  father.  She  was  felt  to 
be  a hysterical  personality  and  to 
have  a good  prognosis  with 
psychoanalysis. 

During  the  sixth  analytic  hour, 
the  patient  began  to  describe  the 
analyst’s  office  as  “feeling  like  a 
coffin’’  and  then  suddenly  said  that 
she  was  no  longer  herself  but  was 
her  father.  She  said  her  father 
wasn't  dead  because  she  was  her 
father.  It  became  clear  that  the  pa- 
tient’s apathy  and  lassitude  rep- 
resented her  total  identification 
with  her  father;  that  is,  she  herself 
was  dead  in  this  respect.  This  mas- 
sive, sudden  regression  was  re- 
versed by  having  the  patient  face 
the  analyst  in  an  upright  position  for 
several  hours,  instead  of  lying  on 


the  couch.  The  analysis  ended  suc- 
cessfully after  400  hours. 

CONCLUSION 

Recognizing  a normal  grief  reac- 
tion is  important.  If  grief  is  proceed- 
ing normally,  it  should  be  allowed  to 
continue  to  resolution.  Medical  in- 
tervention is  contraindicated. 

If  the  grief  reaction  is  abnormal, 
active  intervention  must  take  place 
in  order  to  allow  the  grief  response 
to  become  a normal  one  and  to  then 
proceed  to  a satisfactory  comple- 
tion. Unresolved  grief  reactions 
may  lead  to  psychosomatic  illness, 
recurring  anniversary  reactions, 
psychosis,  severe  depression,  or 
other  serious  difficulties.  Any  pa- 
tient experiencing  an  abnormal  grief 


response  should  be  referred  for 
psychiatric  help. 
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It  seems  hardly  fair  to  quarrel  with  a place  because  its  staple  commodity  is  not  pretty,  but  I am  sure  I 
should  have  liked  Cincinnati  much  better  if  the  people  had  not  dealt  so  very  largely  in  hogs.  The  immense 
quantity  of  businessdone  in  this  line  would  hardly  be  believed  by  those  who  had  not  witnessed  it.  I never 
saw  a newspaper  without  remarking  such  advertisements  as  the  following: 

“Wanted,  immediately,  4,000  fat  hogs.’’ 

“For  sale.  2,000  barrels  of  prime  pork." 

But  the  annoyance  came  nearer  than  this;  if  I determined  upon  a walk  up  Main-street,  the  chances 
were  five  hundred  to  one  against  my  reaching  the  shady  side  without  brushing  by  a snout  fresh  dripping 
from  the  kennel;  when  we  had  screwed  our  courage  to  the  enterprise  of  mounting  a certain  noble-looking 
sugar-loaf  hill,  that  promised  pure  air  and  a fine  view,  we  found  the  brook  we  had  to  cross,  at  its  foot,  red 
with  the  stream  from  a pig  slaughter-house;  while  our  noses,  instead  of  meeting  “the  thyme  that  loves  the 
green  hill’s  breast,"  were  greeted  by  odours  that  I will  not  describe,  and  which  I heartily  hope  my  readers 
cannot  imagine;  our  feet,  that  on  leaving  the  city  had  expected  to  press  the  flowery  sod,  literally  got 
entangled  in  pigs’  tails  and  jawbones:  and  thus  the  prettiest  walk  in  the  neighborhood  was  interdicted  for 
ever.  — Domestic  Manners  of  the  Americans , Frances  Trollope,  London,  1832. 
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SUGGESTIONS  FOR  AUTHORS 

The  North  Carolina  Medical  Journal  wel- 
comes the  contribution  of  original  articles  — scien- 
tific, historic  and  editorial  — provided  that  they  have 
neither  been  published  previously  nor  have  they  been 
simultaneously  submitted  for  publication  in  other 
medical  periodicals.  Papers  concerned  with  all  as- 
pects of  the  practice  of  medicine  in  North  Carolina  are 
particularly  solicited. 

Manuscripts 

Two  copies  of  the  complete  manuscript  including 
legends,  tables,  references  and  glossy  prints  should  be 
submitted.  All  copies  should  be  typed  on  standard  size 
paper,  double-spaced  with  margins  at  least  3 cm; 
xerographic  reproductions  are  preferred  to  carbon.  A 
covering  letter  indicating  the  author  responsible  for 
correspondence  and  his  address  should  accompany 
the  manuscript. 

Titles  and  Authors’  Names 

These  should  be  provided  on  a separate  page  in 
duplicate  giving  the  full  title  of  the  paper;  a shortertitle 
for  the  table  of  contents;  the  author(s)  first  name(s), 
initial(s)  and  academic  degree(s);  the  name  of  the  de- 
partment and  institution  where  the  work  was  done  and 
the  name  and  address  of  the  author  to  whom  requests 
for  reprints  should  be  directed. 

Abstracts 

On  a separate  sheet,  a double-spaced  abstract  of  not 
more  than  150  words  should  be  submitted  in  duplicate. 
This  should  be  factual  telling  of  what  was  done,  what 
was  observed  and  what  was  concluded.  A separate 
summary  should  not  be  provided. 

Abbreviations  and  Symbols 

Usage  recommended  in  STYLE  MANUAL  FOR 
BIOLOGICAL  JOURNALS  (3rd  ed.,  1972)  should  be 
followed  insofar  as  possible.  The  first  time  an  abbrevi- 
ation is  used,  it  should  be  explained.  Generic  names 
should  be  employed  for  drugs;  if  the  author  wishes  to 
identify  an  agent  by  trade  name,  it  should  be  inserted 
parenthetically  at  the  first  use  of  the  term.  Units  of 
measurement  should  generally  be  metric  including 
height  and  weight. 

References 

References  should  be  double-spaced  and  on  a sepa- 
rate page(s)  and  should  be  numbered  consecutively  as 
they  are  cited  in  the  text.  The  citations  should  conform 


to  the  style  of  the  INDEX  MEDICUS  and  the  publica- 
tions of  the  American  Medical  Association.  The  inclu- 
sive pages  should  be  given  but  the  number  and  day  or 
month  of  the  cited  issue  should  not  be  included.  Au- 
thors) surname  and  initial(s);  title  and  subtitle  of  the 
paper;  journal  or  book  in  which  it  appeared;  volume 
number,  inclusive  pagination  and  year  for  journal  cita- 
tion; title  of  book,  editor  if  a collection,  edition  other 
than  first,  city,  publisher,  year  and  page  of  specific 
reference  for  books  should  be  indicated.  For  example: 

1.  Villant  GE,  Sobowale  NC,  McArthur  C:  Some 
psychologic  vulnerabilities  of  physicians.  N 
Engl  J Med  287:372-375,  1972. 

2.  Fox  RC:  The  Student-Physician:  Introductory 
Studies  in  the  Sociology  of  Medical  Education. 
Edited  by  Merton  RK.  Cambridge,  Harvard 
University  Press,  1957,  pp  207-241. 

3.  Sniscak  M:  Cumulative  Cumulus  Therapy.  Los 
Angeles,  Exotic  and  Esoteric  Press,  1984,  p 81. 

Unpublished  data  and  personal  communications 
should  be  alluded  to  in  footnotes.  Footnotes,  how- 
ever, should  be  limited  and  separated  from  the  text  by 
a line. 

Tables  and  Illustrations 

These  should  be  typed  in  double-space  on  separate 
sheets.  Arabic  numerals  should  be  used  and  a legend 
for  each  table  submitted.  Tables  should  be  as  succinct 
as  possible.  Lines  should  be  omitted  and  symbols  for 
units  given  with  the  column  heading.  Other  symbols 
should  be  explained  at  the  bottom  of  the  table.  Illustra- 
tions should  be  glossy,  black  and  white  prints  or  line 
drawings.  The  name  of  the  first  author,  the  figure 
number  and  the  top  of  the  figure  should  be  written 
lightly  in  pencil  on  the  back  of  each  print.  Legends  are 
to  be  typed  consecutively  for  each  figure  on  a separate 
sheet.  If  illustrations  have  appeared  elsewhere,  per- 
mission for  reproduction  from  both  the  author  and 
publisher  must  accompany  the  manuscript. 

Reviewing 

All  manuscripts  are  read  by  the  editor.  Most  of  them 
are  also  reviewed  by  members  of  the  editorial  board  or 
other  referees.  Constructive  comments  by  these  re- 
viewers will  be  returned  to  authors  who  will  usually  be 
notified  within  one  month  of  receipt  of  the  manuscript 
of  editorial  action.  Editorial  correspondence  should 
be  directed  to: 

Editor 

North  Carolina  Medical  Journal 

300  S.  Hawthorne  Road 

Winston-Salem,  North  Carolina  27103 
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ED  BEDDINGFIELD 

Since  his  sudden  and  untimely  death,  many  appro- 
priate tributes  to  Ed  Beddingfield  have  been  pub- 
lished. Outstanding  among  them  were  those  by 
John  L.  McCain,  M.D.  (Wilson,  N.C.  Daily  News  re- 
printed in  AMNEWS,  September  26,  1977),  and  by  the 
AMPAC  Board  of  Directors  (AMPAC's  Sustained, 
September  23,  1977).  An  official  memorial  resolution 
was  introduced  into  the  House  of  Delegates  of  the 
American  Medical  Association  in  Chicago  on  Decem- 
ber 4,  by  the  North  Carolina  delegation. 

Ed  described  his  philosophy  of  the  physician's  re- 
sponsibility to  the  entire  community  in  his  Inaugural 
Address  of  May  22,  1969,  "1  believe  that  most  of  us  do 
a good  job  in  the  private  practice  of  medicine,  in  our 
prime  duty  of  taking  care  of  our  own  patients,  but  I say 
to  you  today,  every  single  one  of  us  has  a larger 
responsibility.  After  we  take  off  the  white  coat  and 
depart  from  the  office  or  the  hospital,  we  are  not  for 
the  moment  in  the  private  practice  of  medicine,  but  we 
are  then  medically  knowledgeable  members  of  the 
community.  It  has  been  said  ‘We  are  in  the  public 
practice  of  medicine  and  we  must  be  both  responsible 
for  and  responsive  to  the  public  interest  — in  the 
broadest  sense.’ 

“In  addition  to  efforts  that  are  purely  local  through 
our  local  societies,  schools,  civic  organizations  and 
churches,  I submit  that  it  is  through  the  vehicle  of  this 
state  society  that  we  might  become  maximally  effec- 
tive in  this  public  practice  of  medicine.’’ 

His  broad  range  of  interests  and  participation,  his 
many  achievements,  his  devotion  to  his  family,  to  his 
community  and  to  his  profession  are  well  known, 
proving  that  Ed  practiced  what  he  preached. 

Working  with  Ed  was  always  stimulating  and  en- 
lightening. He  usually  came  directly  to  the  point  and 
cited  specific  reasons  for  his  position.  His  grasp  of  the 
essential  points  of  any  subject  was  remarkable,  as  was 
his  astute  evaluation  of  political  situations.  In  addi- 
tion, his  capacity  for  convivial  fellowship  brought 
much  pleasure  to  his  friends.  One  of  his  favorite  re- 
marks was,  “1  don’t  care  what  you  say  about  me,  just 
so  you  spell  my  name  right.’’ 

Distinguished  service  and  leadership  characterized 
Dr.  Beddingfield’s  contributions  to  his  profession. 
These  qualities  were  highlighted  in  three  positions  he 
held:  ( 1 ) as  a member  for  16  years  and  as  chairman  for 
several  terms  of  the  state  society’s  Committee  on 
Legislation,  (2)  as  president  of  the  Medical  Society  of 
the  State  of  North  Carolina,  and  (3)  as  a member  of  the 
North  Carolina  delegation  to  the  AM  A House  of  Dele- 
gates. 

As  a member  of  our  Committee  on  Legislation,  he 
was  without  a peer.  He  routinely  spent  one  day  a week 
(his  “day  off")  at  the  Legislature  whenever  it  was  in 
session,  as  well  as  considerable  additional  time  when 
he  could.  As  a result,  he  earned  the  respect,  admira- 
tion and  friendship  of  all  the  legislators.  His  talent  for 
pleasant  persuasiveness  was  polished  to  a highly  ef- 
fective degree  during  these  years.  His  “brief  reports” 
to  the  Executive  Council  were  legendary.  While  Ed's 


intention  was  good,  he  had  such  a comprehensive  fund 
of  information  on  each  subject  that  these  reports  sel- 
dom took  less  than  thirty  minutes! 

Four  achievements  during  his  term  as  president 
stand  out: 

(1)  Recommendations  developed  by  the  special 
management  study  of  the  structure  and  operation  of 
the  society's  headquarters  were  implemented.  As  a 
result  of  the  introduction  of  modern  administrative 
and  management  techniques,  the  headquarters  staff 
has  functioned  in  a much  more  effective  manner  since 
then.  This  was  achieved  largely  through  the  executive 
ability  and  conscientious  endeavors  of  William  N. 
Hilliard. 

(2)  Creation  of  the  society's  first  committee  on  Med- 
icare. As  a result  of  this  committee’s  efforts,  a highly 
satisfactory  and  effective  relationship  with  the  Medi- 
care carrier  was  achieved. 

(3)  As  a result  of  his  keen  interest  in  highway  safety, 
he  led  the  effort  to  establish  a center  for  studying  the 
“problem  driver.”  This  idea  had  universal  appeal  and 
was  strongly  supported  by  Gov.  Luther  Hodges,  the 
State  Department  of  Motor  Vehicles,  the  medical 
schools.  North  Carolina  State  University,  the  North 
Carolina  Bar  Association,  the  North  Carolina  Au- 
tomobile Dealers  Association,  as  well  as  by  the  medi- 
cal society  itself  and  specialty  societies  such  as  the 
North  Carolina  chapter  of  the  American  College  of 
Surgeons.  Here  was  a splendid  example  of  Ed’s  vision 
and  leadership. 

(4)  He  encouraged  the  specialty  societies  here  in 
North  Carolina  to  assume  the  responsibility  for  put- 
ting on  the  scientific  programs  of  their  section  meet- 
ings during  the  annual  session  in  Pinehurst.  This  idea 
was  implemented  with  great  success  and  did  enhance 
the  quality  of  these  meetings. 

Dr.  Beddingfield  began  his  service  in  the  House  of 
Delegates  in  the  American  Medical  Association  as  an 
alternate  delegate  from  North  Carolina  in  1966.  He 
became  a voting  delegate  in  1974,  following  the  re- 
tirement of  the  late  Dr.  Amos  Johnson. 

Ed  was  best  known  in  the  AM  A House  as  a member 
of  the  Council  on  Legislation,  to  which  he  was  ap- 
pointed in  1970.  He  served  with  great  distinction  on 
this  council  until  his  death,  and  was  its  chairman  in 
1976  and  1977.  He  served  beyond  the  usual  term  at  the 
request  of  the  Board  of  Trustees.  It  was  in  this  capac- 
ity and  related  activities  that  Ed  reached  the  zenith  of 
his  career  in  organized  medicine.  His  photographic 
memory  for  the  fine  print  of  all  legislative  bills  — a 
fantastic  feat  in  itself  — plus  his  understanding  of  the 
legislative  process  as  well  as  the  political  process  re- 
sulted in  his  achieving  great  stature  in  this  capacity. 
Whether  speaking  to  a reference  committee  hearing, 
or  on  the  floor  of  the  House,  or  testifying  before  a 
Congressional  committee  or  other  legislative  group, 
Ed  proved  to  be  one  of  the  most  articulate,  persuasive 
and  effective  spokesmen  in  the  history  of  organized 
medicine.  He  did  so  in  such  a remarkably  pleasant  and 
tactful  manner  that  he  rarely  antagonized  those  among 
his  listeners  who  might  disagree  with  him.  As  a result. 
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his  voice  was  highly  respected  not  only  by  his  col- 
leagues but  by  those  in  high  councils  of  government  as 
well. 

Members  of  his  family,  his  colleagues  and  other 
friends  were  much  comforted  by  the  words  of  his 
minister,  the  Rev.  A.  Max  Patterson.  “At  fifty-four 
years  of  age,  we  say  in  our  hearts,  ‘But  he  was  so 
young  and  energetic  and  he  had  so  much  more  that  he 
wanted  to  do’  and  surely  if  there  had  been  more  time, 
he  would  have  done  it.  He  was  like  that.  But  who 
among  us  could  live  a fuller  life  than  he  lived,  even  if 
we  have  far  more  than  fifty-four  years?  . . . Two 
verses  of  Scripture  come  to  my  mind  when  I think  of 
my  association  with  him.  Both  are  words  that  were 
spoken  by  our  Lord  as  recorded  in  Matthew:  ‘I  tell 
you,  whenever  you  did  this  for  one  of  the  least  impor- 
tant of  these  brothers  of  mine,  you  did  it  unto  me!’ 
(Matthew  23:40TEV).  And  the  words  from  that  great 
Sermon  on  the  Mount:  ‘Happy  are  those  who  are 
merciful  to  others;  God  will  be  merciful  to  them!’ 
(Matthew  5:7  TEV).  That  was  Ed  Beddingfield!” 

D.G.W. 

THE  TREATMENT  OF  GALLSTONES  WITH 
CHENODEOXYCHOLIC  ACID 

Gallstone  disease  is  an  important  medical  and 
economic  problem  in  the  United  States.  Estimates  of 
prevalence  in  the  general  population  may  be  inferred 
from  epidemiologic  studies  such  as  that  done  in 
Framingham.1  These  studies  suggest  that  about  12 
million  women  and  4 million  men  have  gallstone  dis- 
ease. About  800,000  new  cases  of  cholelithiasis  de- 
velop each  year  and  approximately  half  of  these 
ultimately  require  surgery.  Complications  of 
cholelithiasis  account  for  5,000  to  8,000  deaths  annu- 
ally, and  the  total  cost  of  morbidity  for  this  disease 
approaches  $1  billion.2 

In  most  cases,  gallstones  are  composed  predomi- 
nantly of  cholesterol,  a water  insoluble  lipid  normally 
secreted  in  bile  and  solubilized  in  this  aqueous 
medium  by  incorporation  into  mixed  micelles  of  bile 
acids  and  lecithin.  The  capacity  of  bile  to  keep  choles- 
terol in  an  aqueous  micellar  solution  is  thus  limited  by 
the  amount  of  bile  acids  and  lecithin  secreted  with 
cholesterol  by  the  liver.  Present  evidence  indicates 
that  obese  individuals  secrete  increased  amounts  of 
cholesterol  into  bile  3,4  whereas,  hepatic  secretion  in 
more  lean  individuals  with  cholesterol  gallstones  is 
comparable  in  cholesterol  content  to  normals  but  is 
deficient  in  bile  acids.4 

Studies  in  patients  with  cholesterol  gallstones  have 
demonstrated  that  the  oral  administration  of  the  native 
bile  acid,  chenodeoxycholic  acid  — but  not  the  other 
native  bile  acid,  cholic  acid  — induces  a decrease  in 
hepatic  cholesterol  secretion  into  bile,  which  results  in 
bile  which  is  less  saturated  in  terms  of  cholesterol  and 
less  likely  to  result  in  cholesterol  precipitation.5  Pilot 
studies  have  shown  that  this  increased  cholesterol 
dissolving  capacity  of  bile  can  then  induce  dissolution 
of  cholesterol  gallstones. 

The  National  Cooperative  Gallstone  Study 


(NCGS),  supported  by  the  National  Institute  of  Ar- 
thritis, Metabolism  and  Digestive  Diseases  of  the  Na- 
tional Institutes  of  Health,  was  developed  to  test  the 
efficacy  and  safety  of  chenodeoxycholic  acid  in  the 
treatment  of  gallstones  and  to  obtain  information  on 
the  natural  history  of  gallstone  disease.  Under  its 
aegis,  a pure  preparation  of  chenodeoxycholic  acid 
was  synthesized  and  formulated,  with  subsequent 
studies  indicating  almost  complete  bioavailability. 

The  NCGS,  with  advice  of  the  Food  and  Drug  Ad- 
ministration, has  undertaken  extensive  toxicologic 
studies  of  chenodeoxycholic  acid  in  preparation  for 
the  therapeutic  trials  in  human  subjects.  Definite 
hepatotoxic  effects  have  been  observed  in  rodents  and 
subhuman  primates  treated  with  higher  doses  of 
chenodeoxycholic  than  those  used  either  in  pilot 
studies  or  in  the  NCGS  — whereas,  preliminary 
studies  in  humans  showed  no  evidence  of  significant 
hepatotoxic  effects  of  the  drug. 

Duke  University  Medical  Center  was  selected  as 
one  of  ten  treatment  centers  to  participate  in  this  ran- 
domized, double-blind  controlled  trial  in  patients.  The 
hepatotoxic  effects  in  subhuman  primates  and  other 
species  required  that  the  NCGS  precede  its  major 
study  by  a preliminary  study  in  which  at  least  100 
patients,  randomized  into  high  and  low  dose  treatment 
groups,  undergo  a percutaneous  liver  biopsy  before 
beginning  therapy  and  at  12  and  24  months  after 
therapy. 

Letters  were  mailed  to  all  practicing  physicians  in 
North  Carolina  in  October  1975  announcing  our  in- 
terest in  recruiting  patients  into  this  two-year  study. 
Obviously,  admission  criteria  have  been  fairly  strict  in 
order  to  provide  a setting  of  optimal  safety  to  our 
patients,  a fairly  uniform  patient  population  and  as- 
surance that  the  study  would  yield  the  necessary  data 
to  meet  its  objectives.  These  admission  criteria  are:  ( 1 ) 
radiolucent  gallstones  in  a functioning  gallbladder;  (2) 
age  21  through  79  with  exclusion  of  women  capable  of 
bearing  children  — women  who  are  postmenopausal 
or  have  had  a hysterectomy  or  tubal  ligation  may  be 
included;  women  40  or  over  tolerating  an  1UD  may 
also  be  included;  (3)  no  definite  history  of  biliary 
obstruction,  cholangitis  or  pancreatitis  — patients 
with  nonspecific  abdominal  symptoms  are  eligible;  (4) 
normal  liver  function  tests;  (5)  no  history  of  gastric 
surgery  or  serious  intestinal  disease;  (6)  no  serious 
andlor  uncontrolled  cardiovascular,  hematological  or 
renal  disease.  We  also  announced  in  our  correspon- 
dence that  all  tests  and  medications  related  to  the 
study  will  be  provided  to  the  patient  free  of  charge  and 
that  travel  to  this  treatment  center  will  be  covered. 
The  study  requires  that  all  patients  be  referred  by  their 
personal  physicians  — a collect  phone  call  from  the 
physician’s  office  or  by  the  patient  will  set  up  an 
appointment  forevaluation.  All  information  about  the 
patient’s  progress  will  be  transmitted  to  the  referring 
physician  and  patients  will  return  to  their  physicians  in 
the  event  of  an  intercurrent  illness. 

Enrollment  in  the  preliminary  liver  biopsy  study 
was  concluded  in  September  1976 — 130  patients  had 
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been  randomized  throughout  the  country,  19  at  Duke. 
Although  the  physicians  at  each  treatment  center  are 
blinded  in  terms  of  the  therapy  patients  are  receiving, 
one  of  the  features  of  the  NCGS  is  a continuing  evalua- 
tion of  results  by  an  unblinded  data  monitoring  com- 
mittee. Thus,  the  decision  to  enter  the  major,  non- 
biopsy study,  in  September  1976  provided  assurance 
that  significant  hepatotoxicity  had  not  been  identified 
up  to  that  point.  Indeed,  the  continuation  of  this  study 
— when  most  patients  in  the  preliminary  study  have 
had  a one-year  biopsy  and  some  a two-year  biopsy, 
each  reviewed  by  the  two  "blinded”  hepatic  mor- 
phologists of  the  NCGS  — provides  further  assurance 
of  the  lack  of  significant  hepatotoxicity  in  humans.  A 
second  letter  to  physicians  throughout  North  Carolina 
announcing  recruitment  into  the  major  study  was 
mailed  in  January  1977.  At  present.  47  patients  have 
been  randomized  into  the  nonbiopsy  study  here  and 
approximately  550  patients  have  been  randomized  in 
all  treatment  centers.  It  is  apparent  that  we  are  behind 
several  of  the  treatment  centers  in  terms  of  recruit- 
ment; we  may  not  reach  our  full  complement  of  90 
patients  when  recruitment  ends  in  April. 

The  66  patients  (19  in  the  biopsy  study  and  47  in 
the  major  study)  we  are  following  span  the  state 
from  Wilmington  to  Asheville.  The  largest  group,  15, 
was  referred  by  physicians  in  Greensboro,  and  the 
next,  ten,  from  Duke  Medical  Center.  Since  we  are 
aware  of  the  potential  patient  population  with 
gallstone  disease  from  a review  of  our  x-ray  reports,  it 
seems  clear  that  relatively  few  patients  with  uncom- 
plicated gallstone  disease  are  seen  at  Duke  University 
Medical  Center.  One  of  our  patients  lives  in  Columbia, 
South  Carolina,  and  another  in  Beckley,  West  Vir- 
ginia. Only  four  patients  have  dropped  out  of  the  study 
because  of  dissatisfaction  or  inability  to  comply  with 
the  protocol  — two  because  of  an  increased  number  of 
bowel  movements  which  reverted  to  normal  on 
placebo,  one  because  of  noncompliance,  and  the 
fourth  because  of  the  inconvenience  of  coming  to 
Durham.  We  understand  that  referring  physicians 
have  been  satisfied  with  the  progress  of  their  patients 
in  the  study  and  with  their  care. 

Information  available  to  us  indicates  that  several 
patients  in  the  nation  — including  one  in  our  group  — 
have  dissolved  their  gallstones.  This  may  be  inferred, 
since  they  have  been  re-randomized  into  a study 
which  will  test  whether  or  not  gallstones  may  recur 
following  dissolution  with  chenodeoxycholic  acid  and 
whether  a low  maintenance  dose  of  chenodeoxycholic 
acid  may  prevent  such  recurrence.  It  is  also  implicit  in 
the  NCGS  that  those  patients  who  receive  placebo  — 
30  patients  from  this  treatment  center,  should  we  re- 
cruit all  90  patients  into  the  major  study  — will  receive 
at  no  cost  the  most  effective  and  safe  dose  of  chenode- 
oxycholic acid  upon  completion  of  the  two  years  of 
study. 

In  conclusion,  present  evidence  suggests  that 
chenodeoxycholic  acid  has  important  potential  as  an 
effective  and  safe  agent  for  dissolving  the  majority  of 
radiolucent  gallstones.  The  National  Cooperative 


Gallstone  Study  will  provide  important  information 
essential  to  safe,  intelligent  chenodeoxycholic  acid 
treatment  of  the  large  population  of  patients  with 
gallstone  disease  in  this  country. 

Malcolm  P.  Tyor,  M.D. 
Department  of  Medicine 
Division  of  Gastroenterology 
Duke  University  Medical  Center 
Durham,  N.C.  27710 
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GRIEF:  THE  MOUSE  THAT  GNAWS 
AT  THE  HEART 

Grief  is  a Mouse  — 

And  chooses  Wainscot  in  the  Breast 
For  His  Shy  House — 

And  baffles  quest 

Emily  Dickinson1 

If  grief  is  the  characteristic  response  to  the  loss  of  a 
valued  object,2  its  analysis  requires  an  understanding 
of  what  the  griever  values,  what  roles  the  object  plays 
for  him  and  how  he  seeks  to  reconcile  the  loss  in  his 
daily  life.  Thus  grief  can  be  expressed  for  the  loss  of 
loved  ones,  possessions,  time,  parts  of  the  body,  faith, 
innocence,  certainty  and  can  be  considered  as  a sep- 
aration or  even  an  alienation  from  something 
cherished.  When  the  sufferer  has  sufficient  inner  re- 
sources and  receives  adequate  support  from  society, 
grief  may  run  its  natural  course  as  an  uncomplicated 
emotional  disturbance,  coped  with  by  distraction,  re- 
liance on  ritual,  prayer  and  a variety  of  psychic  ma- 
neuvers. If  these  mechanisms  are  faulty,  grief  be- 
comes complicated  and  pathological  states  no  longer 
responsive  to  time  and  sympathy  develop.  When 
faced  with  patients  harboring  such  complicated  condi- 
tions, the  physician  often  finds  himself  inadequate 
partly  because  his  medical  education  has  tended  to 
lead  him  away  from  the  spirit  and  toward  the  labora- 
tory and  partly  because  he  may  not  consider  grief  to 
have  pathologic  overtones. 

Cavenar  and  his  colleagues  indicate  in  this  issue  of 
the  Journal  that  these  syndromes  are  recognizable 
and  that  victims  can  be  usually  treated  successfully.  If 
the  medical  reader  is  uncomfortable  with  the  psychiat- 
ric vocabulary,  sometimes  necessary  to  define  such 
processes,  attention  to  the  Biblical  Book  of  Job  might 
be  rewarding.  As  Kapusta  and  Frank3  have  recently 
pointed  out,  the  author  of  Job  must  have  been  an 
astute  observer  of  human  behavior  because  the 
symptoms  of  depression,  so  hard  to  distinguish  and  at 
times  actually  indistinguishable  from  grief,  are  richly 
and  accurately  described  in  this  wisdom  work.  And  of 
course  Shakespeare  gave  us  mad  Lear,  the  mighty 
king  brought  low  by  his  own  folly  which  left  him 
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ill-prepared  to  cope  with  any  loss,  perhaps  because  he 
had  been  unable  to  appreciate  his  own  mortality. 

The  patterns  of  grief  then  have  been  recurrent  ones, 
modified  by  the  times.  Today  in  a sense  some  seem  to 
be  grjeving  for  the  Golden  Age,  the  era  before  the 
atomic  bomb,  and  others  for  their  failure  to  find  a New 
Jerusalem  through  Marx,  drugs  and  communes.  If 
grief  provokes  denial,  resentment,  rejection  before 
reconciliation,  the  Laetrile  cult  may  represent  a 
symptom  of  cultural  grief  just  as  may  our  rising  di- 
vorce rate.  Perhaps  excessive  social  emphasis  leads  to 


falsely  elevated  values  so  that  loss  must  be  acted  out  in 
ourtimes  on  a wider  stage.  Afterall,  one  of  the  dearest 
things  we  can  lose  is  a sense  of  identity  and  in  a 
computer  age,  which  turns  people  into  numbers,  this 
is  a real  threat. 

J.H.F. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Azzato,  John  Anthony,  MD,  (ORS)  1616  Medical  Center  Dr.,  Wil- 
mington 28401 

Barron,  Bruce  Joseph,  MD,  (GS)  Rt.  1 , Box  568,  Old  Salisbury  Rd., 
New  London  28127 

Bowman,  Maijorie  Ann,  MD,  (Intern-Resident)  107  Carver  St., 
Durham  27704 

Boyer,  Joy  Allen,  MD,  (DR)  250  Charlois  Blvd..  Winston-Salem 
27103 

Collins,  Francis  Farrell,  Jr.,  MD  (IM)  640  N.  Page,  Southern  Pines 
28387 

Daley,  John  Gilbert,  MD,  (OBG)  2143  Echo  Lane,  Wilmington 
28401 

Dekle,  Larry  Carlton.  MD,  (PD)  2464  Tantelon  Place,  Winston- 
Salem  27107 

Digby,  Ronald  Wyman,  MD,  (IM)  1896  Remount  Road,  Gastonia 
28052 

Draeger,  John  Carl,  MD,  (P)  136-A  Carbonton  Road,  Sanford  27330 

Edmundson.  Warner  Lee  Wells,  (Student)  504  W.  Cameron  Ave., 
Chapel  Hill  27514 

Edwards,  Charles  Herbert,  MD,  (P)  7209  Swans  Runn  Rd.,  Char- 
lotte 282 1 1 

Hamman,  Louis,  MD,  (GS  (Former  Member)  605  W.  25th  St., 
Newton 

Harley,  Wilbur  Jones,  MD,  (OM)  3300  Lexington  Rd.,  SE, 
Winston-Salem  27102 

Herbert,  PhilipSidney,  Jr.,  MD,  (P)  1308  Highland  Dr.,  Washington 
27889 

Holmes,  John  Allison,  MD,  (EM)  407-D  Elizabeth  St.,  Clinton 
28328 

Horton,  Paul  Edward,  MD.  (EM)  110  Reade  Circle,  Greenville 

, 27834 

Huntley,  Danny  Edward,  MD,  (Intern-Resident)  Rt.  I,  Box  283, 
B-19,  Greenville  27834 

Kadyk.  Jan  Marc,  MD,  (ORS)  30  Doctor’s  Park,  Boone  28607 

Kenney,  Glenward  Thomas,  MD,  (OBG)  5100  Lake  Valley  Dr., 
Fayetteville  28303 

Koek,  Hans  Johannes,  MD,  (FP)  2514  E.  Edgewater  Dr.,  Fayette- 
ville 28303 

Lane,  Carl  Edward,  MD,  (GS)  1 17  Candlwood  Rd.,  Rocky  Mount 
27801 

Lesser,  Philip  Steven,  MD,  (PDN)  1900  Brunswick  Ave.,  Charlotte 
28207 

Littlejohn,  Thomas  Willard,  III,  MD,  (FP)  784  Oaklawn  Ave., 
Winston-Salem  27104 


Lomax,  Charles  Weston,  MD,  (OBG)  1305  W.  Wendover  Ave., 
Greensboro  27401 

Lupo,  Susan  (Student)  Bowman  Gary,  Winston-Salem  27103 

McGuirt,  William  Frederick,  MD,  (HNS)  901  Goodwood  Rd., 
Winston-Salem  27103 

McQueen,  Donald  Howard,  III,  MD,  (ORS)  108  Daniel  Dr., 
Goldsboro  27530 

Miller,  David  Edward,  MD,  (OBG)  P.O.  Box  532,  Danbury  27016 

Monsell,  Edwin  Moreland  (Student)  204  Pinegate  Circle  Apt.  7, 
Chapel  Hill  27514 

Moore,  Michael  Allan,  MD,  (IM)  Bowman  Gray,  Winston-Salem 
27103 

Moylan,  Joseph  Anthony,  MD,  (GS)  Box  3043,  Duke  Med.  Ctr., 
Durham  27710 

Nicastro,  Joseph  Francis,  MD,  (ORS)  4159  Greenmead  Rd., 
Winston-Salem  27106 

Pauca,  Alfredo  Lazo,  MD,  (AN)  2874  Robin  Hood  Rd.,  Winston- 
Salem  27106 

Remec,  PeterTomaz(Student)534Craige  Dorm.  UNC, Chapel  Hill 
27514 

Shafer,  Donald  Thornton,  MD,  (AN)  4411  Westbourn  Rd., 
Greensboro  27410 

Smith,  Nat  Erskine,  MD,  2900  Country  Club  Rd.,  Winston-Salem 
27103 

Thomas,  Alan  Efird,  MD,  (IM)  637  S.  Kerr  Ave.,  Wilmington  28401 

Trujillo,  Jaime  Emilio,  MD,  (IM)  3615  N.  Lakeshore  Dr.,  Clem- 
mons 27012 

Zuger,  James  Herman,  MD,  (R)  609  Robmont  Rd.,  Charlotte  282 1 I 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
the  Bowman  Gray,  Duke  and  UNC  Schools  of  Medicine,  Dorothea 
Dix,  Wayne  County  Hospital  and  Burroughs  Wellcome  Company 
are  accredited  by  the  American  Medical  Association.  Therefore 
CME  programs  sponsored  or  co-sponsored  by  these  schools  au- 
tomatically qualify  for  AMA  Category  I credit  toward  the  AMA’s 
Physician’s  Recognition  Award,  and  for  North  Carolina  Medical 
Society  Category  "A”  credit.  Where  AAFP  credit  has  been  re- 
quested or  obtained,  this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

3.  The  East  Carolina  University  School  of  Medicine  has  submit- 
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ted  an  application  to  the  Council  on  Medical  Education  of  the 
American  Medical  Association  for  the  accreditation  of  its  Continu- 
ing Medical  Education  Program.  In  the  interim  period . until  accredi- 
tation is  received,  physicians  who  attend  continuing  medical  educa- 
tion programs  presented  by  the  East  Carolina  University  School  of 
Medicine  will  be  able  to  receive  Category  I Credit  toward  the  AMA 
Physician’s  Recognition  Award  and  Category  A Credit  toward  the 
requirements  of  the  North  Carolina  Medical  Society. 

Until  such  time  as  East  Carolina  University  School  of  Medicine  is 
accredited,  continued  medical  education  programs  will  be  co- 
sponsored with  the  Eastern  AHEC  which  is  affiliated  with  the 
University  of  North  Carolina  School  of  Medicine.  Physicians  who 
attend  these  programs  should  indicate  that  it  was  co-sponsored  by 
the  Eastern  AHEC. 

PROGRAMS  IN  NORTH  CAROLINA 
February  1 

Wingate  Johnson  Lecture 
Fee:  None 

Credit:  2 hours  . ^ _ 

For  Information:  Emery  C.  Miller,  M.D. , Associate  Dean  For  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

February  3-4 

North  Carolina  Conference  for  Medical  Leadership 
Place:  Sheraton  Crabtree  Motor  Inn,  Raleigh 
Sponsor:  North  Carolina  Medical  Society 

For  Information:  Mr.  William  N.  Hilliard.  Executive  Director, 
North  Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  2761 1 

February  3-4 

Clinical  Urology 
Fee:  $100 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

February  4-5 

Anesthesiology  Symposium 
Place:  Berryhill  Hall 

For  Informatoin:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

February  8 

Immunology  in  Cancer 

Place:  Pitt  County  Hospital,  Greenville 

Credit:  3 hours,  AMA  Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

February  11 

Staplers  in  Surgery  — Auto  Suturing  Workshop 
Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

February  13-17 

Microvascular  Surgery  Workshop 
Place:  Duke  University  Medical  Center 
Credit:  40  hours;  AMA  Category  I 

For  Information:  Donald  Serafin,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 

February  17-22 

5th  Annual  Review  Course  — Electroencephalography 
Place:  Duke  University  Medical  Center 
Fee:  $250 
Credit:  30  hours 

For  Information:  William  P.  Wilson,  M.D.,  Box  3838,  Duke  Uni- 
versity Medical  Center,  Durham  27710 

February  20-22 

Selected  Topics  for  the  Practicing  Clinician 
Place:  Duke  University  Medical  Center 
Fee:  $165 
Credit:  21  hours 

For  Information:  Frank  R.  Lecocq,  M.D.,  Box  3963,  Duke  Univer- 
sity Medical  Center.  Durham  27710 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  /ug/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchangec 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  anc 
there  was  no  evidence  of  propensity  for  harrr, 
to  the  fetus.  The  relevance  to  the  human  is  no 
known. 

There  is  no  experience  in  pregnant  womer 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studiec 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  twc 
years,  the  relative  benefit/risk  should  be  con 
sidered. 

Precautions:  Minor  transient  elevations  o 
SGOT  have  occurred  in  a small  percentage  o 
patients.  Therefore,  this  drug  should  be  usee 
with  caution  in  patients  with  preexisting  livei 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an 
orexia,  nausea,  vomiting,  gastralgia,  abdomi 
nal  cramps,  diarrhea  and  tenesmus,  transien 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi 
ness,  and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  anc 
Adults:  Antiminth  Oral  Suspension  (50  mg  o 
pyrantel  base/ml)  should  be  administered  in  c 
single  dose  of  1 1 mg  of  pyrantel  base  per  kc 
of  body  weight  (or  5 mg/lb.);  maximum  tota 
dose  1 gram.  This  corresponds  to  a simplifiec 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb 
of  body  weight.  (One  teaspoonful =5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspem 
sion  may  be  administered  without  regard  tc 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther 
apy.  It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  i; 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  suppliec 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack-1 
ages  of  12. 

More  detailed  professional  information 
available  on  request. 


RoeRiG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  1001 7 
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Economical 


(pyrantel  pamoate)  Q 


'a  drug  of  clxMce  in 
ainworm  infections 
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equivalent  to  50  mg  pyrantel/ml 
ORAL  SUSPENSION  \ 

Please  see  brief  summary  of  prescribing  information  on 


Clinical 

# 


KAON®  ELIXIR  was  introduced  in  1954, 
followed  by  KAON"  TABLETS  in  1963.  Decades  of  clinical 
experience  indicate  acceptability,  effectiveness,  and  safety 
in  the  majority  of  patients;  should  abdominal 
pain  occur,  therapy  should  be  discontinued.  Both  have  been 
taken  by  patient  after  patient,  day  after  day,  year  after 
year,  to  correct  potassium  deficiencies.  Both  have 
consistently  demonstrated  their  value  when  diet  alone  is 
inadequate  for  potassium  replacement. 


Kaon  Elixir 

(potassium  gluconate) 


Kaon  Tabs 


(potassium  gluconate) 


BRIEF  SUMMARY 
Kaon  Tablets/Kaon  Elixir 

KAON®  (potassium  gluconate)  TABLETS 

Description:  Each  sugar-coated  tablet  supplies 
5 mEq.  of  elemental  potassium  (as  potassium 
gluconate  1.17  Gm.).  Kaon  Tablets  are  sugar 
coated,  not  enteric  coated,  which  favors  dis- 
solution in  the  stomach  and  absorption  before 
reaching  the  small  intestine  where  the  lesions 
with  enteric  potassium  chloride  have  occurred. 
The  sugar  coating  merely  adds  to  palatability 
and  ease  of  swallowing,  not  to  delay  absorp- 
tion as  does  the  enteric  coating. 

Indications:  Oral  potassium  therapy  for  the  pre- 
vention and  treatment  of  hypokalemia  which 
may  occur  secondary  to  diuretic  or  cortico- 
steroid administration.  It  may  be  used  in  the 


treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

Contraindications:  Severe  renal  impairment 
with  oliguria  or  azotemia,  untreated  Addison's 
disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause. 

Warning:  There  have  been  several  reports,  pub- 
lished and  unpublished,  concerning  nonspecific 
small-bowel  lesions  consisting  of  stenosis,  with 
or  without  ulceration,  associated  with  the  ad- 
ministration of  enteric-coated  potassium  tablets 
alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides  or  certain  other  oral  di- 
uretics. These  small-bowel  lesions  have  caused 
obstruction,  hemorrhage  and  perforation.  Sur- 
gery was  frequently  required  and  deaths  have 
occurred.  Available  information  tends  to  impli- 
cate enteric-coated  potassium  salts,  although 


lesions  of  this  type  also  occur  spontaneously. 
Therefore,  coated  potassium-containing  formu- 
lations should  be  administered  only  when  indi- 
cated and  should  be  discontinued  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur.  Coated  potas- 
sium tablets  should  be  used  only  when  adequate 
dietary  supplementation  is  not  practical. 
Precautions:  In  response  to  a rise  in  the  concen- 
tration of  body  potassium,  renal  excretion  of  the 
ion  is  increased.  With  normal  kidney  function, 
it  is  difficult,  therefore,  to  produce  potassium 
intoxication  by  oral  administration.  However, 
potassium  supplements  must  be  administered 
with  caution,  since  the  amount  of  the  deficiency 
or  daily  dosage  is  not  accurately  known.  Fre- 
quent checks  of  the  clinical  status  of  the  patient, 
and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentra- 


Time  is 
the  test  of 
all  things 


tions  of  potassium  ion  may  cause  death  through 
cardiac  depression,  arrhythmias  or  arrest.  This 
drug  should  be  used  with  caution  in  the  presence 
of  cardiac  disease. 

In  hypokalemic  states,  especially  in  patients 
on  a salt-free  diet,  hypochloremic  alkalosis  is  a 
possibility  that  may  require  chloride  as  well  as 
potassium  supplementation.  In  these  circum- 
stances, Kaon  (potassium  gluconate)  should  be 
supplemented  with  chloride.  Ammonium  chlo- 
ride is  an  excellent  source  of  chloride  ion  (18.7 
mEq.  per  Gram),  but  it  should  not  be  used  in 
patients  with  hepatic  cirrhosis  where  ammonium 
salts  are  contraindicated.  Other  sources  for 
chloride  are  sodium  chloride  and  Diluted 
Hydrochloric  Acid,  U.S.P. 

It  should  also  be  kept  in  mind  that  ammonium 
cycle  cation  exchange  resin,  sometimes  used  to 
treat  hyperkalemia,  should  not  be  administered 


to  patients  with  hepatic  cirrhosis. 
Adverse  Reactions:  Nausea,  vomiting 
and  abdominal  discomfort  have  been 


The  symptoms  and  signs  of  potassium  intoxi- 
cation include  paresthesias  of  the  extremities, 
flaccid  paralysis,  listlessness,  mental  confusion, 
weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart 
block.  Hyperkalemia  may  exhibit  the  following 
electrocardiographic  abnormalities:  disappear- 
ance of  the  P wave,  widening  and  slurring  of 
QRS  complex,  changes  of  the  S-T  segment,  tall 
peaked  T waves,  etc. 

Overdosage:  Potassium  intoxication  may  result 
from  overdosage  of  potassium  or  from  thera- 
peutic dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  de- 
tected, must  be  treated  immediately  because 
lethal  levels  can  be  reached  in  a few  hours. 


(potassium  gluconate)  ELIXIR 

: Each  15  ml.  (tablespoonful)  sup- 
20  mEq.  of  elemental  potassium  (as  potas- 
sium gluconate,  4.68  Gm.)  with  saccharin  and 
aromatics.  Alcohol  5%. 

Indications:  See  Kaon  Tablets. 

Precautions:  See  Kaon  Tablets. 

In  hypochloremic  alkalosis,  potassium 
replacement  with  potassium  chloride 
(e.g.,  Kaochlor®  10%  Liquid)  may  be  more  ad- 
vantageous than  with  other  potassium  salts. 
Adverse  Reactions:  See  Kaon  Tablets. 
Overdosage:  See  Kaon  Tablets. 


WARREIU-TEED 


The  keys  to  a more  efficient 
medical  practice 

AMA  Practice  Management  Publications 


An  efficient  medical  practice  requires  sound  business 
management.  By  applying  proven  management  tech- 
niques, you  can  improve  the  efficiency  and  profitability  of 
your  practice  and-most  important  of  all-have  more  time  to 
devote  to  your  patients. 

These  AMA  Practice  Management  Publications,  de- 
veloped with  the  help  of  medical  management  consultants, 
are  designed  to  provide  you  with  the  latest  techniques  and 
procedures  in  the  management  of  your  practice.  Whether 
you  are  a new  physician  who  must  make  immediate  deci- 
sions about  setting  up  your  practice  or  an  established 
physician  who  wants  to  increase  the  efficiency  of  your  prac- 
tice, these  publications  are  an  invaluable  source. 

TO  ORDER:  Write  Order  Department,  American  Medi- 
cal Association,  535  N.  Dearborn,  Chicago,  IL.  60610. 
Please  specify  title,  OP  number,  and  include  payment  with 
your  order. 

Publications 

1 The  Business  Side  of  Medical  Practice  (OP-410)  $2.00 

Guide  to  basic  management  principles.  Includes:  decid- 
ing how  to  practice;  selecting  a location;  setting  up  an 
office;  financing;  legal  hurdles;  insurance;  mechanics  of 
providing  good  medical  service;  billings  and  collections; 
human  relations. 

2 Planning  Guide  for  Physicians’  Medical  Facilities  (OP- 

439)  $2.00 

Provides  guidelines  and  general  principles  to  help  you 
determine  the  criteria  for  selecting  a medical  office  that 
best  suits  your  needs.  Includes:  basic  planning  before 
building;  office  construction,  inside  and  out;  your  office 
interior;  office  condominiums. 


4 Preparing  a Patient  Information  Booklet  (OP-441)  $.30 
A guide  for  preparing  a general  information  booklet  for 

your  patients  on  your  specialty  and  type  of  practice. 

5 Talking  with  Patients  (OP-450)  $.30 

Provides  proven  psychological  principles  and  specific 
examples  on  how  to  improve  office-patient  relations  in 
telephone  communications. 

6 Medical  Collection  Methods  (OP-448)  $25.00 

A "how  to”  cassette/workbook  program  designed  to 
train  medical  assistants  in  the  most  effective  collection 
techniques. 

Extra  Workbooks  (OP-449)  $2.00  each 

7 Professional  Corporations  in  Perspective  (OP-102) 

$3.25 

1977  publication  which  features:  economic  factors,  ad- 
vantages and  disadvantages  of  incorporation;  effect  of 
ERISA  on  professional  corporations;  choosing  a retirement 
plan;  and  managing  a professional  corporation. 

8 New  Doctor’s  Kit  (OP-458)  $10.00 

Contains:  The  Business  Side  of  Medical  Practice;  Plan- 
ning Guide  for  Physicians’  Medical  Facilities;  AMA  Publi- 
cations Lists;  Group  Practice  Guidelines;  Current  Pro- 
cedural Terminology  order  form;  Uniform  Health  Insurance 
Claim  Form;  Medicolegal  Forms;  Talking  with  Patients; 
Preparing  a Patient  Information  Booklet;  AMA  membership 
information;  Placement  Service;  and  bibliography  on  bil- 
ling systems,  recording  keeping  systems,  etc. 


3  Medicolegal  Forms  with  Legal  Anaysis  (OP-109)  $1 .25 
Contains  medicolegal  forms,  with  legal  analysis  and 
citations  of  court  decisions,  for  the  more  common  interac- 
tions between  patients  and  their  physicians  and  hospitals, 
such  as  consent  and  informed  consent;  patient's  right  to 
privacy;  confidentiality  of  records;  physician-patient  rela- 
tionship. 


9 Group  Practice  Kit  (OP-457)  $7.50 

Contains:  Group  Practice  Guidelines;  Professional 
Corporations  in  Perspective;  medicolegal  reprints  on  such 
subjects  as:  professional  liability,  confidentiality,  informed 
consent,  etc.;  samples  of  model  legal  agreements  for  a 
physician  and  employed  associate,  office  sharing,  medical 
partnerships,  and  forming  a corporation. 


February  24-25 


Clinical  Nephrology 
Fee:  $75 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

March  9 

31st  Annual  Symposium  — Topics  in  Infectious  Disease 
Place:  Jefferson  Standard  Club,  Greensboro 
fee:  None 

For  Information:  Robert  M.  Gay,  M.D.,  Moses  H.  Cone  Memorial 
Hospital,  Greensboro  27420 

March  8 

Pediatric  Patient  Management  Problems 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Credit:  3 hours;  AM  A Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson.  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine.  Greenville  27834 

March  8-11 

Internal  Medicine  1978 
Place:  103  Berry  hill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

March  17-18 

Radiology  Update 
Fee:  $50 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

March  22 

Neonatology  and  the  Practicing  Physician 
Place:  Lee  County  Hospital,  Sanford 

Sponsors:  AHEC  and  Lee  County  Hospital  Medical  Staff  and  Lee 
County  Medical  Society 
Fee:  None 

Credit:  3'/i  hours;  AMA  Category  I and  AAFP  prescribed 
For  Information:  R.  S.  Cline,  M.D.,  Sanford  Medical  Group,  555 
Carthage  Street,  Sanford  27330 

March  23 

Clinical  Problems  in  Cardiovascular  Disease  — Annual  Wilson 
Memorial  Hospital  Postgraduate  Symposium 
Place:  Wilson  Memorial  Hospital,  Wilson 
Fee:  $10 

For  Information:  John  Lund,  M.D.,  Carolina  Clinic,  Wilson  27893 

March  30-31 

2nd  Annual  Cancer  Research  Symposium 
Place:  Carolina  Inn  and  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III.  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

April  3-7 

6th  Annual  Tutorial  Postgraduate  Course  on  “The  Radiology  of 
Neoplastic  Diseases” 

Place:  Durham 

Credit:  27  hours;  AMA  Category  I 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

April  7-8 

Practical  Pediatrics 
Fee:  $35 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

April  9 

Management  of  the  Diabetic  Family  in  the  1980’s 
Place:  Catawba  Memorial  Hospital,  Hickory 
Sponsor:  Northwest  AHEC  of  Bowman  Gray 
Credit:  3‘/2  hours;  AMA  Category  I 

For  Information:  Marilyn  Frederick,  Catawba  Memorial  Hospital, 
Hickory  28601 


April  12 

Basic  Science  Review  for  the  Family  Physician 
Place:  Pitt  County  Hospital,  Greenville 

Credit:  3 hours,  AMA  Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University 
School  of  Medicine.  Greenville  27834 

April  14-15 

4th  Annual  Perinatology  Postgraduate  Course 
Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education.  UNC  School  of  Medicine,  Chapel  Hill 
27514 

April  21-22 

11th  Annual  Malignant  Disease  Symposium 
Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  HI,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

April  27 

Craven-Pamlico-Jones  Annual  Medical  Symposium  — Gastroen- 
terology 

For  Information:  William  B.  Hunt,  Jr.,  M.D.,  5 13  Haywood  Creek 
Drive,  New  Bern  28560 

April  28-May  1 

Radiology  Symposium 
Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp.  Ill,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

May  3 

Annual  Meeting  of  the  North  Carolina  Thoracic  Society 
Place:  Blockade  Runner  Motor  Hotel,  Wnghtsville  Beach 
For  Information:  Mr.  C.  Scott  Venable,  Executive  Director,  North 
Carolina  Lung  Association,  P.O.  Box  127,  Raleigh  27602 

May  4-7 

124th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  10-11 

Respiratory  Care  Symposium 
Fee:  $35 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  For  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  10-12 

Annual  Meeting  and  Scientific  Session,  North  Carolina  Heart  As- 
sociation 

Place:  Radisson  Plaza  Hotel  and  Charlotte  Civic  Center 
For  Information:  North  Carolina  Heart  Association,  I Heart  Circle, 
Chapel  Hill  27514 

May  12 

Annual  Meeting,  North  Carolina  Chapter,  American  College  of 
Cardiology 

Place:  Radisson  Plaza  Hotel,  Charlotte 

For  Information:  North  Carolina  Heart  Association,  I Heart  Circle, 
Chapel  Hill  27514 

May  12-13 

American  College  of  Surgeons,  North  Carolina  Chapter.  Annual 
Meeting 

Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
For  Information:  James  S.  Mitchner,  Jr.,  M.D..  P.O.  Box  1599, 
Laurinburg  28352 

May  18-20 

National  Conference  on  “The  Family  and  Older  Persons:  Policy, 
Research,  Practice” 

Place:  Grove  Park  Inn,  Asheville 

Sponsor:  Center  for  the  Study  of  Aging  and  Human  Development, 
Duke  University 

For  Information:  Ms.  Dorothy  Heyman,  Executive  Secretary, 
Center  for  the  Study  of  Aging  and  Human  Development,  Box 
3003,  Durham  27710 
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May  19-20 

Frank  R.  Lock  OB/GYN  Symposium 
Fee:  $100 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  19-20 

4th  Annual  Arthritis  Symposium 
Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

May  22-23 

Department  of  Obstetrics  and  Gynecology  — American  College  of 
Gynecology  Infertility  Symposium 
Place:  Great  Smokies  Hilton.  Asheville 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

May  31 -June  3 

American  College  of  Physicians  Stroke  Symposium 
For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  9-11 

Advanced  Life  Support  (Cardio-pulmonary  Resuscitation) 

Credit:  15  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  15-18 

Seaboard  Medical  Association 
Place:  Holiday  Inn,  Kill  Devil  Hills 

For  Information:  Mrs.  Annette  S.  Boutwell,  P.O.  Box  10387, 
Raleigh  27605 

June  20-22 

North  Carolina  Hospital  Association  Annual  Meeting 
Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
For  Information:  Mrs.  Diane  Turner,  North  Carolina  Hospital  As- 
sociation, Box  10937,  Raleigh  27605 

June  22-24 

25th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club,  Waynesville 
Sponsor:  Haywood  County  Academy  of  Family  Practice 
Credit:  20  hours;  AAFP  approval  requested 
For  Information:  Clinton  Border,  M.D.,  204  Depot  Street, 
Waynesville  28786 

June  24-30 

American  College  of  Physicians  Stroke  Symposium 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  24-30 

Baptist  Medical  Symposium 
Place:  Ridgecrest 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  29-July  1 

Pediatrics  Beach  Weekend 
Fee:  $75 
Credit:  15  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

July  3-5 

8th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner,  Wrightsville  Beach 
Sponsor:  Committee  on  Medical  Aspects  of  Sports 
For  Information:  Frank  C.  Wilson,  M.D.,  North  Carolina  Memorial 
Hospital,  Chapel  Hill  27514 


July  10-14 

Annual  Duke  Medical  Postgraduate  Course 
Place:  Atlantic  Beach 

For  Information:  M.  Henderson  Rourk,  M.D.,  Duke  University 
Medical  Center,  Durham  27710 

July  23-28 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological 
Seminar,  Inc. 

Place:  Grove  Park  Inn,  Asheville 

Fee:  $100  for  Non-Members 

Credit:  21  hours;  AMA  Category  I and  AAFP 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F.  Mars  Hill  28754 

ITEMS  OF  SPECIAL  INTEREST 
April  8-14 

Third  Medical  Refresher  Cruise  Seminar 
Fee:  $50 
Credit:  21  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

COURSES  IN  ULTRASOUND 

Two  ten  week  postgraduate  courses  in  Sonic  Medicine  at  Bowman 
Gray  School  of  Medicine  will  be  offered  on  the  following  dates: 
January  2-March  10  and  April  3-June  9.  1978.  These  courses  are 
designed  to  provide  background,  techniques,  experience  and 
knowledge  so  that  the  individual  will  be  able  to  set  up  both  an 
ultrasound  laboratory  and  a training  program.  Participants  may 
attend  the  entire  course  or  only  those  portions  which  are  of  interest 
to  them.  Enrollment  is  limited.  Graduates  receive  30  credit  hours 
per  week  in  Category  I. 

The  program  covers  acoustics,  instrumentation,  scanning  and  ap- 
plications to  obstetrics,  gynecology,  ophthalmology,  adult  and 
pediatric  cardiology,  the  abdomen,  the  breast,  radiation  therapy 
planning,  the  urinary  tract  and  the  nervous  system. 

For  Further  Information:  James  F.  Martin,  M.D.,  Director,  Center 
for  Medical  Ultrasound,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

PROGRAMS  IN  CONTIGUOUS  STATES 

February  24-25 

Annual  Meeting,  Virginia  Chapter,  American  Academy  of  Pediat- 
rics 

Place:  Williamsburg,  Virginia 

For  Information:  Douglas  E.  Pierce,  M.D.,  1201  Third  Steet,  South 
West,  Roanoke,  Virginia  24016 

March  6-10 

67th  Annual  Meeting  — United  States  — Canadian  Division  of  the 
International  Academy  of  Pathology 
Place:  Atlanta  Hilton  Hotel,  Atlanta 

For  Information:  Leland  D.  Stoddard,  M.D.,  Department  of 
Pathology,  Medical  College  of  Georgia.  Augusta,  Georgia  30902 

May  8-11 

The  Physiologic  Basis  for  Diagnosis  and  Treatment  of  Heart  Dis- 
ease: A Tribute  to  William  Harvey  on  his  400th  Birthday 
Place:  Colony  Square  Hotel,  Atlanta,  Georgia 
Sponsors:  American  College  of  Cardiology  and  the  Council  on 
Clinical  Cardiology,  American  Heart  Association  and  Depart- 
ment of  Medicine,  Emory  University  School  of  Medicine  in 
cooperation  with  Georgia  Heart  Association 
For  Information:  Miss  Mary  Anne  Mclnemy,  Director,  Depart- 
ment of  Continuing  Education  Programs,  American  College  of 
Cardiology,  9650  Rockville  Pike,  Bethesda,  Maryland  20014 


The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  "‘WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  2761 1 , by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 
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AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


Auxiliary  report  to  the  Medical  Society  Executive 
Council,  at  Pinehurst,  Sept.,  1977. 

Here  we  are.  Your  “packaged  deal”  . . . the  North 
Carolina  Medical  Auxiliary. 

The  UPS  delivered  this  package  to  the  state  Medical 
Society  Auxiliary  Convention  in  Pinehurst  in  May 
when  Martha  Martinat,  immediate  past  president, 
said,  “Mary  Leila,  this  is  your  gavel”! 

Your  packages  this  year  come  in  many  shapes, 
sizes,  and  colors  under  new  rulings  (state  theme  and 
goals  for  1977-78).  Yet  they  are  marked  the  same  old 
way:  “Handle  With  Care.”  “First  Class,”  “Pull  and 
Lift,”  and  “This  End  Up.” 

The  sizes  will  be  auxiliaries  from  our  smallest  (nine 
members)  to  our  largest  (more  than  300  members). 
Our  colors  range  from  a natural  redhead  to  a platinum 
blonde.  Some  of  our  colors  can  be  removed  at  night 
and  hung  on  the  bedpost.  We  call  these  wigs. 

Our  shapes  will  depend  on  our  activities  and  our 
age.  If  we  are  the  active,  young  members  whose  chil- 
dren are  still  under  12,  then  our  “shapes”  probably 
will  be  size  12  and  less.  If,  however;  our  children  are 
over  12,  and  our  activities  are  not  as  demanding,  then 
our  “shapes”  may  demand  a size  larger  than  12. 

However  varied  our  sizes,  shapes  and  colors,  you 
will  find  3,032  members  and  33  members-at-large 
bound  together  with  one  purpose  and  flying  one  flag  as 
we  carry  out  our  state  theme;  “Total  Health  for  the 
Total  Family.” 

Under  this  flag  our  program  will  be  of  great  concern 
not  only  to  the  medical  families  but  to  the  entire  com- 
munity as  we  seek  to  provide  better  information  for  a 
healthy  life  — mentally,  physically,  emotionally  and 
spiritually. 

We  started  with  our  president-elect’s  workshop  at 
state  convention  with  a physician’s  wife,  Ludel 
Sauvageot  of  Ohio,  (also  editor  of  our  national 
magazine,  “Facets”)  as  guest  speaker.  (Since  we  now 
have  some  male  members  in  auxiliary  the  name 
“M.D.’s.  Wife”  became  obselete.)  With  a communi- 
cations panel  of  televison  and  newspaper  personalities 
participating,  Mrs.  Sauvageot  gave  pointers  on  how  to 
communicate  with  our  members  and  our  communities 
through  our  state  newspaper,  “The  Tarheel  Tan- 
dem.” Dr.  Takey  Crist  gave  us  pointers  on  how  to 
communicate  with  our  spouses. 

After  a nine-member  state  delegation  and  six  alter- 
nates represented  the  auxiliary  at  the  AMA  Auxiliary 
in  San  Francisco,  the  next  project  was  to  produce  a 
working  yearbook  called  “Guideposts”  for  the  84 
members  of  the  state  auxiliary  board,  51  presidents 
and  51  presidents-elect. 

Another  task  was  choosing  nine  county 


presidents-elect  to  attend  the  AMA  Auxiliary  Conflu- 
ence in  Chicago  in  October  for  a three-day  workshop. 
They  will  report  on  each  workshop  at  our  Mid-Winter 
Leadership  Conference  in  February  at  the  Crabtree 
Sheraton  Hotel. 

From  the  mimeographed  programs  placed  before 
you,  you  will  see  the  auxiliary  has  just  completed  two 
very  successful  regional  fall  workshops.  For  the  east- 
ern districts  70  people  gathered  at  Wrightsville  Beach. 
For  the  western  districts,  80  met  in  Greensboro. 

The  Rev.  Archie  McKee  and  Dr.  John  Grier  spoke 
on  “Medicine  and  Religion.”  A film  on  medical  and 
agricultural  missions  in  Bangladesh,  featuring  Dr. 
Herbert  Coddington,  a Wilmington  native,  was  pre- 
sented. 

Mrs.  H.  William  Tracy  of  Charlotte,  state  recording 
secretary,  spoke  on  “The  Widow’s  Assistance  Pro- 
gram” which  the  Mecklenburg  Medical  Auxiliary  pi- 
loted. Mrs.  Tracy  suddenly  became  a young  widow 
with  four  children  two  years  ago  and  since  then  lost 
both  parents-in-law.  Through  her  experiences  she  has 
written  three  pamphlets.  Many  physicians  have 
sought  her  help  after  losing  their  wives. 

Due  to  her  family  responsibilities  Mrs.  Tracy  is  not 
able  to  speak  to  every  group  who  has  invited  her,  but 
she  will  also  have  a part  of  the  program  at  our  Mid- 
Winter  Conference.  We  invite  the  members  of  the 
society  who  are  not  in  other  meetings  to  attend  this 
session. 

Other  packages  that  will  be  delivered  to  your  com- 
munities are  too  numerous  to  mention.  However,  one 
of  the  largest  will  be  labeled  “AMA-ERF”  and 
through  our  gifts  to  this  foundation,  our  medical 
schools  have  received  the  following  unrestricted  gifts: 
Bowman  Gray,  $7,719.18;  Duke,  $10,071.93;  ECU, 
$3,412.48;  UNC,  $9,019.71.  The  package  marked, 
“Student  Loan  Fund”  has  invested  $13,000  in  12  stu- 
dents as  of  this  date. 

Others  will  be  marked:  Film  bank,  family  enrich- 
ment program  with  Dr.  David  Mace  and  others; 
equipment  for  hospitals;  bloodmobile;  eye  screening; 
health  fairs  and  museums;  health  career  clubs;  fight 
TV  violence;  talking  books  for  the  legally  blind  and 
elderly;  operation  Santa  Claus;  updating  medical  his- 
tories; doctor’s  day  remembrances;  and  many,  many 
others. 

Untold  talent  is  found  in  each  of  these  “packages” 
and  we  ask  you,  the  society,  to  continue  asking  us  to 
help  as  we  have  this  year  in  providing  a communica- 
tions chairman  in  each  community  and  with  the  Com- 
munity Immunization  Program  sponsored  by  the 
AMA  and  the  AM  A- Auxiliary. 

We  ask  you  also  to  help  us  increase  our  AMA-ERF 
funds  by  making  your  contributions  to  your  medical 
school  through  our  state  AMA-ERF  chairman,  Mrs. 
Paul  S.  O'Brien  of  Charlotte,  ear-marking  on  your 
check  the  name  of  your  school. 

By  doing  it  this  way,  your  school  gets  credit.  North 
Carolina  Medical  Auxiliary  gets  credit,  and  you  get 
credit. 

You  may  also  help  us  if  you  know  of  a physician’s 
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spouse  who  has  not  joined  the  auxiliary.  We  need 
her. 

“In  Unity  There  is  Strength"  and  "We  Can  Do 
More  Together”  are  two  of  our  slogans.  Here  we  are! 
We  are  your  packages!  Use  the  contents  therein! 
Mrs.  Robert  J.  Andrews,  President 
1606  South  Live  Oak  Parkway 
Wilmington,  N.C.  28403 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Dr.  Walter  Hollander,  Jr.,  associate  professor  of 
medicine  and  first  director  of  the  Clinical  Research 
Unit  at  North  Carolina  Memorial  Hospital,  has  retired 
after  more  than  20  years  at  UNC. 

Dr.  Hollander  earned  his  M.D.  cum  laude  from 
Harvard  College  and  was  a medical  intern  and  resident 
at  Presbyterian  Hospital  in  New  York  before  return- 
ing to  Boston  for  a senior  medical  residency.  He  came 
to  UNC  in  1954  as  a research  fellow  in  the  department 
of  medicine,  working  with  the  late  Dr.  Louis  G.  Welt. 


In  1958  Dr.  Hollander  was  named  a Markle  Scholar 
in  Medical  Science.  He  was  appointed  the  first  direc- 
tor of  the  Clinical  Research  Unit  at  Memorial  Hospital 
in  late  1959  and  held  the  post  for  nearly  seven  years. 

^ * 

Representatives  of  the  German  Medical  Associa- 
tion met  recently  with  officials  from  the  School  of 
Medicine  to  learn  about  continuing  medical  education 
programs.  The  foreign  visitors  were  told  about  the 
Area  Health  Education  Center  program  and  School  of 
Medicine  officials  described  standardized  programs 
and  accreditation  procedures  in  medical  education. 

* * * 

The  Alcoa  Foundation  has  given  $15,000  to  the 
N.C.  Jaycee  Bum  Center  at  Memorial  Hospital  to  pay 
for  a fellowship  at  the  center  for  the  post-doctoral 
training  of  a physician.  The  foundation  also  has 
awarded  a $2,500  general  support  grant  to  the  UNC 
Medical  Foundation. 

5*C  % % 

Government  officials  and  medical  educators  from 
Poland  and  the  United  States  met  in  Chapel  Hill  and 
Durham  the  first  week  of  November  for  a five-day 
U.S. -Poland  Symposium  on  Medical  Education. 
Hosts  were  the  UNC-Chapel  Hill  School  of  Medicine 
and  the  Duke  University  Medical  Center.  Sponsored 
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by  the  Department  of  Health,  Education,  and  Welfare 
and  the  Polish  Ministry  of  Health  and  Social  Welfare, 
the  symposium  grew  out  of  a visit  by  a U.S.  delegation 
last  year  to  a medical  symposium  in  Warsaw.  The 
meeting  focused  on  a wide  range  of  health  care  topics 
common  to  both  countries. 


Dr.  E.  Joseph  Walton,  Jr.,  assistant  professor  of 
medicine,  and  Dr.  T.  Kenney  Gray,  associate  profes- 
sor of  medicine  and  pharmacology,  have  received  a 
renewed  March  of  Dimes  birth  defects  grant  of 
$24,000  to  continue  their  study  of  familial  hypophos- 
phatemic  rickets. 

Dr.  Ruth  U.  Mitchell,  professor  and  director  of 
physical  therapy  at  the  University  of  North  Carolina, 
has  received  the  St.  Louis  University  Alumni  Merit 
Award,  conferred  annually  to  graduates  or  former 
students  who  have  achieved  outstanding  success  in 
their  personal,  home  and  family  life;  professional  or 
business  life;  civic  leadership  or  social  welfare  ac- 
tivities or  intellectual  or  cultural  pursuits. 


Dr.  Marvin  M.  McCall,  clinical  professor  of 
medicine  in  the  School  of  Medicine,  has  been  named 
the  1977  Area  Health  Education  Center  (AHEC) 
traveling  fellow. 

McCall,  associate  chairman  of  the  department  of 
internal  medicine  at  Charlotte  Memorial  Hospital, 
also  serves  as  director  of  the  medical  residents  train- 
ing program  and  as  chief  of  cardiology  at  Charlotte 
Memorial.  He  will  spend  four  weeks  early  next  year 
observing  health  care  delivery  in  England. 

His  selection  was  made  by  AHEC  directors  after 
nominations  from  the  state's  nine  AHEC  centers. 
McCall  is  the  second  traveling  fellow  chosen  under  the 
program . 

McCall's  appointment  is  part  of  an  exchange  pro- 
gram established  by  Dr.  Christopher  C.  Fordham  III, 
dean  of  the  School  of  Medicine,  and  Dr.  John  Lister, 
regional  postgraduate  dean  for  the  North  West 
Thames  region  in  England.  The  program  brought  Dr. 
Michael  Saunders,  a consultant  neurologist  at  West 
Lane  Hospital  in  Middlesbury,  Cleveland,  England, 
to  North  Carolina  to  observe  health  care  delivery. 


Irene  Hollis,  director  of  occupational  therapy  at  the 
Hand  Rehabilitation  Center,  has  been  presented  the 
second  annual  Scullin  Award  for  excellence  in  the 
field  of  occupational  therapy.  Suzanne  Scullin,  whose 
name  the  award  commemorates,  was  an  occupational 
therapist  at  Memorial  Hospital  who  was  embarking  on 
a career  in  the  field  when  she  was  killed  in  an  au- 
tomobile accident  in  1975  at  the  age  of  30. 

* * * 

Dr.  Michael  K.  Berkut,  David  K.  Walmer  and 
Michael  D.  O'Shea  of  department  of  biochemistry  and 
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nutrition  presented  “The  Role  of  Glucuronylated  Tes- 
tosterone Metabolites  on  Hemopoiesis’’  at  the  Sixth 
Annual  Conference  of  the  International  Society  for 
Experimental  Hematology  in  Basel,  Switzerland. 

pk  * * 

Dr.  Barney  F.  LeVeau,  associate  professor  in  phys- 
ical therapy,  gave  a lecture  at  the  1977  annual  confer- 
ence in  Raleigh  of  United  Cerebral  Palsy  of  North 
Carolina  on  the  mechanical  forces  that  effect  normal 
and  abnormal  growth  of  humans.  Dr.  LeVeau  recently 
was  elected  a fellow  of  the  American  College  of  Sports 
Medicine. 

sjc  ifc 

Members  of  the  department  of  anesthesiology  who 
attended  the  meeting  of  the  American  Society  of 
Anesthesiologists  in  New  Orleans  include:  Dr.  Ken- 
neth Sugioka,  professor  and  chairman,  who  moder- 
ated “Legislative  Affairs  as  Related  to  Anesthesiol- 
ogy;” Dr.  Robert  A.  Mueller,  who  presented  “Effects 
of  Anesthetic  Agents  on  Cerebellar  GMP;”  and  Dr.  J. 
N.  Ghia,  assistant  professor,  who  presented  an 
exhibit,  “Chronic  Pain  — Measurements  of  Various 
Pain  Components.” 


Dr.  J.  Douglas  Mann,  assistant  professor  of  neurol- 
ogy and  medicine,  has  been  appointed  director  of 
neurological  education  in  the  department  of  neurol- 
ogy- 


Lynda  D.  Woodruff,  an  assistant  professor  in  the 
department  of  physical  therapy,  presented  “Tempera- 
ture Biofeedback  as  Treatment  of  Vascular  Head- 
aches: A Case  Report”  at  the  annual  convention  in 
New  York  of  the  International  Society  of  Pain. 

^ ik 

Dr.  Enid  R.  Kafer,  associate  professor  of  anes- 
thesiology and  physiology,  was  a visiting  professor  in 
the  department  of  anesthesiology  at  the  Mayo  Clinic  in 
September.  He  discussed  current  research  in  re- 
spiratory physiology  and  medicine  and  set  up  a col- 
laborative research  program. 

Dr.  Charles  S.  Newmark,  associate  professor  of 
psychiatry,  has  been  appointed  director  of  the  clinical 
psychology  training  program. 


Dr.  Gordon  F.  Murray,  associate  professor  of  car- 
diothoracic  surgery,  presented  “Parallel  Gastric 
Bypass  of  the  Thoracic  Esophagus”  at  a meeting  of 
the  N.C.  Surgical  Association  in  West  Virginia.  He 
recently  received  the  Southern  Thoracic  Surgical  As- 
sociation President’s  Award  for  the  best  scientific 
paper  for  his  article  “The  Assessment  of  Operability 
of  Esophageal  Carcinoma,”  co-authored  by  Dr.  Ben- 
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FOR  THE 


>NES  OF  DERMATOSES 


For  dry  areas/lesions 

New  Halog  Ointment  0.1% 

Halcinonide  Ointment  0.1% 


For  scalp  lesions 

New  Halog  Solution  0.1% 

Halcinonide  Solution  0.1% 


For  moist  areas/lesions 
Full- strength 

Halog  Cream  0.1% 

Halcinonide  Cream  0.1% 

‘Maintenance  formula' 
Quarter-strength 

New  Halog  Cream  0.025% 

Halcinonide  Cream  0.025% 


Clinical  experience 

A total  of  984  psoriatic  patients  in  US  clinical  studies  were 
treated  with  eitherthe  Solution,  the  Creams,  or  the  Ointment. 
After  2 weeks’  therapy,*  151  (78%)  of  194  patients  improved 
with  Halog  Solution, 407(92. 5%)  of  440  patients  improved  with 
full-strength  (0.1  %)  Halog  Cream,  132  (72%)  of  184  patients 
improved  with  quarter-strength  (0.025%)  Halog  Cream,  and 
145  (87%)  of  166  patients  improved  with  Halog  Ointment. 

In  general,  the  preferred  topical  formulations  for  lesions  in 
specific  areas  are:  solutions  for  scalp  lesions,  creams 
for  moist  areas/lesions,  and  ointments  for  dry  areas/lesions. 
The  studies  cited  above,  however,  were  not  limited  to  lesions 
in  these  specific  areas. 

* Majority  of  patients  evaluated  after  2 weeks’  therapy.  Data  on 
See  next  page  for  brief  summary.  file  at  Squibb  Institute  for  Medical  Research. 
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HALOG  (Halcinonide) 

Cream /Ointment/Solution 

Halog  Cream  0.025%  (Halcinonide  Cream 
0.025%)  and  Halog  Cream  0.1% 

(Halcinonide  Cream  0.1  %)  contain  0.25  mg. 
andl  mg. halcinonide pergram, 
respectively,  in  aspeciallyformulated 
cream  base.  Halog  Ointment  (Halcinonide 
OintmentO.1  %)contains  1 mg.  halcinonide 
(0.1  %)  per  gram  in  Plastibase® (Plasticized 
Hydrocarbon  Gel),  a polyethylene  and 
mineral  oil  gel  base.  Halog  Solution 
(Halcinonide  Solution  0.1  %)  contains  1 mg. 
halcinonide(0.1  %)  perml. 
CONTRAINDICATIONS:  Topical  steroids  are 
contraindicated  in  vaccinia,  varicella,  and 
in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components 
of  the  preparations.  These  preparations  are 
not  for  ophthalmic  use. 

PRECAUTIONS:  General—  If  local  infection 
exists,  suitable  concomitant  antimicrobial 
or  antifungal  therapy  should  be 
administered.  If  a favorable  response  does 
not  occur  promptly,  application  of  the 
corticosteroid  should  be  discontinued  until 
the  infection  is  adequately  controlled  If 
extensive  areas  are  treated  or  if  the 
occlusive  technique  is  used,  the  possibility 
exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions 
should  be  taken.  If  irritation  or  sensitization 
develops,  the  preparation  should  be 
discontinued  and  appropriate  therapy 
instituted.  Although  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  during 
pregnancy  has  not  been  absolutely  estab- 
lished; therefore,  they  should  not  be  used 
extensively  on  pregnant  patients,  in  large 
amounts,  or  for  prolonged  periods  of  time. 

Occlusive  Dressing  Technique— The  use 
of  occlusive  dressing  increases  the 
percutaneous  absorption  of 
corticosteroids;  their  extensive  use 
increases  the  possibility  of  systemic 
effects.  For  patients  with  extensive  lesions 
it  may  be  preferable  to  use  a sequential 
approach,  occluding  one  portion  of  the 
body  at  a time.  The  patient  should  be  kept 
under  close  observation  if  treated  with  the 
occlusive  technique  over  large  areas  and 
over  a considerable  period  of  time. 
Occasionally,  a patient  who  has  been  on 
prolonged  therapy,  especially  occlusive 
therapy,  may  develop  symptoms  of  steroid 
withdrawal  when  the  medication  is 
stopped.  Thermal  homeostasis  may  be 
impaired  if  large  areas  of  the  body  are 
covered.  Use  of  the  occlusive  dressing 
should  be  discontinued  if  elevation  of  the 
body  temperature  occurs.  Occasionally,  a 
patient  may  develop  a sensitivity  reaction  to 
a particular  occlusive  dressing  material  or 
adhesive  and  a substitute  material  may  be 
necessary.  If  infection  develops, 
discontinue  the  use  of  the  occlusive 
dressing  and  institute  appropriate 
antimicrobial  therapy. 

ADVERSE  REACTIONS:  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  striae,  skin  atrophy,  secondary 
infection,  dryness,  folliculitis, 
hypertrichosis,  acneform  eruptions,  and 
hypopigmentation.  The  following  may 
occur  more  frequently  with  occlusive 
dressings:  maceration  of  the  skin, 
secondary  infection,  skin  atrophy,  striae, 
and  miliaria.  Contact  sensitivity  to  a 
particular  dressing  material  or  adhesive 
may  occur  occasionally  (see 
PRECAUTIONS). 

For  full  prescribing  information,  consult 
package  insert. 

HOW  SUPPLIED:  The  0.025%  and  0.1  % 
Cream  and  the  0.1  % Ointment  are  supplied 
in  tubes  of  1 5 g.  and  60  g.,  and  in  jars  of  240 
g.  (8  oz  ).  The  0.1  % Solution  is  supplied  in 
plastic  squeeze  bottles  of  20  ml.  and  60  ml. 

SQUIBB 


son  R.  Wilcox  and  Dr.  Peter  J.  K.  Starek,  and  pub- 
lished in  The  Annals  of  Thoracic  Surgery  in  May. 

* * * 

W.  Wallace  Hill,  director  of  social  work,  was  hon- 
ored recently  by  the  National  Association  of  Social 
Workers,  N.C.  Chapter,  for  his  dedication  and  Com- 
mitment. Hill  was  the  first  president  of  the  Associa- 
tion (1974-1977)  and  it  was  under  his  leadership  that 
North  Carolina  pioneered  in  organizing  individual 
units  into  state  chapters. 

* * * 

Dr.  Jan  McDonagh,  associate  professor  of  pathol- 
ogy and  biochemistry,  has  received  a three-year, 
$150,000  grant  from  the  National  Institutes  of  Health 
for  research  on  blood  disorders. 

McDonagh  is  studying  Factor  XIII,  a protein  in  the 
blood,  that,  when  activated,  speeds  the  crosslinking  of 
fibrin  in  a blood  vessel  and  aids  in  the  organization  of  a 
blood  clot.  Under  certain  disease  circumstances  this 
may  result  in  a block  of  the  blood  vessel  and  can  lead 
to  thrombosis,  unwanted  clotting  in  the  bloodstream. 

By  studying  Factor  XI II,  she  hopes  to  discover 
ways  to  interfere  with  the  clotting  process  and  fiber 
formation  in  blood  vessels.  Her  research  also  could 
aid  in  the  treatment  of  a disease  similar  to  hemophilia 
that  is  caused  by  an  absence  of  the  blood  factor. 

* * * 

Dr.  David  E.  Eifrig  has  joined  the  staff  of  the  medi- 
cal school  as  professor  and  chairman  of  the  depart- 
ment of  ophthalmology.  Eifrig  will  be  heading  up  the 
first  fulltime  staff  in  the  ophthalmology  department. 
Until  now,  staff  members  were  also  in  private  prac- 
tice. Eifrig  plans  to  add  faculty  in  several  subspecial- 
ties of  ophthalmology  including  a pediatric  ophthal- 
mologist and  a veterinary  ophthalmologist  whose 
primary  responsibility  will  be  research. 

* * * 

Public  health  researchers  at  UNC-CH  believe  the 
establishment  of  a regional  occupational  health  and 
safety  center  at  the  university  will  help  the  south 
avoid  disasters  like  the  1975  Virginia  kepone  case  in 
which  workers  were  found  to  be  sterile  and  brain 
damaged. 

The  new  UNC-CH  center,  funded  by  a grant  of 
nearly  $500,000  from  the  National  Institute  for  Occu- 
pational Health  and  Safety,  is  one  of  seven  planned 
across  the  country  to  train  people  in  occupational 
health  and  safety. 

Total  NIOSH  funding  for  the  center,  which  will  be 
headquartered  in  the  School  of  Public  Health’s  de- 
partment of  environmental  sciences  and  engineering, 
is  expected  to  reach  $4!4  million  over  the  five-year 
grant  period.  It  will  serve  North  Carolina,  Alabama, 
Florida,  Georgia,  Kentucky,  Mississippi,  South 
Carolina  and  Tennessee. 

Dr.  David  A.  Fraser,  professor  of  industrial  health, 
and  Dr.  Parker  Reist,  professor  of  air  and  industrial 
health,  have  been  named  co-directors  of  the  center. 
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A young  Duke  physician  who  is  trying  to  help  medi- 
cal students  develop  a better  understanding  of  the 
ethical  and  philosophical  problems  of  their  profession 
has  received  a $5,000  grant  from  the  Hunt  Foundation 
of  Pittsburgh,  Pa. 

The  grant  will  provide  12  months  of  partial  salary 
support  for  Dr.  Allen  R.  Dyer,  assistant  professor  of 
psychiatry  and  community  and  family  medicine.  “In 
many  medical  schools,  people  used  to  have  the  feeling 
that  ethics  wasn't  a legitimate  academic  discipline," 
Dyer  said,  explaining  his  work  in  an  interview. 
"Ethics  was  considered  more  a 'beer  and  pretzels' 
kind  of  subject  — one  discussed  at  someone’s  apart- 
ment after  more  serious  study  had  been  completed." 

But  about  10  years  ago,  that  feeling  rightfully  began 
to  change,  he  said. 

Questions  about  abortion,  informed  consent,  the 
role  of  government  in  medicine  and  technological  ad- 
vances that  could  prolong  the  length,  but  not  necessar- 
ily the  quality,  of  life  combined  to  make  physicians 
reassess  their  responsibilities  to  society. 

Since  then.  Dyer  said,  more  than  half  of  the  nation's 
1 16  medical  schools  have  adopted  programs  in  medi- 
cal ethics  and  humanities. 

A course  taught  by  the  Duke  graduate  entitled 
"Philosophical  Problemsfor  Physicians"  is  part  ofthe 
School  of  Medicine's  effort  to  help  students  learn  an 
approach  to  dealing  with  the  broad  questions  of 
human  values  and  meaning  and  to  clarify  their  own 
professional  identities. 

* * * 

A Duke  medical  team  has  found  24  cases  of  cancer 
in  a large  industrial  complex  in  one  of  the  largest 
on-the-job  cancer  education  and  detection  programs 
in  U.S.  history. 

Eighteen  of  the  cancers  were  picked  up  when  they 
were  still  fairly  easy  to  treat,  according  to  Dr.  Sieg- 
fried Heyden,  who  led  the  program.  Nineteen  of  the 
workers  affected  are  back  on  the  job  fulltime  after 
treatment. 

The  program  spanned  nearly  two  years  at  the  19 
textile  plants  of  the  Cannon  Mills  Co.,  with  headquar- 
ters in  Kannapolis. 

* * * 

Dr.  George  J.  Baylin,  professor  of  radiology  and 
otolaryngology,  has  been  appointed  R.  J.  Reynolds 
Industries  Professor  of  Medical  Education. 

Baylin,  66,  will  be  the  second  physician  to  occupy 
the  Reynolds  chair.  He  succeeds  the  late  Dr.  Thomas 
D.  Kinney  who  died  in  June  after  holding  the  position 
since  its  creation  in  1967. 

A 1931  graduate  of  Johns  Hopkins  University, 
Baylin  began  teaching  anatomy  to  medical  students 


three  years  before  his  own  graduation  from  Duke’s 
School  of  Medicine  in  1937.  After  serving  an  intern- 
ship and  residency  in  radiology  here,  he  joined  the 
faculty  as  an  instructor  in  radiology. 

* * * 

A scientist  here  who  is  trying  to  gain  a better  under- 
standing of  how  the  body  metabolizes  nitrogen  in  ill- 
ness and  in  health  has  received  a $27,000  grant  from 
the  National  Foundation-March  of  Dimes. 

Dr.  Edward  W.  Holmes  Jr.,  associate  professor  of 
medicine,  is  studying  the  roles  of  ammonia  and 
glutamine,  two  nitrogen-containing  compounds,  in 
slowing  or  speeding  the  production  of  purines. 

^ 

Duke  researchers  have  used  a combination  of  mi- 
crowaves and  X-ray  therapy  to  destroy  cancerous 
tumors  in  seven  patients. 

In  a paper  delivered  at  a meeting  of  the  International 
Union  of  Radio  Science  in  Airlie,  Va.,  Dr.  William  T. 
Joines  said  that  the  tumors  vanished  in  no  more  than 
four  and  a half  weeks  with  the  combination  treatment. 

Joines  said  the  microwaves  apparently  help  by  heat- 
ing the  tumors  — similar  to  the  action  of  a microwave 
oven  — thus  hindering  the  ability  of  cancer  cells  to 
repair  themselves  after  X-ray  damage. 

The  combined  treatment,  still  experimental,  could 
give  doctors  a new  way  to  attack  tumors  that  resist 
other  forms  of  therapy,  the  researcher  said. 

* * * 

"Many  people,  including  some  physicians,  see  little 
practical  value  in  the  study  of  history,"  said  Dr.  John 
K.  Crellin,  newly  appointed  coordinator  of  the  His- 
tory of  Medicine  Program. 

"But  on  the  other  hand,  there  are  a large  number  of 
medical  students  and  doctors  who  can  find  a historical 
perspective  helpful  as  a sort  of  scaffolding  upon  which 
to  set  their  knowledge  of  the  complexities  of  modem 
medicines,"  he  said. 

It  is  toward  this  latter  group  that  Crellin  and  his 
colleague,  Dr.  James  F.  Gifford  Jr.,  expect  to  direct 
considerable  effort  in  coming  years. 

The  pair  say  they  hope  eventually  to  make  Duke 
more  conspicuous  as  a national  center  for  the  study  of 
medical  history.  Such  a center,  Crellin  explained, 
would  not  only  broaden  medical  education  at  Duke, 
but  it  also  would  provide  enrichment  for  practicing 
physicians  and  others  with  interest  in  the  subject. 

* * * 

Among  those  honored  during  Medical  Alumni 
Weekend  were: 

Dr.  Leighton  Cluff,  vice  president  of  the  Robert 
Wood  Johnson  Foundation;  Dr.  H.  LeRoy  Izlar  Jr.,  a 
Durham  cardiologist;  and  Dr.  Robert  E.  Windom,  a 
practitioner  of  internal  medicine  and  cardiology  in 
Sarasota,  Fla.;  recipients  of  Distinguished  Alumni 
Awards. 

Dr.  John  W.  Everett,  professor  of  anatomy  who 
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retired  in  1976;  and  Dr.  Guy  L.  Odom,  James  B.  Duke, 
Professor  of  Neurosurgery;  recipients  of  Distin- 
guished Teaching  Awards. 

Dr.  Joseph  W.  Beard  and  his  wife  Dorothy,  now 
retired  and  living  in  Florida,  for  whom  a newly  reno- 
vated block  of  laboratories  was  named. 

* * * 

Dr.  William  Mackay  Clark  in  the  Department  of 
Radiology  and  Dr.  Ann  L.  S.  Moore  in  the  Department 
of  Community  and  Family  Medicine  have  been  pro- 
moted to  assistant  professorships. 
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BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Robert  N.  Fleadley,  professor  of  medicine  at  the 
Bowman  Gray  School  of  Medicine,  has  been  ap- 
pointed chief  of  professional  services  at  North 
Carolina  Baptist  Hospital.  He  succeeds  Dr.  Thomas 
H.  Irving,  professor  and  chairman  of  the  Department 
of  Anesthesia,  who  will  continue  as  an  associate  chief 
of  professional  services  along  with  Dr.  Courtland  H. 
Davis,  professor  of  neurosurgery. 


Dr.  James  Dale  Ball  has  been  appointed  assistant 
professor  of  radiology  (nuclear  medicine)  and  Dr. 
Kurt  H.  Parkum  has  been  named  assistant  professor 
of  health  systems  administration. 

Ball  previously  was  assistant  professor  of  radiology 
at  the  University  of  Florida  School  of  Medicine.  He 
holds  the  M.D.  degree  from  Northwestern  University 
Medical  School. 

Parkum  formerly  was  program  manager  for  the  Re- 
search and  Evaluation  Unit  at  Yale  University's 
Comprehensive  Cancer  Center.  He  holds  the  M.S. 
and  Ph.D.  degrees  from  the  University  of  Wisconsin 
and  the  M.P.H.  degree  from  Columbia  University. 

* * * 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
and  his  wife,  Vera,  are  authors  of  a new  book,  “How 
To  Have  A Happy  Marriage,"  published  by  Abingdon 
Press.  The  book  contains  a six-week  program  de- 
signed for  married  couples  to  help  them  better 
evaluate  their  marriages,  understand  and  practice  ef- 
fective communication,  understand  conflict  and  re- 
solve conflict. 

% sj< 

Dr.  Livingston  Johnson  of  Shelby  has  been  installed 
as  the  31st  president  of  the  Bowman  Gray  Medical 
Alumni  Association.  He  succeeds  Dr.  Wayne  A.  Cline 
of  Salisbury. 

Dr.  Robert  C.  Pope  of  Wilson  was  elected 
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EACH  SUGAR  COATED  TABLET  CONTAINS: 


PENTYLENETETRAZOL  (Metrazol) 50mg 

NIACIN 50mg 

D1MENHYDRINATE  (Dramamine) 25mg 


ADMINISTRATION  AND  DOSAGE:  One  or  two  tablets  three  or  four  times  daily  before  or  after  meals. 

INDICATIONS:  TEGA-VERT  is  indicated  in  the  symptomatic  management  of  idiopathic  vertigo,  as  well  as  that 
associated  with  Meniere’s  Syndrome.  Arterial  Hypertension,  Labyrinthitis,  Fenestration  Procedures,  Radiation 
Sickness  and  Tonic  Effect.  TEGA-VERT  has  also  been  of  value  in  patients  with  clinical  symptoms  of  senility  and 
functional  cerebral  impairment  as  well  as  symptomatic  nausea. 

CONTRAINDICATIONS:  TEGA-VERT  should  not  be  used  in  patients  with  known  history  of  sensitivity  to  any  of  its 
ingredients.  Because  of  its  vasodilating  effects,  niacin  is  contraindicated  in  the  presence  of  arterial  hypotension. 

PRECAUTIONS  AND  SIDE  EFFECTS:  Although  there  are  not  absolute  contraindications  to  oral  pentylenetet- 
razol, it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold. 
Dimenhydrinate,  like  other  antihistamines  may  produce  sedative  side  effects,  therefore,  caution  against  operating 
mechanical  equipment  should  be  observed.  This  has  not  been  a significant  problem  with  TEGA-VERT  since  it 
contains  a mild  central  nervous  system  stimulant.  Niacin  can  produce  transient  flushing  and  sensations  of  warmth. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without  a prescription. 
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Vertigo  spoils  the  view 


Most  Widely  Prescribed— Antivert  is  the  most  widely  pre- 
'ibed  agent  for  the  management  of  vertigo"'  associated  with 
leases  affecting  the  vestibular  system  such  as  Meniere’s  disease, 
Dyrinthitis,  and  vestibular  neuronitis. 

Relief  of  Nausea  and  Vomiting  —Antivert/25  can  relieve  the 
usea  and  vomiting  often  associated  with  vertigo” 

Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
:>ne  tablet  t.i.d. 

EF  SUMMARY  OF  PRESCRIBING  INFORMATION 


NDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
ciences —National  Research  Council  and/or  other  information,  FDA  has  classified 
re  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
lotion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
estibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
ivestigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HC1)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  -with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group 

Usage  in  Pregnancy:  See  "Contraindications! 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported.  OADDIP 

More  detailed  professional  information  available  on  Fl  V v!  ll« 
request.  A division  of  Pfizer  Pharmaceuticals 
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TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DWIDE 

Each  capsule  contains  50  mg.  of  Dyrenium1  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION!1 
SERUM  K+AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 
The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

'Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
nstitutional  use  only). 
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Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 
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Each  tablet  contains: 
codeine  phosphate,  32  mg  (gr1/^), 
(Warning:  May  be  habit-forming); 
aspirin,  227  mg;  phenacetin,  162  mg; 
and  caffeine,  32  mg. 
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Each  tablet  contains: 
codeine  phosphate,  30  mg  ( g r >2 ) , 
(Warning:  May  be  habit-forming); 
and  acetaminophen  300  mg. 
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president-elect  and  Miss  Katherine  Davis,  assistant  to 
the  director  of  the  Bowman  Gray/Baptist  Hospital 
Medical  Center,  was  re-elected  secretary. 

Elected  to  seats  on  the  Association's  Alumni  Coun- 
cil were  Dr.  Edwin  L.  Auman  of  High  Point,  Dr.  Gary 
B.  Copeland  of  Fayetteville,  Dr.  J.  Richard  Corbett  of 
Wilmington,  Dr.  Joseph  R.  Hedgepeth  of  Thomas- 
ville,  and  Dr.  Donald  Wilfong  of  Bennettsville,  S.C. 

Certificates  went  to  three  distinguished  alumni- 
lecturers  — Dr.  Thomas  M.  Holder,  clinical  professor 
of  surgery  at  the  University  of  Missouri-Kansas  City 
School  of  Medicine  and  a past  president  of  the  Ameri- 
can Pediatric  Surgical  Association;  Dr.  Frank  M. 
Sohmer  Jr.,  a gastroenterologist  in  Winston-Salem 
and  a clinical  professor  of  medicine  at  Bowman  Gray; 
and  Dr.  Wilbur  C.  Thomas,  a pathologist  in  Meadville, 
Pa. 

JjC  i{I 

Dr.  Richard  Janeway,  dean,  has  been  elected  to  the 
Executive  Council  of  the  Association  of  American 
Medical  Colleges. 

Warren  H.  Kennedy,  associate  dean  for  administra- 
tion, has  been  installed  as  chairman  of  the  Group  on 
Business  Administration  of  the  Association  of  Ameri- 
can Medical  Colleges. 

* * * 

Dr.  James  F.  Martin,  professor  of  medical  sonics, 
has  been  re-elected  secretary  of  the  American 
Roentgen  Ray  Society. 


Dr.  William  F.  McKinney,  professor  of  neurology, 
has  been  elected  to  the  Board  of  Directors  of  the 
Society  for  Computerized  Tomography  and  Neuro- 
Imaging.  He  also  has  been  elected  to  the  advisory 
board  for  Pfeiffer  College. 

* * * 

Dr.  Henry  S.  Miller  Jr.,  professor  of  medicine,  has 


been  elected  vice  president-elect  of  the  Mid-Atlantic 
Region  of  the  American  Heart  Association.  He  also 
has  been  elected  chairman-elect  of  the  association’s 
Mid-Atlantic  Region. 

5jC  % 

Dr.  Quentin  N.  Myrvik,  professor  and  chairman  of 
the  Department  of  Microbiology  and  Immunology, 
has  been  appointed  to  a four-year  term  on  the  Jap- 
anese-American  Panel  on  Tuberculosis.  He  also  was 
appointed  to  a four-year  term  as  a member  of  the 
Allergy  and  Immunology  Section  of  the  Department  of 
Health,  Education  and  Welfare. 

^ 

Dr.  George  Podgorny , clinical  assistant  professor  of 
surgery,  has  been  elected  president-elect  of  the 
American  College  of  Emergency  Physicians. 

* * * 

Dr.  C.  Glenn  Sawyer,  professor  of  medicine,  has 
been  elected  to  a three-year  term  as  council  represen- 
tative for  the  states  of  North  Carolina  and  South 
Carolina  to  the  Council  on  Clinical  Cardiology  of  the 
American  Heart  Association. 

AMERICAN  COLLEGE  OF  EMERGENCY 
PHYSICIANS 

Dr.  George  Podgorny  of  Winston-Salem  was  cho- 
sen president-elect  of  the  American  College  of 
Emergency  Physicians  at  its  annual  meeting  in  San 
Francisco  in  November.  He  is  director  of  the  Depart- 
ment of  Emergency  Medicine  at  Forsyth  Memorial 
Hospital  in  Winston-Salem  and  is  assistant  professor 
in  clinical  surgery  at  Bowman  Gray  School  of 
Medicine.  In  addition  to  holding  numerous  offices  in 
the  American  College  of  Emergency  Physicians,  he 
has  been  active  in  other  organizations  connected  with 
emergency  medicine  and  recently  was  elected  as  the 
first  president  of  the  American  Board  of  Emergency 
Medicine.  A graduate  of  Bowman  Gray,  Dr.  Podgorny 
completed  an  internship  and  a surgery  residency  at 
North  Carolina  Baptist  Hospital  in  Winston-Salem. 
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Month  in 
Washington 


Except  for  a few  high-priority  items.  Congress  has 
finished  its  business  for  the  year.  Still  to  be  completed 
are  boosts  in  Social  Security  taxes,  the  Administra- 
tion’s energy  bill,  and  the  Health,  Education  and  Wel- 
fare Department  appropriation  bill.  A few  other  mea- 
sures might  make  it  but  most  hearings  are  over  and 
most  Congressmen  have  gone  home.  Among  the 
health  measures  definitely  put  off  until  next  year  are 
the  Administration’s  disputed  hospital  cost  contain- 
ment plan,  the  clinical  laboratories  bill  extending  fed- 
eral authority,  and  a.revisionof  the  nation’s  drug  laws. 

One  of  the  last  bills  approved  by  the  lawmakers 
during  their  regular  session  was  an  18-month  post- 
ponement of  the  proposed  ban  on  saccharin  by  the 
Food  and  Drug  Administration.  Under  this  legislation, 
saccharin  products  must  bear  labels  warning  that  the 
product  has  caused  cancer  in  test  animals.  Another 
last-minute  approval  was  for  a one-year  extension  of 
the  special  pay  provisions  for  Veterans’  Administra- 
tion physicians.  The  conference  report  on  legislation 
to  help  rural  health  clinics  by  allowing  Medicare  and 
Medicaid  reimbursement  for  physician  extender  ser- 
vices was  hung  up  for  most  of  the  month,  but  finally 
approved  by  both  Houses  — thus  clearing  it  for  the 
President’s  signature. 

In  a somewhat  unexpected  action.  House  and  Sen- 
ate conferees  reached  last-minute  agreement  on  the 
controversial  medical  school  capitation  quid  pro  quo 
for  admission  of  foreign-trained  U.S.  students.  The 
compromise  will  repeal  that  condition  after  one  year, 
but  require  a 5%  increase  in  third-year  enrollment  in 
the  meantime. 

The  impasse  between  House  and  Senate  over  lan- 
guage dealing  with  Medicaid  abortion  funding  has 
dragged  on  for  months.  There  was  no  resolution  by  the 
end  of  the  regular  session,  forcing  Congress  to  ap- 
prove a temporary  funding  resolution  to  keep  the 
HEW  and  Labor  Departments  going.  The  House 
wants  to  forbid  use  of  Medicaid  funds  for  abortions 
unless  necessary  to  save  the  mother’s  life.  The  Senate 
wants  broader  language  allowing  abortions,  for  exam- 
ple, where  “severe  and  long-lasting  physical  health 
damage’’  to  the  mother  would  result  and  for  victims  of 
rape  and  incest.  An  emotion-laden,  bitter  controversy 
pitting  the  right-to-life  forces  against  the  pro-abortion 
forces  has  enveloped  the  House  and  Senate  for 
months. 

* * * 

The  American  Medical  Association,  the  American 
Hospital  Association  and  the  Federation  of  American 


Hospitals  have  accepted  an  unusual  challenge  from 
Congress  and  agreed  to  develop  a voluntary  hospital 
and  health  care  cost  containment  program.  The  chal- 
lenge was  posed  by  Rep.  Dan  Rostenkowski  (D-111), 
Chairman  of  the  House  Ways  and  Means  Subcommit- 
tee on  Health.  In  a House  speech,  the  lawmaker  con- 
ceded that  Congress  would  not  be  able  to  resume 
deliberations  on  the  Administration’s  controversial 
cost  containment  proposal  until  February.  During  this 
brief  grace  period,  he  said,  the  three  major  provider 
organizations  should  take  the  initiative  “and  effec- 
tively and  significantly  restrain  cost  increases  on  a 
voluntary  basis.”  Government  intervention  and  the 
imposition  of  controls  “should  be  a last  resort,”  as- 
serted Rostenkowski,  raising  the  possibility  that  the 
Administration’s  plan  for  a nine  percent  “cap”  on 
hospital  revenue  increases  might  be  in  deep  trouble  if 
the  private  sector  satisfies  the  lawmakers  in  the  in- 
terim. 

James  H.  Sammons,  M.D.,  Executive  Vice  Presi- 
dent of  the  AMA,  President  John  Alexander  McMa- 
hon of  the  AHA,  and  Director  Michael  Bromberg  of 
the  FAH  made  the  following  joint  statement: 

“Our  three  organizations,  at  the  instruction  of  our 
respective  officers,  are  beginning  now  to  organize  a 
national  steering  committee  of  hospital  people,  doc- 
tors, insurers,  consumers  and  others  with  a major 
stake  in  hospital  cost  containment.  We  will  ask  this 
committee,  which  we  expect  to  have  its  first  meeting 
within  the  next  several  weeks,  to  develop  the  goals 
and  mechanisms,  first,  of  a voluntary  program  to  re- 
duce the  rate  of  increase  in  hospital  costs,  and,  sec- 
ond, of  a voluntary  program  to  reduce  the  rate  of 
increase  in  health  care  costs  as  a whole.  We  will  also 
encourage  the  development  of  similar  steering  com- 
mittees at  the  state  level  to  help  implement  these  pro- 
grams.” 

The  primary  enforcing  power  in  the  program  will  be 
public  accountability,  said  Director  Michael  Brom- 
berg of  the  FAH.  The  AMA  and  the  AHA  have 
launched  a voluntary  program  in  hopes  of  averting  a 
federal  “cap”  on  hospital  revenues,  Bromberg  told 
the  Washington  Business  Group  on  Health  that  hospi- 
tals “that  fail  to  meet  the  screening  criteria  will  be 
listed  periodically.  The  review  and  findings  of  indus- 
try committees  at  the  state  level,  as  to  the  justification 
for  each  hospital’s  exceeding  the  screen,  will  be  made 
public.” 

Bromberg  said  the  anticipated  publicity  attendant 
on  any  hospital  which  fails  to  stay  within  the  screen 
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and  the  public  exposure  of  the  reasons  why  is  ex- 
pected to  provide  a substantial  incentive  to  a hospital 
to  restrain  its  charge  increases.  The  FAH  leader  em- 
phasized his  belief  in  the  private  sector’s  ability  to 
devise  a workable  alternative  to  an  "arbitrary  cap” 
and  to  engage  in  voluntary  enforcement  of  such  a plan. 

"If  we  fail,”  he  said,  "then  government  will  take 
even  more  control  of  the  health  system.  If  we  don't 
bite  the  bullet,  government  will  assume  management 
responsibilities  from  health  providers,  insurers  and 
industry.  The  result  will  be  more  inflation  and  less 
quality.” 

* * * 

The  federal  government  plans  a major  campaign  to 
urge  the  American  public  to  seek  opinions  on  surgery. 
The  unusual  and  precedent-setting  program  involving 
patients’  dealings  with  physicians  will  be  conducted 
by  the  HEW  Department.  Both  Medicare  and 
Medicaid  programs  will  be  geared  to  encourage  sec- 
ond opinions.  The  policy  was  announced  by  Hale 
Champion,  HEW  undersecretary,  before  the  House 
Commerce  Subcommittee  on  Oversight  and  Investi- 
gations. The  subcommittee,  headed  by  Rep.  John 
Moss  (D-Calif.),  has  been  holding  hearings  this  year 
and  issuing  reports  charging  there  is  much  unneces- 
sary surgery'  in  the  United  States. 

"Comparisons  with  prepaid  delivery,  geographic 
variations  in  rates  of  surgery  and  historical  trends  all 


point  to  the  fact  that  there  is  more  surgery  in  the 
United  States  today  than  there  ought  to  be,”  said 
Champion. 

"Accordingly,  we  are  going  to  begin  a major  effort 
to  encourage  the  American  public,  and  especially  our 
own  beneficiaries,  immediately  to  seek  second  opin- 
ions,” he  testified. 

The  department  has  been  instructed  to  remove  the 
remaining  legal  barriers  to  patient-elected  second 
opinions  in  Medicare.  States  will  be  requested  to  im- 
plement as  quickly  as  possible  active  second  opinion 
programs  for  Medicaid.  If  two  physicians  disagree. 
Medicare  will  pay  for  a third  opinion  if  the  patient 
desires  one,  according  to  HEW.  At  present  Medicare 
will  pay  for  a second  surgical  opinion  if  the  physician 
agrees  to  the  advisory  or  orders  it.  But  the  physician’s 
acceptance  is  at  present  mandatory.  In  the  future  the 
patient  would  be  reimbursed  for  a second  opinion  if 
the  initial  physician  believes  it  unnecessary.  One 
question  to  be  answered  is  whether  ihe  patient  must 
receive  a negative  response  on  a second  opinion  from 
the  first  physician,  or  simply  could  go  off  on  his  own  to 
get  a second  opinion  without  even  asking  the  physi- 
cian. 

Champion  also  told  the  Moss  Subcommittee  he  will 
ask  professional  standards  review  organizations 
(PSROs)  "to  move  aggressively  into  review  of  surgi- 
cal services.” 

Champion  said  that  with  the  advice  of  the  National 
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PSRO  Council,  “We're  going  to  develop  criteria  for 
ten  of  the  most  common  surgical  procedures  and  dis- 
tribute them  to  the  PSROs  by  this  February.”  By 
January  1979,  criteria  for  75%  of  the  most  common 
surgical  procedures  within  each  specialty  will  be  pre- 
pared, he  said. 

“We  will  do  our  best  to  see  that  these  criteria  are 
specific,  measurable,  and  applied  without  unreason- 
able modification  by  the  local  PSROs,”  the  official 
told  the  Subcommittee. 

* * % 

Rep.  Tim  Lee  Carter,  M.D.,  (R-Ky.)  has  introduced 
legislation  sought  by  the  AMA  dealing  with  funding 
for  residencies  in  preventive  medicine  and  labelling  of 
prescription  drug  containers. 

The  labelling  bill  would  require  that  drug  containers 
as  dispensed  to  patients  carry  the  established  or  trade 
name  together  with  the  quantity  and  strength  of  the 
drug.  The  AMA  said  that  in  cases  of  medical 
emergency  it  is  often  important  for  attending  medical 
personnel  to  know  the  name,  strength  and  contents  of 
any  drugs  a patient  is  taking. 

Under  the  bill  introduced  by  Dr.  Carter,  ranking 
GOP  member  of  the  House  Commerce  Subcommittee 
on  Health,  an  exception  to  the  labelling  is  provided 
when  the  physician  decides  that  for  medical  or  emo- 
tional reasons  it  is  in  the  best  interest  of  the  patient 
that  the  information  not  be  made  known  to  him  or 
indirectly  to  the  patient’s  family  or  associates. 

The  other  bill  introduced  by  Rep.  Carter  calls  for  an 
amendment  to  the  Health  Manpower  Law  to  provide 
funding  for  residences  in  preventive  medicine. 
Specific  program  funding  for  such  residencies  was  not 
included  in  the  Health  Manpower  Law  as  passed.  The 
AMA  said  these  residency  programs  are  very  depen- 
dent on  outside  funding  because  they  generate  little 
patient  income  to  support  their  activities.  The  in- 
creased focus  on  preventive  medical  care  makes  it 
important  that  these  residency  programs  continue, 
according  to  the  AMA.  The  bill  would  provide  federal 
funds  for  approved  residency  programs  in  preventive 
medicine  and  would  also  provide  traineeships  for 
those  physicians  participating. 

* * * 

The  AMA  has  recommended  that  the  Administra- 
tion propose  increased  funding  for  programs  em- 
phasizing preventive  health  care  and  promote  cost 
effective  delivery  of  services. 

More  federal  funds  were  sought  for  venereal  disease 
control,  migrant  and  Indian  health  care,  family  plan- 
ning and  immunization  programs  for  diseases  such  as 
polio  and  measles,  prevention  and  treatment  of  mental 
disorders  and  alcoholism. 

In  a letter  to  the  White  House  Office  of  Management 
and  Budget,  the  AMA  asked  that  its  recommendations 
be  incorporated  into  President  Carter’s  fiscal  1979 
budget  slated  to  be  sent  to  Congress  early  next  year. 
Largest  recommended  increase  was  $250  million  for 
National  Institutes  of  Health  disease  and  injury  re- 


search and  treatment  programs.  The  AMA  also  asked 
increases  for  services  to  older  Americans,  for  preven- 
tion and  treatment  of  mental  disorders,  for  health  ser- 
vices to  mothers  and  children,  for  health  care  for 
Indians,  and  for  alcoholism. 

5&C 

President  Carter  has  signed  into  law  good  news  for 
medical  students  on  federal  scholarships.  Their 
stipends  will  now  be  freed  from  federal  income  taxa- 
tion. The  exemption  applies  both  to  Armed  Services 
health  professions  scholarships  as  well  as  the  Public 
Health  Service’s  National  Health  Service  Corps 
scholarship  program.  Some  10,000  medical  students 
get  a break  as  a result.  The  exemption  had  been  urged 
by  the  AMA  and  was  spearheaded  through  Congress 
by  Sen.  Robert  Dole  (R-Kans.)  and  Rep.  James  Jones 
(D-Okla.).  Rep.  Tim  Lee  Carter  (R-Ky.)  strongly  sup- 
ported the  legislation  that  was  also  introduced  by  Rep. 
Martha  Keys  (D-Kans.). 

* * * 

There  are  no  big  differences  between  generic  and 
brand  drugs  according  to  the  Commissioner  of  the 
Food  and  Drug  Administration  Donald  Kennedy, 
Ph.D.  Dr.  Kennedy  told  the  Senate  Monopoly  Sub- 
committee that  some  of  the  larger  pharmaceutical 
houses  frequently  buy  products  from  smaller  generic 
producers  and  sell  them  under  the  larger  firm's  brand 
name. 

“Drug  marketing  follows  many  patterns,”  Dr. 
Kennedy  said.  “A  formulator  may  make  a product, 
and  sell  it  only  under  his  own  label;  he  may  also  have  a 
trade  name  and  a generic  line  selling  it  both  ways.  He 
may  also  sell  this  product  to  other  drug  firms  or  have 
them  make  the  product  for  him.  So  a formulator  may 
also  be  a repacker,  or  an  own-label  distributor  at  dif- 
ferent times  under  different  circumstances.  To  give  an 
idea  of  the  number  of  firms  producing  drugs,  ampicil- 
lin,  a widely  used  antibiotic,  available  under  224  prod- 
uct labels,  is  produced  by  only  24  formulators;  219 
conjugated  estrogen  products  are  produced  by  45 
manufacturers.” 

Dr.  Kennedy  said  that  drug  firms  frequently  lease 
the  facilities  of  different  firms  for  the  manufacture  of 
various  products  which  may  still  be  marketed  under  a 
brand  name. 

The  Commissioner  told  Senator  Gaylord  Nelson 
(D-Wis.),  that  evidence  from  the  FDA's  250,000  an- 
nual drug  inspections  shows  that  “only  a small  per- 
centage of  drugs  are  not  in  compliance  with  compen- 
dial or  application  specifications  ...  we  also  find  no 
evidence  of  widespread  differences  between  the 
products  or  large  and  small  firms  or  between  brand 
name  and  generic  products.” 

* * * 

The  Carter  Administration's  new-found  love  affair 
with  health  maintenance  organizations  (HMOs),  an 
old  flame  of  the  Nixon  Administration,  is  flourishing. 
HEW  Secretary  Joseph  Califano  is  inviting  500  large 
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COLACE  works  by  stool -softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
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long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
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PHARMACEUTICAL  DIVISION 


Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compaf  ible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  iscompatible  with  such  drugsas  hypoglycemicsand  miotics. 


Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg.  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S.  Pat.  No  3,056,836 
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( ISOXSUPRINE  HCI ) 

20  mg  q.i.d.  recommended  dosage 


20-mg  tablets 
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This  asthmatic 

isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg  Elixir:  alcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 1 00%  free  theophylline 

• individualized 
theophylline  dosage 
schedule 

Indications:  For  the  symptomatic  treatment  of  broncho- 
spastic  conditions  such  os  bronchial  asthma, 
asthmatic  bronchitis,  chronic  bronchitis,  and  pulmonary 
emphysema. 

Dosage:  Initial:  Adults:  1-2  capsules  or  1-2  toblespoon- 
fuls  elixir  every  6-8  hours,  children  8- 12:  1 fablespoonful 
or  one  capsule  every  6-8  hours  and  children  under  8: 

3 to  5 mg  theophylline/kg  body  weight  every  6-8 
hours.  Theophylline  dosage  may  be  cautiously  in- 
creased to  2000  mg/24  hr  in  adults  or  7 mg/kg  in 
children:  monitoring  of  serum  theophylline  levels  of 
higher  dosages  is  recommended. 

Precautions:  Do  not  administer  more  frequently  than 
every  6 hours,  or  within  12  hours  offer  rectal  dose  of 
any  preparation  containing  theophylline  or  amino- 
phylline.  Do  not  give  other  xanthine  derivatives  con- 
currently. Use  in  case  of  pregnancy  only  when  clearly 
needed. 

Adverse  Reactions:  Theophylline  may  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration may  couse  local  irritation  of  the  gastric  mucoso, 
with  possible  gastric  discomfort,  nausea  and  vomiting. 
The  frequency  of  adverse  reactions  is  related  to  the 
serum  theophylline  level  and  ore  not  usually  o prob- 
lem of  serum  theophylline  levels  below  20pg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  pocks  of  100;  Elixir  in  bottles  of  1 pint  and 
1 gallon. 
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corporation  representatives  to  Washington,  D.C., 
Feb.  7 to  make  a pitch  for  their  establishment  of 
HMOs  for  their  employees  to  replace  fee-for-service, 
regular  health  insurance  plans.  He  made  the  an- 
nouncement at  a ceremony  in  New  York  City  certify- 
ing the  huge.  3.25  million-member  Kaiser-Permanente 
prepaid  health  plan  as  an  HMO.  As  a result,  Kaiser 
becomes  eligible  for  certain  federal  loans  and  loan 
guarantees  and  has  an  easier  job  dealing  with  Medi- 
care and  Medicaid  contracts  with  the  government. 

In  addition  to  meeting  with  corporations,  Califano  is 
expected  to  sit  down  with  labor  leaders  to  urge  them  to 
push  HMOs  in  conjuction  with  the  management  ef- 
fort. 

In  the  drive  to  promote  establishment  of  the  prepaid 
plans,  Califano  said  HEW  has  cut  qualification  time 
for  new  HMOs  by  almost  40%  by  assigning  extra  staff 
and  streamlining  the  paper  work. 

Total  national  health  expenditures,  including  gov- 
ernment contributions,  were  20%  greater  per  capita 
for  the  more  affluent  than  for  the  poor,  and  almost  60% 
greater  for  whites  than  for  racial  minorities,  a govern- 
ment report  says. 

Per  capita  health  care  expenditures  averaged  $258 
for  a white  individual,  $162  for  a member  of  a minor- 
ity, $265  fora  person  above  the  poverty  line  and  $213 
for  a poor  person  according  to  a HEW  study.  The 
report  also  shows  higher  mortality  rates  in  large  cities 
among  minorities  than  among  whites  and  higher  levels 


of  disability  among  the  poor. 

Racial  minorities,  which  comprise  more  than  40%  of 
the  nation’s  poor,  the  report  said,  suffer  a tuberculosis 
mortality  rate  five  times  greater  than  white  Americans 
do,  three-and-a-half  times  the  maternal,  and  a 42% 
greater  overall  mortality  rate. 

The  data  also  show  the  impact  of  Medicare  and 
Medicaid:  The  number  of  physician  visits  increased 
more  for  the  poor  and  minorities  than  for  others  be- 
tween 1964  and  1973.  By  1973  the  poor  had  more 
doctor  visits  than  the  nonpoor.  Poor  whites  averaged 
5.7  visits  per  person  per  year  (4.7  in  1964),  while  poor 
minorities  averaged  5.0  (3.1  in  1964).  Nonpoor  whites 
averaged  5.0  visits  in  1973  (4.7  in  1964),  and  nonpoor 
minorities  4.3  (3.6  in  1964). 

* * * 

The  FDA  Commissioner  has  stung  health  food  ad- 
vocates in  an  interview  in  “U.S.  News  & World  Re- 
port.” In  reply  to  a question  if  health  foods  due  to  the 
absence  of  food  additives  are  safer  than  regular 
supermarket  products,  Donald  Kennedy,  Ph.D.,  re- 
plied: 

“There’s  not  a wit  of  logic  in  that.  Even  if  you 
assume  that  food  additives  are  generally  bad  for  you,  it 
doesn’t  follow  that  their  absence  somehow  confers 
safety.  Aflatoxin,  a mold  product  that  grows  on  corn 
and  peanuts,  is  as  natural  as  can  be  and  about  the 
worst  carcinogen  we  know.  The  ‘natural’  foods  often 
cost  more,  but  have  no  benefit  that  we  can  see  over 
foods  available  in  the  regular  market  places.” 


We  can  help  you  help  your  patient . . . 

Problem  Pregnancy  Counseling 

without  charge,  anywhere  in  N.C. 

Caseworker  will  travel  to  client  if  your  patient 
cannot  go  to  CHS  office. 

To  refer  your  patient,  or  for  more  information, 
call  our  nearest  district  office: 


Asheville  (704)258-1661 

Chapel  Hill  (919)929-4708 
Charlotte  (704)372-7170 


Fayetteville  (919)483-8913 
Greensboro  (919)274-1538 
Greenville  (919)752-5847 


Wilmington  (919)763-9727 


The  Children’s  Home  Society 
of  N.C. 


founded  in  1903 
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HAROLD  B.  SMITH,  M.D. 

Dr.  Harold  B.  Smith  was  born  January  26.  1902,  in 
Williamsburg  County,  South  Carolina,  and  had  his 
early  education  at  Kingston  High  School.  He 
graduated  from  Presbyterian  College  in  Clinton, 
South  Carolina,  and  received  his  M.D.  from  the  Uni- 
versity of  South  Carolina  School  of  Medicine  in 
Charleston.  He  interned  at  Watts  Hospital  in  Durham, 
N.C. 

In  1930,  he  and  his  young  wife,  Mary  McLeod 
Smith,  moved  to  North  Wilkesboro.  They  imme- 
diately became  active  members  of  the  North  Wilkes- 
boro Presbyterian  Church.  Dr.  Smith  was  on  the 
board  of  deacons  and  later  became  an  elder.  He  was  a 
charter  member  of  the  Lions  Club  of  North  Wilkes- 
boro, served  actively  on  several  committees,  and  was 
president  for  two  terms. 

Dr.  Smith  died  last  May  16.  He  is  survived  by  his 
wife,  a daughter,  Mrs.  Anne  Hohl  of  Luthersville, 
Maryland,  a brother,  two  sisters  and  five  grandchil- 
dren. 


Dr.  Smith  was  a man  of  unquestionable  character 
and  unusual  dignity  and  poise.  He  was  not  only  a good 
man  and  a valuable  citizen  but  a splendid  physician. 
He  was  not  sophisticated  or  unduly  ambitious  but  he 
practiced  medicine  ethically  and  professionally,  with- 
out egotism  and  superficiality.  He  was  always  in- 
terested and  active  in  scientific  medicine  and  in  the 
work  and  progress  of  his  profession,  and  he  attended 
almost  every  meeting  of  the  medical  society  from  the 
state  level  down  to  the  local  level. 

Dr.  Smith  showed  great  interest  in  people  in  general 
and  in  his  patients  in  particular.  He  was  a splendid 
example  of  a social-minded  and  progressive  physician 
and  citizen  and  was  respected  by  his  fellow  doctors 
and  the  laity.  His  chief  hobbies  were  golf  and  his 
workshop  in  the  basement  of  his  home. 

He  must  have  drunk  deep  of  the  nectar  of  the  gods 
for  a long  and  happy  life.  He  departed  life  in  a quiet 
and  peaceable  way.  He  is  greatly  missed  by  every- 
body and  his  death  was  a real  loss  to  Wilkes  County. 

Wilkes  County  Medical  Society 
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Classified  Ads 


Family  Practice/Internal  Medicine  — Two  physicians  needed  for 
primary  care  practice.  NHSC  site  and  RHI  grant  recipient.  3500 
square  feet  clinic  with  7 examination  and  1 treatment  rooms,  x-ray 
and  lab,  file  room,  reception  and  waiting  area,  2 private  offices  with 
bath  for  physicians.  Three  excellent  hospitals  9-20  miles  from 
clinic.  Excellent  24-hour  county  wide  EMS  coverage.  Substantial 
funding  for  support  staff  and  equipment.  14,500  in  service  area. 
Stable  community  to  assure  an  excellent  practice  professionally, 
personally  and  financially.  Southeastern  Medical  Services,  P.O. 
Box  548,  Rowland,  N.C.  28383. 


FOR  SALE:  Two  man  Clinic.  Reception  room.  Business  Office.  Six 
examining  rooms.  Two  consultation  rooms.  Laboratory,  X-ray, 
Nurses  station.  Utility  room.  Parking  lot.  Hospital  available.  Good 
Location.  Well  populated  industrial  area.  Selling  because  of  re- 
tirement. Contact:  Joseph  A.  Young,  M.D.,  222  West  A Street, 
Newton,  N.C.  28658,  telephone  704-465-0303. 


EMERGENCY  PHYSICIANS,  Full  and  part-time:  Needed  im- 
mediately several  part-time  and  full-time  emergency  physicians 
with  fees  to  $28  per  hour  or  $52,000  per  year,  mal-practice  fur- 


nished. Central  Carolina  Area.  All  inquiries  strictly  confidential. 
Write:  C.M.S.,  P.O.  Box  2154,  Chapel  Hill,  N.C.  27514 

PHYSICIANS  NEEDED:  M.D.’s  having  completed  or  near  comple- 
tion of  internships  or  residencies  for  hospital/clinics/flight  surgeon 
duties.  Choice  of  duty  station,  $30,000-$40,000  starting  salary, 
travel  and  relocation  expenses  paid,  30  days  paid  vacation  annu- 
ally, duty  rotation  allows  excellent  family  life.  Contact:  Lt.  Ron 
Hewett,  Navy  Physician  Programs,  Navy  Recruiting  District,  P.O. 
Box  18568,  Raleigh,  N.C.  27609  or  call  collect  (919)  872-2547. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  with  P.A.  in  expansion  of  established  multi-specialty 
group;  118  JCAH  hosp.,  delightful  small  historic  town  on  Al- 
bemarle Sound;  Salary  4%.  Life,  health,  disability,  malpractice 
ins.  etc.  All  available.  Send  resume  to  David  Wright,  M.D.,  Cho- 
wan Medical  Center,  Edenton,  N.C.  27932  Tel:  919-482-2116. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits.  Con- 
tact T.  P.  Cooper,  M.D.  at  1-800-325-3982. 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 

through 

caring 

and 

sharing 

if  You're 
Willing 
there's  , 
a way/ 

z&tJL 

BOX  508  STATESBORO,  GA  30458  (912)  764-6236 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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“ CAROLINAS ’ HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phene  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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IN  THIS  ISSUE: 

SPECIAL  ARTICLE:  Maternal  Mortality  in  North  Carolina  1971-1975:  W.  Joseph  May,  M.D.,  and  Frank  C.  Greiss,  Jr.,  M.D. 

Amniotic  Fluid  Alpha-Fetoprotein  Levels  in  Antenatal  Diagnosis  of  Neural  Tube  Defects:  A,  Myron  Johnson,  M.D.,  Philip  D. 
Buchanan,  Ph.D„  Selman  I.  Welt,  M.D.,  Harold  O.  Goodman,  Ph.D.,  Arthur  C.  Christakos,  M.D.,  R.  Herbert  Wiebe,  M.D.,  Edward  H. 
Bishop,  M.D.,  Arthur  S.  Aylsworth,  M.D.,  and  Robert  T.  Herrington,  M.D. 

Psychiatric  Sequelae  of  Therapeutic  Abortions:  Jesse  0.  Cavenar,  Jr.,  M.D.,  Allan  A.  Maltbie,  M.D.,  and  John  L.  Sullivan,  M.D. 


Now,  two  dosage  forms 
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JWCggg  ftJ||  U.C,  SAN  FRANCISCO 

fenoprofen  calcium  mar  a wn 

300-mg.  Pulvules  and  600-mg.  Tablets 

Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1978  Leadership  Conference  1978  Annual  Sessions  1978  Committee  Conclave 

February  3-4 — Raleigh  May  4-7 — Pinehurst  Sept.  27-0ct.  1 — Southern  Pines 


A pharmacokinetic 
character  all  its  own 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
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3-hydroxydiozepom 


P 

desmethyl  d iaze  po  m 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
'with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 
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pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxazepam  months  of  age.  Acute 
narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Prompt, 

Economical 


Holter  monitor  Scanning 
Service  and  Equipment. 


Graphic  Cardiology  provides  prompt,  professional 
scanning  service  and  the  equipment  for 
24-hour  Holter  Monitor  cardiac 
recordings.  A complete  report  is 
sent  to  you  within  24  hours.  If  the 
condition  is  serious,  you  will  be  notified 
by  telephone  immediately.  The  scan- 
ning is  done  by  a trained  Cardiovascular 
Technician  with  more  than  7 years  of 
experience  in  scanning  and  cardiology. 

For  more  information  and  a free 
detailed  brochure,  contact  Graphic 
Cardiology,  P.O.  Box  713,  1239 
Pine  Knolls  Road,  Kernersville, 
N.C.  27284.  Telephone  — 
919/996/5362. 


Graphic  4 


Cardiology 


□ Please  have  a technician  call  for  an  appointment 
to  discuss  your  Holter  Monitoring  Services. 

□ Please  send  a free  brochure. 
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“We’ve  got  the 
remedy” 


If  you  are  considering  a change,  consider  the  Air  Force  Medical  Service.  The 
benefits  include: 

• An  excellent  salary 

• 30  days  of  paid  vacation  each  year 

• The  rank  and  prestige  of  an  Air  Force  Officer 

• Full  Air  Force  benefits  for  yourself  and  your  family 

You'll  have  none  of  the  overhead  expenses  be- 
cause we  take  over  the  management  and  adminis- 
trative tasks  you  must  now  perform. 

We  have  more  information  regarding  physi- 
cian appointments  m the  Air  Force  Med- 
ical Service.  We'll  be  happy  to  share  the, 
information  with  you. 


Contact: 


C.  A.  ESTES  or  J.C.  DOTSON 
AF  Health  Professions  Recruiting 
310  New  Bern  Avenue,  Room  606 
Raleigh,  North  Carolina  27611 
919/755-4134  Please  Call  Collect. 


Air  Force.  A great  way  of  life. 
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North  Carolina" 
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Available  from 

North  Carolina  Medical  Society 
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Enclosed  is  $ for sets  of 
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MAIL  TO:  North  Carolina  Medical  Society 
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Account  No.  1 093  2 
Date:  2/2/7  7 


MR.  B.  P.  PATIENT 
1528  EVERY  DRIVE 
ANYTOWN,  SC  29109 

STATEMENT  OF  ELECTROLYTE  BALANCE 

Account  of:  PATIENT  WITH  HYPERTENSION 
Transaction:  THERAPY  WITH  THIAZIDE 
Status:  Blood  Pressure:  SATISFACTORY 


Salt:  SATISFACTORY 


WHEN  TREATING  HYPERTENSION* 

DON’T  OVERDRAW  THE  POTASSIUM  BALANCE 


v'Vnk 


0932 

Date:  4/2/ 


TRIAMTERENE  LIMITS  POTASSIUM  LOSS 
AS  HYDROCHLOROTHIAZIDE  LOWERS 
BLOOD  PRESSURE 


Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 


The  difference  in  ‘Dyazide’  is  its  ‘Dyrenium’  component,  which 
acts  to  reduce  thiazide-induced  excessive  excretion  of  potassium. 
Dietary  potassium  supplements  or  potassium  salts  should  not  be 
used  with  ‘Dyazide’  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired. 

‘Dyazide’  can  occasionally  cause  hyperkalemia.  Serum  potassium 
and  BUN  should  be  checked  periodically  during  therapy,  particu- 
larly in  patients  with  suspected  or  confirmed  renal  insufficiency 
(e.g.,  elderly  or  diabetic  patients).  If  hyperkalemia  develops, 
‘Dyazide’  should  be  withdrawn  and  a thiazide  alone  substituted. 
Routine  use  of  diuretics  in  healthy  pregnant  women  is 
inappropriate. 


^See  next  page  for  indications  and  brief  summary  of  prescribing 
information.  Not  for  initial  therapy.  Dosage  should  be  titrated  to 
the  individual  (See  Box  Warning). 

SK&F  Co.,  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIine  company 


DYAZ1DE 


Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE  FOR 
LONG-TERM  CONTROL 
OF  HYPERTENSION.* 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  A brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  convenient 
in  patient  management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents  the  dosage 
determined  by  titration:  Adjunctive  therapy  in  edema 
associated  with  congestive  heart  failure,  hepatic  cirrhosis, 
the  nephrotic  syndrome.  Corticosteroid  and  estrogen- 
induced  edema,  idiopathic  edema;  hypertension,  when  the 
potassium  sparing  action  of  triamterene  is  warranted. 

(See  Box  Warning.)  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indicated  in 
pregnancy  only  when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium.  Hypersensitivity  to  either  component 
or  other  sulfonamide-derived  drugs. 

Warnings:  E)o  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary 
potassium  is  needed,  potassium  tablets  should  not  be  used. 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill, 
with  urine  volume  less  than  one  liter/day,  the  elderly  and 


diabetics  with  suspected  or  confirmed  renal  insufficiency. 
Periodically,  serum  K+  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  preg- 
nancy requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocyto- 
penia, other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their 
use  is  essential,  the  patient  should  stop  nursing.  Adequaie 
information  on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impending  coma  in 
severe  liver  disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K ' frequently;  both  can  cause  K+  retention 
and  elevated  serum  K+ . Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been  reported 
with  thiazides.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly. 
Antihypertensive  effect  may  be  enhanced  in  post-sympa- 
thectomy patients.  Use  cautiously  in  surgical  patients.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Medical  Staff 
Richard  B.  Boren,  M.D. 
Psychiatrist-in-Chief 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Larry  T.  Burch,  M.D. 
Director,  In-Patient  Services 
Richard  M.  Aderhold,  M.D. 
Staff  Psychiatrist 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 


For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 

Towards  Wholeness 


North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy — 
75  percent  — 25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member’s  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$ 82.50 
125.00 

182.50 

286.50 

$206.00 

302.50 

417.00 

640.00 

$288.00 

384.50 

499.00 

722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$ 50.00 
76.00 
118.50 
180.00 

$114.00 

176.00 

254.00 

402.00 

$150.00 

212.00 

290.00 

438.00 

Under  40 

$ 31.50 

$ 69.00 

$ 91.50 

PLAN  C 

40-49 

51.50 

118.50 

141.00 

50-59 

82.50 

182.50 

205.00 

$500  DEDUCTIBLE 

60-64* 

138.50 

308.00 

330.50 

65-69** 

58.00 

170.00 

192.50 

Under  40 

$ 23.50 

$ 51.50 

$ 68.50 

PLAN  D 

40-49 

38.50 

89.00 

106.00 

50-59 

62.00 

137.00 

154.00 

$1000  DEDUCTIBLE 

60-64* 

104.00 

231.00 

248.00 

65-69** 

43.00 

127.00 

144.00 

* Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

‘‘Integrates  with  Medicare  at  age  65. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  50  cents. 


Term  Lile  Insurance  Program 


Member’s 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Spouse’s 

Age 

$5,000 

Under  30 

$ 27 

$ 54 

$ 81 

$ 108 

$ 135 

Under  30 

$ 11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All 

Children — 

$12  annually. 

$2,500  after 

age  6 months 

The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full  Information — Write  or  Call 

Goiden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108  E.  Northwood  St.,  Phone:  BRoadway  5-3400,  Box  6395,  Greensboro,  N.  C.  27405 


AMERICAN  MEDICAL  LABORATORIES,  INC. 


(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 


11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


ELECTROPHORESIS 


ACUTE-PHASE  PROTEINS 

Alpha-l-acid  glycoprotein 

Alpha-l-antitrypsin 

C-Reactive  Protein  (C-RP) 

Ceruloplasmin 

Fibrinogen 

Haptoglobin 

COMPLEMENT 

Ci  esterase  inhibitor 

C3 

C4 

Cs 

Total  hemolytic  activity,  CH50  units 

HEMOGLOBINOPATHIES 

A2  quantitation  by  column 
Alkaline  and  acid  electrophoresis 
Fetal  Hemoglobin 
Solubility  testing 

IMMUNOELECTROPHORESIS 

STUDY 

Immunoelectrophoresis 
Protein  Electrophoresis 
Quantitation  of  IgG,  IgA,  IgM 


TUMOR  MARKER  PROTEINS 

Alpha-fetoprotein 
Alpha-l-acid  glycoprotein 
Acid  Phosphatase 
CEA 

Human  Chorionic  Gonadotropin, 
Beta  subunit 

Regan  Alkaline  Phosphatase 

IMMUNOGLOBULINS 

IgA 

IgD 

IgE  by  RIA 

IgG 

IgM 

ISOENZYMES 

Alkaline  phosphatase 

CPK 

LDH 


LIPOPROTEINS  AND 
HYPERLIPOPROTEINEMIA 


AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing  prompt 
and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 

□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 
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One  of  the  characteristics  of  the  profession  is  its  assumption  of  responsibility 
for  maintenance  of  high  standards  of  quality  and  ethics  among  its  members.  One 
often  encounters  persons  outside  the  profession  who  feel  that  medicine  (as  well 
as  other  professions)  tends  to  protect  its  wayward  members  rather  than  reprimand 
them. 

This  is  a regretable  false  impression,  but  can  be  understood  in  view  of  the  lack 
of  opportunity  for  members  of  the  non— medical  public  to  see  examples  of  profes- 
sional self-review.  On  the  other  hand,  one  is  occasionally  shocked  to  find  other- 
wise well  informed  members  of  the  medical  profession  who  are  also  very  poorly 
informed  about  such  matters. 

IL  is  important  that  all  physicians  be  well  informed  about  these  activities  for 
two  reasons.  First,  they  should  be  able  to  educate  the  public  about  these  activi- 
ties of  the  profession,  and  second,  they  should  be  able  to  properly  utilize  the 
existing  mechanisms  for  the  protection  of  the  public  and  the  profession. 

I would  like  to  review  those  activities  which  take  place  at  the  state  level. 

Many  other  activities  occur  at  the  hospital  medical  staff  and  county  society  level. 

At  the  top  of  the  list  of  agencies  carrying  out  review  is  the  Board  of  Medical 
Examiners.  This  very  hard  working  group  of  physicians  not  only  grants  the  license 
to  practice  medicine  in  North  Carolina,  but  it  also  has  the  power  to  remove  it. 

In  past  years,  removal  of  the  license  to  practice  medicine  was  possible  for  only 
a very  limited  number  of  situations,  most  of  which  were  in  the  area  of  abuse  of 
drugs  and  alcohol.  A few  years  ago,  the  North  Carolina  Statutes  were  considerably 
strengthened,  authorizing  the  Board  to  act  in  cases  of  poor  quality  of  practice, 
questionable  ethical  behavior,  etc.,  in  addition  to  misuse  of  drugs  or  alcohol. 

In  addition,  the  Board  now  employs  an  investigator,  who  is  able  to  investigate 
alleged  inappropriate  practice  patterns  or  habits. 

Individuals  or  agencies  can  refer  to  the  Board  examples  of  practices  which  are 
felt  to  be  in  violation  of  state  statutes.  These  willv  be  investigated,  and  appro- 
priate action  taken.  In  the  past  year,  as  a result  of  such  charges,  six  licenses 
have  been  revoked,  five  physicians  have  been  placed  on  probation,  two  have  received 
formal  reprimand,  one  has  surrendered  his  license  and  several  others  are  pending. 

The  next  level  of  review  is  the  North  Carolina  Medical  Society's  Mediation  Commitpee. 
This  Committee  is  composed  of  the  five  most  recent  past  presidents  of  the  North 
Carolina  Medical  Society.  It  considers  all  complaints  made  to  the  Society  about 
member  physicians.  These  may  come  from  a patient,  an  interested  member  of  the 
public,  another  physician,  a pharmacist,  a spouse,  etc.  The  complaint  may  range 
from  over  charging,  to  poor  quality  of  practice,  to  ethical  lapses. 

The  Mediation  Committee  investigates  the  complaint,  and  if  this  is  felt  to  have 
substance,  the  accused  physician  is  invited  to  meet  with  the  group  for  discussion 
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of  the  charge.  If  punitive  action  is  felt  indicated,  it  may  take  a number  of  forms, 
such  as  referral  to  the  Board  of  Medical  Examiners,  withdrawal  of  membership  in 
the  Society,  referral  to  a hospital  medical  board,  etc.  A large  part  of  its  action 
is  in  counseling  the  member  regarding  his/her  practice  pattern. 

The  above  bodies,  especially  the  Board  of  Medical  Examiners,  can  severely  limit  or 
even  remove  the  ability  of  a physician  to  practice  medicine.  This  power  is  at 
times  a severe  limitation.  Colleagues  and  friends  tend  not  to  utilize  these  unless 
there  is  obvious  public  danger.  As  a result,  an  opportunity  to  deal  with  a problem 
at  an  early  stage,  when  rehabilitation  rather  than  punishment  is  appropriate,  is 


Informal  mechanisms  for  helping  physicians  who  are  in  difficulty  have  always  been 
available,  but  over  the  past  several  years  a more  formalized  structure  has  evolved. 

We  now  have  a continuing  committee — the  Committee  on  Physicians'  Health  & Effec- 
tiveness, with  the  specific  purpose  of  assisting  and  rehabilitating  troubled  or 
impaired  physicians.  This  Committee,  chaired  by  Dr.  Ted  Clark,  has  no  punitive 
functions  at  all. 

The  Committee  receives  referral  from  colleagues,  spouses,  or  any  other  source. 

Such  referrals  may  be  made  to  a member  of  the  Committee  or  to  the  North  Carolina 
Medical  Society.  In  the  case  of  a direct  call  to  the  North  Carolina  Medical  Society, 
the  caller  should  ask  to  speak  to  the  senior  staff  member  taking  calls  for  the 
Committee  on  Physicians'  Health  & Effectiveness.  In  this  way,  information  of  a 
sensitive  nature  need  not  be  shared  with  clerical  or  secretarial  level  staff. 

Problems  suitable  for  this  Committee  include  problems  related  to  drug  and  alcohol 
abuse,  and  mental  illness. 

When  such  problems  are  received,  these  are  placed  in  the  hands  of  committee  mem- 
bers or  other  trained  volunteers  who  act  as  intervenors.  Two  intervenors,  usually 
from  another  area  of  the  state,  call  on  the  troubled  physician.  When  possible, 
one  of  the  intervenors  will  be  a physician  who  has  had  a similar  problem,  and  who 
has  been  successfully  rehabilitated.  An  attempt  is  made  to  get  the  troubled  physi- 
cian to  accept  therapeutic  help.  Ideally,  two  individuals  are  identified  by  the 
intervenors  to  work  with  the  troubled  physician — a therapist,  and  a monitor.  The 
therapist  works  with  the  physician  as  a patient,  and  the  monitor  acts  as  a contact 
with  the  Committee. 

Other  states  have  had  much  success  with  a similar  mechanism,  and  our  North  Carolina 
Medical  Society  Committee  is  utilizing  the  experience  of  these  states  as  fully  as 
possible.  Using  these  techniques,  rehabilitation  has  been  possible  in  a high  per- 
centage of  cases.  We  hope  that  this  will  avoid  the  necessity  for  referral  to  the 
Mediation  Committee  or  to  the  Board  of  Medical  Examiners. 

It  should  be  emphasized  that  North  Carolina  has  had  remarkably  few  disciplinary  or 
poor  practice  habit  problems.  Those  which  we  have  had  have  been  handled  with  a 
minimum  of  publicity.  Nevertheless,  we  do  have  well  defined  mechanisms  for  handling 
such  problems  at  an  appropriate  level.  All  members  should  be  aware  of  these,  and 
should  not  hesitate  to  use  them.  To  do  so  is  our  obligation  as  members  of  a 
responsible  profession. 


lost. 


Sincerely , 


E.  Harvey  Estes,  Jr. , M.D. 
President 


If  you  were  suddenly  hit  by  a long 
crippling  disability , would  you  have 
adequate  tax  free  income  to  meet 
your  Financial  Needs?  ? ? 

If  you  do  not  have  the  full  $2166/mo. 
benefit  available  through  your  Soci- 
ety sponsored  program  then  you 
should  for  it  could  well  mean  the  dif- 
ference between  financial  ruin  and 
financial  independence. 


Official  Disability  Income  Plan 

for  eligible  members  since  1939 

North  Carolina  Medical  Society 

For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.— P.0.  Box  8500-27707—919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 

P.O.  Box  17824-28211—704-366-9359 

Dan  Haley  — Associate  — Greensboro,  N.C. 

P.O.  Box  5367-27403—919-299-0411 

Approved  Administrators  for  following  Professional  Groups. 

NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.'s  AND  BAR  GROUPS 


OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  IV,  Section  1: 


HOUSE  OF  DELEGATES 
Meetings  scheduled 

Notice  to:  Delegates,  Alternate  Delegates,  Officials 
of  the  ]\orth  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 
the  Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North 
Carolina,  at  the  following  times: 

Thursday,  May  4,  197# — 2:00  p.m. — Opening  Session 
Saturday,  May  6,  1070 — 2:00  p.m. — Second  Session 


A member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the 
Desk  in  the  Hotel  West  Lobby,  Thursday,  May  4,  1978,  from  8:30  a.m.  to 
12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their  Cre- 
dential Cards  for  presentation  at  the  Registration  Desk,  Delegate  Badges 
must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 

Reference  Committee  hearings  are  scheduled  to  begin  Friday,  May  5,  1978.  at  2:00  p.m. 


E.  Harvey  Estes,  Jr.,  M.D.,  President 
Marvin  N.  Lymberis,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard.  Executive  Director 
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INSURANCE  IS  A 
GENERIC  NAME 


MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

IS  THE  ONE  COMPANY  NAME  PRESCRIBED  MOST  OFTEN 
BY  NORTH  CAROLINA  DOCTORS  TO  SOLVE  THEIR 
INDIVIDUAL  PROFESSIONAL  LIABILITY  NEEDS 


DON’T  JUST  BUY  INSURANCE 
INSURE  WITH  MLMIC  — THE  NORTH 
CAROLINA  PHYSICIAN-OWNED  INSURANCE  COMPANY 


FOR  INFORMATION  CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

DOUGLASS  M.  PHILLIPS— GENERAL  MANAGER 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 


Phone  919  828-9334 


Introducing  your 
Purepac  generic 
detail  man. 


According  to  recent  surveys  by  two  leading 
pharmaceutical  journals,  Purepac  is  the 
number  one  generic  most  preferred  by 
pharmacists  in  the  United  States.  Yet,  it’s 
quite  possible  you’ve  never  even  heard  of 
us.  Simply  because  Purepac  has  no  detail 
men. 

That’s  good  news  and  bad  news. 

Good  news  because  we  pass  on  all  those 
savings  in  salaries  directly  to  your  patients 
through  lower  prices  to  pharmacists. 

Bad  news  because  we’re  unable  to  per- 
sonally tell  you  about  Purepac’s  quality 
control  and  new  drug  applications.  Or  that 


our  bioequivalence  is  every  bit  as  good  as 
the  more  expensive  national  brands. 

Matter  of  fact,  Purepac  generics  are 
equivalent  to  all  brand  names  in  every  re- 
spect, except  for  one . . . PUREPAC  COSTS 
LESS. 

So  while  it’s  true  we  could  use  the  extra 
recognition  a staff  of  detail  men  could  give 
us,  perhaps  the  reverse  is  also  true.  That  we 
Can  get  a lot  more  recognition  by  passing 
the  savings  on  to  your  patients  in  every 
Purepac  prescription. 

See  the  Purepac  listing  in  the  white  pages 
of  the  1978  PDR. 


SPECIAL  ARTICLE 


Maternal  Mortality  in  North  Carolina 

1971-1975 


W.  Joseph  May,  M.D.,*  and  Frank  C.  Greiss,  Jr.,  M.D. 


rHE  North  Carolina  Medical 
Society’s  Committee  on  Mater- 
al  Welfare  has  reviewed  maternal 
eaths  in  the  state  from  August  1, 
946,  through  December  31,  1975. 
)f  the  3,693  anonymous  records  re- 
iewed,  206  of  the  deaths  occurred 
uring  the  1971-1975  period.  Previ- 
us  studies1-6  have  analyzed  North 
Carolina’s  maternal  mortality  dur- 
lg  the  25  years  before  1971.  The 
resent  review  reports  the  1971-75 
xperience  to  determine  recent 
rogress  and  to  identify  current 
reas  of  concern.  This  seems  par- 
icularly  appropriate  in  view  of  the 
onsiderable  changes  in  social  at- 
itudes  and  abortion  laws  during  the 
eriod. 

MATERIAL  AND  METHODS 

Of  the  206  maternal  deaths  re- 
'orted  occurring  between  January 
, 1971,  and  December  31 , 1975,  23 
ccurred  between  three  and  six 
tonths  postpartum  and  22  of  these 
k'ere  excluded  from  analysis  consis- 


From  the  Department  of  Obstetrics  and  Gynecology, 
owman  Gray  School  of  Medicine  of  Wake  Forest  Univer- 
ty,  Winston-Salem,  North  Carolina  27103. 

’Chairman,  Committee  on  Maternal  Health.  North 
arolina  Medical  Society. 

Reprint  requests  to  Dr.  May. 


tent  with  the  definition  of  a maternal 
death  as  stated  by  the  Committee  on 
Maternal  and  Child  Care  of  the 
Council  on  Medical  Service, 


MATERNAL  DEATH:  The 

death  of  any  woman  dying  of 
any  cause  whatsoever  while 
pregnant  or  within  90  days  of 
the  termination  of  the  preg- 
nancy, irrespective  of  the  du- 
ration of  the  pregnancy  at  the 
time  of  the  termination  or  the 
method  by  which  it  was  termi- 
nated. 

DIRECT  OBSTETRIC 
CAUSE  OF  DEATH:  A death 
resulting  from  complications 
of  the  pregnancy  itself,  from 
intervention  elected  or  re- 
quired by  the  pregnancy,  or 
resulting  from  the  chain  of 
events  initiated  by  the  compli- 
cations or  the  intervention. 

INDIRECT  OBSTETRIC 
CAUSE  OF  DEATH:  A death 
resulting  from  disease  before 
or  developing  during  preg- 
nancy (not  a direct  effect  of 
the  pregnancy)  which  was  ob- 
viously aggravated  by  the 
physiological  effects  of  the 
pregnancy  and  caused  the 
death. 


American  Medical  Association  (see 
definitions  on  this  page).  The  excep- 
tion was  a woman  whose  progres- 
sive renal  deterioration  began  early 
in  the  puerperium  and  who  survived 
beyond  three  months  only  because 
of  dialysis  therapy.  Therefore,  184 
maternal  deaths  comprise  the  basis 
for  this  report. 

All  deaths  were  reviewed  by  the 
authors  and  classified  according  to 
the  recommendations  of  the  Ameri- 
can Medical  Association’s  commit- 
tee. Methods  of  analysis  and  def- 
initions have  previously  been 
reported.1-6  At  times,  physicians  in 
other  medical  specialities  were  con- 
sulted to  help  with  appropriate  clas- 
sification and  we  are  indebted  to 
those  who  contributed  their  time  so 
freely.  As  in  previous  reports, 
deaths  from  pulmonary  embolism 
occurring  within  three  months  of 
delivery  were  considered  direct 
obstetric  deaths.  Autopsies  were 
performed  after  108  (59%)  of  all  the 
maternal  deaths  and  after  68%  of  the 
direct  obstetric  deaths.  This  repre- 
sents a significant  increase  in 
post-mortem  confirmation  of  the 
cause  of  death  as  compared  to  ear- 
lier surveys.  Furthermore,  in  only 
five  cases  were  the  data  insufficient 
to  permit  proper  classification,  also 
an  improvement  over  the  studies  of 
the  1966-70  period. 
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RESULTS 

The  184  maternal  deaths  are  clas- 
sified according  to  type  in  Table  I. 
For  perspective,  the  major  death 
rates  for  five-year  periods  since 
1946  are  shown  in  Figure  1.  Total, 
direct  obstetric  and  indirect  obstet- 
ric death  rates  continue  to  decline  at 
a fairly  constant  rate  while  the 
non-obstetric  or  non-related  death 
rate  remains  essentially  unchanged 
from  previous  years.  Despite  these 
trends,  direct  obstetric  deaths  now 
comprise  over  half  (56%)  of  all  ma- 
ternal deaths. 

Direct  Obstetric  Deaths  — These 
are  classified  by  cause  of  death  in 
Table  II  and  30-year  trends  are 
shown  in  Figure  2.  During  1971-75 
toxemia  and  vascular  accidents 
comprised  28%  of  all  maternal 
deaths  and  half  of  the  direct  obstet- 
ric ones.  Etiologic  factors  in  the 
toxemic  deaths  are  similar  to  those 
in  previous  analyses  (Table  III), 
whereas,  62%  of  determinable  re- 
sponsibility was  related  to  minimal 
or  no  prenatal  care  in  the  1966-70 
analysis  (patient),  and  only  35%  was 
so  defined  during  1971-75.  Physi- 
cian responsibility  relating  to  failure 
to  pursue  signs  of  impending  tox- 
emia increased  from  38%  in  1966-70 
to  65%  in  1971-75. 

The  etiologies  of  embolic  deaths 
(vascular  accidents)  are  shown  in 
Table  IV.  Amniotic  fluid  embolism 
caused  almost  half  of  the  26  deaths. 
Characteristically,  these  occurred 
during  labor  and  were  catastrophic 
in  nature.  However,  in  contradis- 
tinction to  prior  reports,  neither  the 
status  of  the  membranes  nor  the 
stage  or  rapidity  of  labor  seemed  of 
etiologic  significance.  Air  embolism 
caused  four  deaths.  One  was  caused 
by  sex  play  (blowing  into  the  va- 
gina) and  two  others  were  probably 
so  related.  The  fourth  death  was  as- 
sociated with  an  elective  abortion 
and  will  be  discussed  later  in  this 
report. 

The  death  rate  from  hemorrhage 
continued  a steady  downward  trend 
from  1946-50.  Of  significance  are 
the  deaths  from  ectopic  pregnancy, 
ruptured  uterus,  coagulopathies 
and  those  which  occurred  at  home 
(Table  V).  Three  ectopic  pregnan- 
cies were  not  diagnosed  during  life 
and  two  patients  were  dead  on  arri- 
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Fig.  1.  Semi-log  graph  of  maternal  deaths  in 
North  Carolina  according  to  major  classifica- 
tion. 


val  at  the  hospital.  The  sixth  death 
was  associated  with  a cornual  preg- 
nancy. Two  of  the  four  ruptured 
uteri  occurred  in  normal  uteri,  one 
diagnosed  only  at  autopsy.  The 
other  two  ruptures  occurred  in 
cesarean  section  scars  that  involved 
the  upper  uterine  segment.  In  both 
instances,  the  patients  were  in  the 
last  trimester,  not  in  labor,  and 
premonitory  symptoms  of  lower 
abdominal  pain  were  present  for  24 
hours  before  the  acute  catastrophic 
terminal  event.  Coagulopathies  of 
unknown  etiology  caused  five 
deaths  and  in  three  of  the  four  in- 
stances of  placental  abruption,  a 
coagulopathy  was  the  principal 
problem.  Deaths  from  a uterine  in- 
version and  a retained  placenta  oc- 
curred in  two  unattended  home  de- 
liveries. Neither  of  these  patients 
had  medical  care  before  her  death. 

The  1971-75  death  rate  attrib- 
utable to  infection  continued  an 
unchanged  downward  trend. 
Moreover,  15  of  the  19  deaths  oc- 
curred in  1971-72  so  that  the  death 
rate  decreased  from  0.82  to  0.16  per 
10,000  live  births  during  1973-75. 
Eleven  of  the  deaths  resulted  from 
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Fig.  2.  Semi-log  graph  of  direct  obstetric 
deaths  in  North  Carolina  according  to  major 
causes. 


Table  I 

Maternal  Deaths  — 
North  Carolina,  1971-75 


No. 

Percent" 

Rate* 

Direct  obstetric 

103 

56  0 

2.37 

Indirect  obstetric 

41 

22.3 

0.94 

Non-related 

35 

19.0 

0 80 

Insufficient  data 

5 

2.7 

0.11 

Total 

184 

100  0 

4.23 

*%  of  total  maternal  deaths 
+ per  10,000  live  births 


Table  II 

Direct  Obstetric  Maternal  Deaths 
North  Carolina,  1971-75 


No. 

Percent" 

Rate* 

Toxemia 

26 

14.1 

0 60 

Vascular  Accidents 

26 

14.1 

0 60 

Hemorrhage 

22 

12  0 

0.50 

Infection 

19 

10  3 

0.44 

Anesthesia 

5 

2.7 

0.11 

Indeterminate 

5 

2.7 

0.11 

Total 

103 

56  0 

2.37 

* % of  total  maternal  deaths 
+ per  10,000  live  births 


Table  III 

Maternal  Deaths  from  Toxemia 
North  Carolina,  1971-75 


Cause  Number 

Cerebrovascular  Accident  10  (5 

Coma  or  Cerebral  Edema  7 (6l 

Renal  Cortical  Necrosis  1 01 

Indeterminate  8 (5| 

Total  26  0 


( ) indicates  number  with  no  or  minimal  prenatal  ca 
(patient  responsibility  -6)  or  where  signs  of  impen 
mg  toxemia  were  present  and  not  actively  pursui 
(physician  responsibility -1 1) 


Table  IV 

Maternal  Deaths  from  Embolism 
North  Carolina,  1971-75 


Cause 

Numbei 

Amniotic  fluid 

id 

Blood  clot 

ic 

Air 

1 

Total 

2 c|. 

Table  V 

Maternal  Deaths  from  Hemorrhage 
North  Carolina,  1971-75 

Cause  Numbe 

Ectopic  Pregnancy 
Ruptured  Uterus 
Ruptured  Liver 
Abruptio  placentae 
Uterine  Eversion" 

Retained  Placenta" 

Coagulopathy,  unknown  cause 

Total  2| 

"home  delivery 
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Table  VI 


Maternal  Deaths  from  Infection 
North  Carolina,  1971-77 


Cause 

Number 

iptic  shock  without  overt 

extrauterine  abscesses  or 
peritonitis 

4 

(3) 

■neralized  peritonitis  and 

abscess  formation 

15 

(13) 

tal 

19 

(16) 

) indicates  number  managed  with  inadequate  or  de- 
layed definitive  surgical  therapy 


amplications  of  abortion.  The 
mses  of  deaths  due  to  infection  are 
town  in  Table  VI.  In  84%  prompt, 
efiniti ve  surgical  therapy  was  not 
stituted. 

Only  five  deaths  resulted  from 
testhesia,  a continuation  of  a 
eady  decline  begun  in  1951-55. 
ne  death  was  caused  by  aspiration 
' gastric  contents  and  four  were 
ie  to  hypoxia  from  inadequate 
mtilation. 

Indirect  Obstetric  Deaths  — 

hese  are  listed  in  Table  VII  accord- 
g to  the  primary  process.  Cardio- 
iscular  deaths  continue  to  com- 
ise  approximately  half  of  these 
:aths  and  the  tetrad  of  cardiovas- 
llar,  pulmonary,  renal  and  hepatic 
seases  constituted  more  than  75% 
' them. 

Non-Related  Deaths  — These  are 
lown  in  Table  VIII.  Accidents 
intinue  to  account  for  the  majority 
’ these  deaths. 

Maternal  Deaths  by  Race  — Table 
( shows  maternal  death  rates  by 
ce,  classification  and  major  direct 
luses.  Also  shown  are  the  total 
istetric  death  rates  for  1969-70. 
lie  death  rate  for  non-whites  is  2.72 
nes  that  for  whites  and  is  essen- 
illy  unchanged  since  1966-70.  This 
tio  increases  to  3.12  when  only 
rect  obstetric  deaths  are  consid- 
ed.  Among  the  major  direct 
luses  of  death  the  ratios  for  tox- 
nia  (4.20)  and  infection  (4.80)  are 
ominent. 

Abortion  Deaths  — Seventeen 
-aths  related  to  criminal,  elective, 
dicated  or  neglected  spontaneous 
lortions  occurred  during  the  study 
-riod  (Table  X).  However,  14  of 
lese  (82%)  occurred  in  1971-72  and 
nee  those  years,  no  deaths  have 
-en  attributable  to  criminal  abor- 


Table  VII 

Indirect  Obstetric  Maternal  Deaths 
North  Carolina,  1971-75 


No. 

Percent* 

Rate* 

Cardiac 

16 

8.7 

0.37 

Vascular  Disease 

7 

3.8 

0.16 

Pulmonary 

7 

3.8 

0.16 

Renal 

4 

2.2 

0.09 

Hepatic 

3 

1.6 

0.07 

Sickle  cell  Disease 

2 

1.1 

0.04 

Diabetes  mellitus 

1 

0.5 

0.02 

Indeterminate 

1 

0.5 

0.02 

Total 

41 

22.3 

0.94 

' % of  total  maternal  deaths 
+ per  10,000  live  births 


Table  VIII 

Maternal  Deaths  from  Nonrelated  Causes 
North  Carolina,  1971-75 


No. 

Percent* 

Rate* 

Accident 

21 

11.4 

0.48 

Neoplasm 

5 

2.7 

0.11 

Homicide 

4 

2.2 

0.09 

Other 

5 

2.7 

0.11 

Total 

35 

19.0 

0.80 

* % of  total  maternal  deaths 
+ per  10,000  live  births 


Table  IX 


Maternal  Death  Rates  by  Race,  Classification  and  Major  Direct 
North  Carolina,  1971-75 

Causes 

Non-white* 

White* 

Non-white* /White 

Direct  Obstetric 

4 46 

1.43 

3.12 

Hemorrhage 

0.96 

0.30 

3.20 

Toxemia 

1.26 

0.30 

4 20 

Infection 

0.96 

0.20 

4.80 

Vascular  accidents 

0.74 

0.53 

1.40 

Anesthesia 

0.22 

0.07 

3.14 

Indirect  Obstetric 

1.63 

0.63 

2 59 

Non-related 

1.34 

0.56 

2.39 

Total  Obstetric 

7.50 

2.76 

2.72 

Total  Obstetric  (1966-70) 

11.69 

4.39 

2.66 

+ rate  per  10,000  live  births 


Table  X 

Abortion  Deaths  by  Category  and  Major  Cause 
North  Carolina,  1971-75 


Year 

Criminal 

Elective 

Indicated 

Neglected 

Total 

1971 

5 

2 

0 

0 

7 

(4  1,  1 R)* 

(1  1,  IE)* 

1972 

3 

2 

2 

0 

7 

(3  D* 

(1  1.  IE)* 

(1  1.  1 A)’ 

1973 

0 

0 

0 

0 

0 

1974 

0 

0 

0 

0 

0 

1975 

0 

1 

(A)* 

1 

(C)* 

1 

or 

3 

Total 

8 

5 

3 

1 

17 

(7  1,  1 R)* 

(2  1,  2E,  A) 

(1,  A,  C)* 

or 

(11  1.  2E,  R,  2A,  C)' 

*1  = Infection,  R = Renal,  E = Embolism,  A = Anesthesia,  C = Cardiac 
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Table  XI 


Conceptions*  in  North  Carolina,  1971-75** 


Live  Births 

Pregnancy  Terminations 

Total 

No./(%  of  total) 

No./(%  of  total) 

(No.) 

1971 

95.527 

4,378 

99,905 

(95.6) 

( 4 4) 

1972 

88,894 

8.365 

97,259 

(91.4) 

( 8 6) 

1973 

85,729 

11.935 

97,664 

(87.8) 

(12.2) 

1974 

84,246 

16,463 

100.709 

(83.6) 

(16.4) 

1975 

80.885 

19.960 

100,845 

(80  2) 

(19.8) 

1971-75 

435,281 

61,101 

496,382 

(87.6) 

(12.4) 

•Excludes  stillbirths 

"Proportions  of  live  births  and  pregnancy  terminations  are  almost  identical  when  analysed  by  race. 

tion.  Five  maternal  deaths  occurred 
during  or  after  elective  termination 
of  pregnancy,  two  in  the  first  trimes- 
ter and  three  in  the  second  trimes- 
ter. Of  note  is  an  air  embolus  due  to 
a reversal  of  negative  pressure  on  a 
suction  curettage  machine  and  an 
amniotic  fluid  embolism  which 
occurred  immediately  after  hy- 
pertonic saline  injection  and  was 
associated  with  coagulopathy. 
Another  patient  died  of  inadequate 
oxygenation  during  a second  tri- 
mester hysterotomy. 

Three  deaths  occurred  in  the 
indicated  abortion  category. 
Peritonitis  followed  a mid-trimester 
hysterotomy  for  chronic  nephritis  in 
one  patient.  Inadequate  ventilation 
and  hypoxia  caused  the  death  of  a 
patient  during  First  trimester  dilata- 
tion and  curettage  (D  & C)  for 
amyotrophic  lateral  sclerosis  and 
acute  cardiac  failure  occurred  dur- 
ing a first  trimester  D & C for  tricus- 
pid atresia. 

The  one  death  from  infection 
since  1972  apparently  complicated  a 
neglected  spontaneous  abortion 
since  a reliable  history  was  obtained 
and  no  apparent  social  reasons  for 
termination  of  pregnancy  were  evi- 
dent. 

COMMENT 

Although  maternal  deaths  in 
North  Carolina  from  direct  and  indi- 
rect obstetric  causes  (except  vascu- 
lar accidents  or  embolism)  continue 
to  decline,  errors  in  care  related  to 
patient  negligence  and  lack  of  ag- 
gressive medical  management  con- 
tinue to  occur  too  frequently.  With 
both  toxemia  and  infection,  such  er- 


rors could  account  for  one-third  of 
the  direct  obstetric  deaths  reviewed 
from  1971  to  1975.  However,  it  is 
increasingly  apparent  that  evolving 
socioeconomic  factors  significantly 
influence  patient  and  physician  at- 
titudes and  that  these  factors  may 
comprise  a major  barrier  to  im- 
proved obstetric  care.  The  past  five 
years  have  seen  a marked  rise  in 
hospitalization  costs  that  could  and 
have  dampened  both  the  physi- 
cian’s and  patient’s  enthusiasm  for 
prompt  hospitalization  for  mild 
pre-eclampsia  or  for  apparently 
low-grade  puerperal  infection. 
While  Medicaid  may  provide  for 
costs  of  prenatal  and  hospital  care 
of  many  indigent  women,  we  still 
have  a large  number  of  medically 
indigent  women  for  whom  only  pre- 
natal care  is  reimbursed.  This  situa- 
tion is  compounded  by  the  fact  that 
the  incidences  of  many  obstetrical 
complications  are  increased  among 
these  patients.  The  statistics  com- 
paring non-white  and  white  mortal- 
ity rates  by  cause  are  particularly 
enlightening  in  this  regard.  In  only 
one  etiologic  category,  vascular  ac- 
cidents, where  social  and  economic 
factors  would  be  thought  to  exert 
minimal  influence,  does  the  non- 
white/white ratio  begin  to  approach 
equality.  Conversely,  where  such 
factors  would  be  thought  to  exert 
maximal  effects,  toxemia  and  infec- 
tion, the  ratios  are  inordinately 
high.  Immediate  solutions  to  these 
problems  will  not  be  forthcoming.  It 
is  imperative,  therefore,  that  in- 
creased emphasis  must  be  placed  on 
patient  education  so  that  women  in 
the  indigent  group  will  appreciate 


their  increased  vulnerability  ant 
will  seek  medical  care  more  ac 
tively.  Physicians  must  be  particu 
larly  aware  of  the  increased  vul 
nerability  of  non-white  indigen 
women  and  become  even  more  ag 
gressive  in  their  care. 

The  past  five  years  have  seen 
marked  change  in  laws  and  attitude 
about  elective  abortion.  Table  X 
summarizes  the  frequency  of  preg 
nancy  terminations  from  197 
through  1975.  Although  the  numbe 
of  conceptions  has  remained  cor 
stant  in  North  Carolina  at  aboi 

100.000  per  year,  the  number  c' 
elective  abortions  has  progressive! 
increased  to  over  20%.  While  it  ha 
been  suggested  that  maternal  moi 
tality  might  now  be  more  properl 
expressed  on  the  basis  of  concej 
tions  rather  than  live  births,  w 
elected  to  keep  definitions  constai 
in  this  analysis  for  purposes  of  con 
parison.  It  is  pertinent,  howeve 
that  if  one  were  to  express  electix 
abortion-related  deaths  per  10,0( 
reported  pregnancy  termination 
the  overall  Five-year  rate  would  I 
0.82  and  the  rate  from  1973  throuf 
1975  would  be  0.2!  (two  electix 
abortion  deaths  per  100,000  tern' 
nations).  This  would  be  compart 
with  a similarly  adjusted  tive-ye 
direct  obstetric  death  rate  of  2. 
per  10,000  live  births  or  a 1973-’ 
rate  of  1 .91  (17  maternal  deaths  u 
related  to  elective  abortion  p 

100.000  live  births). 

It  is  significant  that  no  materr 
deaths  from  criminal  abortion  ha’ 
occurred  in  North  Carolina  sin> 
the  Supreme  Court  decision 
January,  1973,  liberalizing  abortii 
laws.  Alternately,  the  difficulti 
associated  with  learning  ne 
techniques  are  evidenced  by  the  ii 
tial,  prohibitively  high  mortality 
3. 14  deaths  per  10,000 elective  abt 
tions  in  1971-72.  However,  su- 
sequent  statistics  have  proved  t: 
safety  of  the  procedure  particulai 
in  the  first  trimester  and  have  ei 
phasized  the  increased  hazard  < 
sociated  with  terminations  duri; 
the  second  trimester.  We  must  cc- 
clude  from  these  data  that  the  avti 
ability  of  nominally-priced  abt- 
tions  in  carefully  supervised  dim > 
has  virtually  eliminated  crimir  1 
abortion  as  a cause  of  maternal  m<- 
tality  in  North  Carolina.  We  ci 
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only  decry  recent  legislation  depriv- 
ing medically  indigent  women  from 
reimbursement  for  this  service 
since  the  alternative  may  be  a re- 
surgence of  criminal  abortion;  at 
best  legal  termination  may  be  de- 
layed until  the  second  trimester 
when  complications  are  increased. 

In  conclusion,  a few  comments 
must  be  made  about  our  increas- 
ingly litigious  society  and  the  im- 
pact it  may  have  on  programs  which 
make  possible  analyses  such  as 
those  presented  herein.  The  medi- 
cal profession  is  becoming  increas- 
ingly accountable  for  its  activities. 


Under  these  circumstances,  it  be- 
comes vital  that  continual  reap- 
praisals of  morbidity  and  mortality 
statistics  are  made  so  that  we  may 
remain  the  determiners  of  standards 
of  excellence  in  medical  care.  Re- 
cently some  committee  requests  for 
information  regarding  maternal 
deaths  have  met  with  physician 
and/or  hospital  reluctance  to  com- 
ply. We  stress  that  the  activities  of 
this  committee  are  completely 
anonymous  and  that  no  comment 
other  than  the  categorical  cause  of 
death  is  kept  in  each  record.  We 
commend  the  physicians  of  North 


Carolina  for  their  participation  in 
this  program  and  urge  their  whole- 
hearted cooperation  in  the  future. 
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Our  walks  were,  however,  curtailed  in  several  directions  by  my  old  Cincinnati  enemies,  the  pigs; 
immense  droves  of  them  were  continually  arriving  from  the  country  by  the  road  that  led  to  most  of  our 
favourite  walks;  they  were  often  fed  and  lodged  in  the  prettiest  valleys,  and  worse  still,  were  slaughtered 
beside  the  prettiest  streams.  Another  evil  threatened  us  from  the  same  quarter,  that  was  yet  heavier.  Our 
<?“?*?  an  P!azza,  (a  luxury  almost  universal  in  the  country  houses  of  America),  which, 

shaded  by  a group  of  acacias,  made  a delightful  sitting-room;  from  this  favourite  spot  we  one  day 
perceived  symptoms  of  building  in  a field  close  to  it;  with  much  anxiety  we  hastened  to  the  spot  and 
asked  what  building  was  to  be  erected  there. 

“’Tis  to  be  a slaughter-house  for  hogs,”  was  the  dreadful  reply.  As  there  were  several  gentlemen’s 
houses  in  the  neighbourhood,  I asked  if  such  an  erection  might  not  be  indicted  as  a nuisance 

“A  what?” 

'A  nuisance,”  I repeated,  and  explained  what  I meant. 

No,  no,  was  the  reply,  "that  may  do  very  well  for  your  tyrannical  country,  where  a rich  man’s  nose 
is  more  thought  of  than  a poor  man’s  mouth;  but  hogs  be  profitable  produce  here,  and  we  be  too  free  for 
such  a law  as  that,  I guess.”  — Domestic  Manners  of  the  Americans,  Frances  Trollope,  London,  1832. 
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Amniotic  Fluid  Alpha-Fetoprotein  Levels 
In  Antenatal  Diagnosis  of  Neural  Tube  Defects 


A.  Myron  Johnson,  M.D.,  Philip  D.  Buchanan,  Ph.D.,  Selman  I.  Welt,  M.D.,  Harold  O.  Goodman,  Ph.D., 
Arthur  C.  Christakos,  M.D.,  R.  Herbert  Wiebe,  M.D.,  Edward  H.  Bishop,  M.D.,  Arthur  S.  Aylsworth,  M.D., 

and  Robert  T.  Herrington,  M.D. 


ABSTRACT  The  usefulness  of 
amniotic  fluid  a 1 -fetoprotein  quanti- 
tation in  antenatal  diagnosis  of  sev- 
eral fetal  disorders,  especially  open 
neural  tube  defects,  has  been  well- 
established.  This  analysis  should  be 
performed  on  all  amniotic  fluid  sam- 
ples obtained  for  antenatal  diagnosis, 
preferably  along  with  maternal 
serum  obtained  before  amniocen- 
tesis. Because  of  the  possibility  of 
false-positive  and  false-negative  re- 
sults, however,  the  physicians  coun- 
seling the  patients  must  be  aware  of 
the  potential  problems  and  be  able  to 
interpret  the  results  correctly  and 
cautiously.  We  consider  it  essential 
that  someone  with  this  capability 
have  direct  contact  with  the  patient 
and  her  husband  in  order  to  prevent 
misinterpretation.  In  addition,  care- 
ful ultrasonography  is  necessary  to 
reduce  the  likelihood  of  penetration 
of  the  placenta,  to  ascertain  the 
number  of  fetuses  present  and  to  look 
for  obvious  fetal  defects.  Therefore, 
amniocentesis  for  such  antenatal 

From  the  Departments  of  Pediatrics  (Drs.  Johnson. 
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diagnosis  should  be  performed  only 
in  centers  with  adequate  facilities 
and  personnel  for  ultrasonography 
and  counseling. 

BROCK  and  Sutcliffe  reported  in 
1972  that  cu -fetoprotein  (AFP) 
levels  in  amniotic  fluid  were  ele- 
vated in  the  majority  of  pregnancies 
in  which  the  fetus  had  anencephaly 
or  open  spina  bifida.1  Since  that 
time,  their  observation  has  been 
confirmed  in  many  centers.  In  addi- 
tion. levels  have  also  been  shown  to 
be  elevated  in  association  with 
several  other  serious  fetal  defects, 
such  as  congenital  nephrosis,2  om- 
phalocele and  gastroschisis,3  and 
esophageal  atresia,4  and  with  fetal 
death.5 

The  Special  Protein  Laboratory 
at  North  Carolina  Memorial  Hospi- 
tal in  Chapel  Hill  has  been  assaying 
AFP  in  amniotic  fluid  samples  ob- 
tained for  antenatal  chromosomal 
diagnosis  since  1973  and  more  re- 
cently in  samples  obtained  specifi- 
cally because  of  a family  history  of 
neural  tube  abnormalities.  In  most 
cases  maternal  serum  has  also  been 
assayed.  This  report  summarizes 
our  experience  to  date. 

Case  Report 

C.  O.,  a 38-year-old  married 
white  primagravida,  was  admitted 


to  the  Duke  University  Medical 
Center  at  approximately  16  weeks' 
gestation  because  of  a 7 x 9 cm  left 
adnexal  mass  noted  on  physical 
examination  and  confirmed  by  ul- 
trasonography. The  presence  of  a 
fetal  head  was  uncertain.  There  was 
a family  history  of  colonic  and 
breast  carcinoma,  but  not  of  neural 
tube  defects.  At  laparotomy,  a be- 
nign ovarian  cyst  and  a serosal 
leiomyoma  were  removed,  and  am- 
niocentesis was  performed.  The 
amniotic  fluid  fetoprotein  level  was 
270  micrograms  per  ml  (95th  per- 
centile of  normal  for  this  gestational 
age  in  our  laboratory  is  approxi- 
mately 40  No  fetal  hemo- 

globin was  detectable,  and  the  a2- 
macroglobulin  level  was  14.9  /ctg/ml 
(our  normal  range  for  16  weeks, 
0.9-4. 5 /xg/ml).  No  maternal  serum 
sample  was  obtained  at  that  time  foi 
AFP  quantitation.  Because  of  the 
possibility  that  the  fetoprotein  was 
of  maternal  origin,  possibly  from 
the  tumor,  the  patient  returned  for  £j 
blood  sample.  The  serum  AFP  was 
normal,  and  no  fetal  head  was  seer 
by  repeat  ultrasonography. 

The  patient  was  readmitted  to  the 
medical  center  at  18  weeks’  gesta 
tion  when  therapeutic  abortion  was 
induced  by  intra-amniotic  prosta 
glandin  F2a.  The  fetus  was  anence 
phalic,  with  an  open  thoracic  neura  1 
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tube  defect.  Amniotic  fluid  AFP 
was  132  /Ag/ml  at  the  time  of  induc- 
tion. 

MATERIALS  AND  METHODS 

Amniotic  fluid  samples,  usually 
obtained  by  transabdominal  am- 
niocentesis, were  centrifuged  as 
soon  as  possible.  The  cell  button 
was  saved  in  most  cases  for  assay 
for  fetal  hemoglobin,  particularly  if 
red  cells  were  present.  The  clear 
supernatant  fluid  was  assayed  for 
ai-fetoprotein  and  c*2-macroglobu- 
lin  («2M)  by  electroimmuno  assay.6 
Antiserum  to  AFP  was  raised  in 
rabbits;  that  to  a2M  was  obtained 
from  Technicon  (Tarrytown,  N.Y.). 
When  fetoprotein  levels  were  ele- 
vated, a lysate  of  the  cell  button 
(when  available),  the  amniotic  fluid, 
or  both  were  examined  by  double 
immunodiffusion7  or  electroim- 
muno assay  for  the  presence  of  fetal 
hemoglobin,  using  antiserum  ob- 
tained from  Behring  Diagnostics 
(Somerville,  N.J.). 

Maternal  blood  was  obtained  in 
most  cases  just  prior  to  amniocen- 
tesis and  allowed  to  clot.  The  serum 
was  assayed  for  on  -fetoprotein  and 
22-macroglobulin  as  described 
above.  (The  lower  limit  of  detection 
for  AFP  as  performed  was  100 
nanograms/ml.) 

RESULTS 

As  has  been  noted  previously  by 
Milford-Ward  in  England,8  the  dis- 
tribution of  our  values  of  amniotic 
fluid  AFP  at  a given  gestational 
age  is  approximately  normal  if 
ogarithmic  transformation  is  per- 
'ormed.  Our  values  from  541  normal 
pregnancies  are  shown  in  Figure  1, 
vith  the  regression  lines  estimated 
'rom  the  logarithmic  means  and 
standard  deviations  at  one-half 
veek  intervals. 

The  two  values  for  the  patient 
^resented  here  are  shown  on  the 
;raph,  connected  by  a dashed  line 
abeled  C.  O.  The  value  from  a sec- 
>nd  pregnancy  associated  with  an 
mencephalic  fetus  is  also  shown 
N.C.),  along  with  that  of  an 
imniotic  fluid  contaminated  with 

significant  amount  of  fetal  blood 
put  from  a normal  pregnancy 
E.  H.  M.).  Although  m-macroglo- 
>ulin  levels  in  amniotic  fluid  are 


GESTATION,  WEEKS  (MENSTRUAL) 

Fig.  1 Normal  ranges  for  amniotic  fluid  ou- 
fetoprotein  concentrations  between  14  and  21 
weeks’  gestation,  expressed  as  the  mean  plus 
and  minus  2 log  standard  deviations.  The 
samples  labeled  C.O.  and  N.C.  were  from 
pregnancies  with  fetal  neural  tube  defects; 
E.H.M.  from  a normal  pregnancy,  with  am- 
niotic fluid  contaminated  with  fetal  blood. 

elevated  in  the  presence  of  open 
neural  tube  defects,  as  in  the  patient 
presented  here,  most  elevated 
levels  in  our  series  have  been  the 
result  of  contamination  with  mater- 
nal or  fetal  blood.  We  have  found 
the  assay  for  fetal  hemoglobin  in  the 
amniotic  fluid  and  the  cell  button  to 
be  the  most  reliable  indicator  for  the 
presence  of  fetal  blood. 

Most  maternal  serum  samples 
with  elevated  AFP  levels  were 
obtained  after  amniocentesis. 
Milford-Ward  has  shown  that  50% 
of  maternal  blood  samples  obtained 
after  amniocentesis  have  detectable 
contamination  with  fetal  blood,  pre- 
sumably from  penetration  of 
placenta.9 

DISCUSSION 

Quantitation  of  cn -fetoprotein  in 
amniotic  fluid  is  now  well- 
established  as  an  accurate  antenatal 
diagnostic  procedure  for  open 
neural  tube  defects.  In  a large  pros- 
pective study  in  the  United  King- 
dom,9 95%  of  such  pregnancies 
were  associated  with  levels  over  2 
log  standard  deviations  above  the 
mean.  Other  investigators  have 
used  different  statistical  methods, 
with  similar  results.10-11 

The  most  common  causes  of  error 
are  miscalculated  gestational  ages 
and  the  presence  of  fetal  blood.9-12 
The  former  source  of  error  can  be 


partially  eliminated  by  the  use  of 
ultrasonography  to  estimate  fetal 
size;  this  procedure  is  also  recom- 
mended prior  to  amniocentesis  to 
localize  the  placenta,  thus  reducing 
the  risk  of  fetal  blood  contamina- 
tion, and  to  determine  the  number 
of  fetuses  present.9-12  Twins  in  a 
single  amniotic  sac  are  associated 
with  slightly  higher  amniotic  fluid 
AFP  levels.  If  two  or  more  sacs  are 
present,  the  results  from  the  fluid  of 
one  sac  are  relevant  only  to  that 
fetus. 

All  fluids  with  elevated  AFP  must 
be  assayed  for  fetal  hemoglo- 
bin.10-12,13 Fetal  serum  contains  ap- 
proximately 150-200  times  the  am- 
niotic fluid  concentration  of  AFP, 
so  that  even  a one  percent  contami- 
nation with  fetal  blood  will  signifi- 
cantly raise  the  amniotic  fluid  AFP 
level.13  If  no  AFP  is  detected,  the 
fluid  may  be  maternal  urine.  To 
date,  we  have  received  one  mater- 
nal urine  in  a series  of  nearly  600 
amniotic  fluids.  Renal  agenesis  of 
the  fetus  may  result  in  undetectable 
levels  in  amniotic  fluid. 

The  majority  of  amniocenteses 
performed  at  the  present  time  in  this 
country  are  for  chromosomal  diag- 
nosis as  a result  of  the  increased  risk 
of  trisomy  21  in  fetuses  born  to 
mothers  over  35  years  of  age. 
Milunsky  has  shown  that  the  inci- 
dence of  open  neural  tube  defects  in 
their  series  of  such  pregnancies  is  1 
in  300, 14  a strong  argument  for 
quantitation  of  AFP  in  all  amniotic 
fluids  obtained  for  antenatal  diag- 
nosis. 

In  addition,  amniocentesis  is  rec- 
ommended specifically  for  AFP 
quantitation  if  there  is  a history  of  a 
previous  infant  with  an  open  or 
closed  neural  tube  defect,  congeni- 
tal nephrosis,  or  gastrointestinal  or 
abdominal  wall  defect,  or  a history 
of  such  disorders  in  close  relatives. 
Amniotic  fluid  analysis  is  more  reli- 
able than  that  of  maternal  serum  for 
open  neural  tube  defects,  approxi- 
mately 95%  having  elevated  AFP 
concentrations  in  comparison  to 
75%  of  maternal  sera.9 

Obviously,  many  first  affected  in- 
fants in  a family  will  be  missed  by 
such  a program,  since  most  are  born 
to  mothers  with  no  indication  for 
amniocentesis.  As  noted  above,  ap- 
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proximately  75%  of  open  neural 
tube  defects  can  be  detected  by  rou- 
tine screening  of  maternal  sera  at 
14-21  weeks'  gestation.1’  As  yet.  no 
funding  for  such  a program  is  avail- 
able in  this  state.  We  feel,  however, 
that  the  maternal  serum  AFP  level 
(on  a sample  obtained  just  prior  to 
amniocentesis  to  avoid  fetal  blood 
contamination)  should  be  deter- 
mined as  an  indicator  of  severe  fetal 
distress  (impending  or  missed  abor- 
tion)15 and  of  the  possibility  of 
elevated  amniotic  fluid  levels  sec- 
ondary to  maternal  disease,  par- 
ticularly hepatitis,  hepatoma,  or 
ovarian  tumors.  Most  of  the  amni- 
otic fluid  proteins  are  derived  from 
the  maternal  plasma,  with  expected 
levels  for  a protein  the  size  of  AFP 
about  5%  to  10%  of  the  maternal 
serum  level.16 

It  must  be  kept  in  mind  that  5% 
to  10%  of  neural  tube  defects  are  as- 
sociated with  normal  amniotic  fluid 
AFP  concentrations.  The  majority 
of  these  are  so-called  closed  de- 
fects, covered  by  a full  layer  of  skin. 
Therefore,  in  no  case  can  one 
guarantee  the  presence  of  an  unaf- 
fected fetus,  regardless  of  the  AFP 
level.  The  converse  is  likewise  true. 
An  elevated  level,  otherwise  un- 
explained, may  be  seen  with  a nor- 
mal fetus.  The  patient,  and  her  hus- 
band when  available,  must  be  in- 


formed of  the  possibility  of  both 
false-positive  and  false-negative  re- 
sults. 

Recent  reports  have  shown  the 
risk  of  second-trimester  amniocen- 
tesis to  be  less  than  0.5%. 17,18  Pos- 
sible complications  include  induc- 
tion of  labor,  hemorrhage,  infec- 
tion, or  fetal  trauma.  Thus,  although 
the  procedure  is  not  completely 
without  danger,  the  risk  is  low 
enough  to  encourage  physicians  to 
request  amniocentesis  for  antenatal 
diagnosis  of  neural  tube  defects 
when  family  or  gestational  history 
so  warrants. 

Because  of  the  complexity  of  the 
counseling  required  and  the  neces- 
sity for  careful  ultrasound  examina- 
tion, we  recommend  that  amniocen- 
tesis for  AFP  quantitation  be  done 
only  in  a center  qualified  for  this. 
Physicians  desiring  antenatal  diag- 
nosis are  encouraged  to  contact  one 
of  the  authors  of  this  report. 
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But  if  the  condition  of  the  labourer  be  not  superior  to  that  of  the  English  peasant,  that  of  his  wife  and 
daughters  is  incomparably  worse.  It  is  they  who  are  indeed  the  slaves  of  the  soil.  One  has  but  to  look  at 
the  wife  of  an  American  cottager,  and  ask  her  age,  to  be  convinced  that  the  life  she  leads  is  one  of 
hardship,  privation,  and  labour.  It  is  rare  to  see  a woman  in  this  station  who  has  reached  the  age  of  thirty, 
without  losing  every  trace  of  youth  and  beauty.  You  continually  see  women  with  infants  on  their  knee, 
that  you  feel  sure  are  their  grand-children,  till  some  convincing  proof  of  the  contrary  is  displayed.  Even 
the  young  girls,  though  often  with  lovely  features,  look  pale,  thin,  and  haggard.  — Domestic  Manners  of 
the  Americans.  Frances  Trollope,  London,  1832. 
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Psychiatric  Sequelae  of  Therapeutic  Abortions 
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ABSTRACT  The  literature  con- 
cerning the  psychiatric  sequelae  of 
therapeutic  abortion  is  reviewed. 
Contrary  to  the  literature,  the  au- 
thors report  significant  psychiatric 
illness  in  some  cases  as  a direct  result 
of  the  emotional  impact  of  the  abor- 
tion. Sequelae  in  other  family  mem- 
bers is  emphasized  and  the  need  for 
attention  to  the  emotional  impact  of 
therapeutic  abortion  is  discussed. 

TN  1973  the  U.S.  Supreme  Court 
T ruled  that  early  elective  abortion 
is  a woman’s  right  and  is  a matter 
only  between  her  and  her  doctor. 
Since  that  decision,  the  number  of 
therapeutic  abortions  in  this  coun- 
try has  risen  sharply.  Last  year,  for 
instance,  1.1  million  were  per- 
formed. 

Before  that  Supreme  Court  deci- 
sion, the  North  Carolina  General 
Assembly  had,  in  1967,  amended 
the  state  abortion  statutes  to  permit 
the  termination  of  any  pregnancy 
certified  to  be  a threat  to  the  health 
of  the  woman.  The  number  of  abor- 
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tions  performed  in  North  Carolina 
increased  rapidly  and  the  vast 
majority  required  psychiatric  cer- 
tification that  the  mental  health  of 
the  mother  would  be  compromised 
by  a continuation  of  the  pregnancy. 
After  the  1973  Supreme  Court  deci- 
sion that  medical  or  psychiatric 
grounds  were  not  needed  to  justify 
abortions,  the  number  of  women 
evaluated  by  psychiatrists  before 
getting  abortions  dropped  to  nearly 
zero. 

Recent  administrative  decisions 
by  the  U.S.  Department  of  Health, 
Education,  and  Welfare  have  stipu- 
lated certain  changes  in  Medicaid 
regulations.  Medicaid,  a health  care 
program  financed  mainly  by  federal 
monies,  has  paid  for  about  a third  of 
the  abortions  in  this  country  each 
year.  In  North  Carolina,  for  exam- 
ple, during  the  first  five  months  of 
1977,  federal  funds  provided  for 
1,691  abortions.  The  Secretary  of 
Health,  Education,  and  Welfare  is- 
sued a statement  last  August  4 de- 
claring that  only  those  women 
whose  lives  were  endangered  by 
pregnancy  or  childbirth  could  re- 
ceive federally  financed  abortions. 
This  statement  followed  two  recent 
court  rulings:  first,  the  Supreme 
Court  had  ruled  that  a woman  has 
no  right  to  expect  government  to 
pay  for  an  abortion  that  isn’t  medi- 
cally necessary;  and,  secondly,  an 


injunction  against  the  Hyde 
Amendment  was  lifted.  (The  Hyde 
Amendment,  passed  by  Congress  in 
October,  1976,  banned  spending 
federal  monies  for  any  abortion  ex- 
cept where  the  life  of  the  mother 
would  be  endangered  if  the  fetus 
were  carried  to  term.) 

The  U.S.  House  of  Representa- 
tives has  recently  voted  to  maintain 
the  restriction  on  federal  funds  used 
for  abortion;  federal  funds  could 
only  be  used  if  the  woman’s  life  is 
endangered.  The  U.S.  Senate  has 
voted  to  allow  federal  funds  to  be 
used  for  all  “medically  necessary’’ 
abortions.  The  compromise  they 
reached  appears  to  indicate  that 
physicians  will  have  to  certify  that 
“a  continuation  of  the  pregnancy 
would  be  deleterious  to  the  wom- 
an’s physical  and/or  mental  health’’ 
and  that  psychiatrists  will  again  be 
asked  to  interview  those  medically- 
indigent  women  who  desire  abor- 
tions to  help  determine  the  proper 
action. 

The  interplay  of  mental  health 
and  abortion  has  been  extensively 
examined.  Kane  et  al1  compared  99 
single  women,  mostly  college  stu- 
dents, seeking  abortions  with  79 
single,  non-pregnant  women  from 
similar  backgrounds.  Of  the  preg- 
nant group,  40%  were  found  to 
exhibit  guilt  over  contraceptive  use, 
a reaction  to  a loss,  a severe 
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acting-out  character  disorder  or 
other  factors  favoring  conception. 
Psychological  testing  showed  those 
in  the  pregnant  group  to  be  more 
impulsive  and  tending  to  externalize 
aggression  more  than  those  who 
were  not  pregnant.  Ford  et  al2  com- 
pared 40  women  seeking  abortion 
with  52  pregnant  women  not  seek- 
ing abortion.  Those  seeking  abor- 
tions complained  more  of  depres- 
sion, anxiety,  insomnia,  loss  of 
libido,  anorexia  and  suicidal  idea- 
tion and  were  more  likely  to  have 
received  psychiatric  treatment  in 
the  past,  to  reject  the  maternal  role 
and  to  be  poorly  adjusted  sexually. 
Psychological  testing  showed  sig- 
nificant distress  in  most  areas  of  liv- 
ing. Simon  et  al3  found  that  women 
who  seek  abortions  have  problems 
with  feminine  identity  and  tend  to 
reject  maternal  roles  and  to  act  out 
sadomasochistic  fantasies  through 
pregnancy  and  abortion.  Kimball4 
noted  that  unwanted  pregnancies  in 
older  women  may  serve  to  deny 
menopause. 

These  studies  were  done  before 
abortion-on-demand  and  do  not 
necessarily  apply  to  women  seeking 
abortion  today.  Though  they  are  in- 
triguing from  a dynamic  and  motiva- 
tional standpoint,  they  offer  little 
help  to  the  clinician  faced  with  a 
decision  regarding  abortion  for  a 
particular  patient.  Clearly,  one 
major  question  to  be  addressed  in 
such  a situation  is  “Primum  nil  no- 
cere”  (First  do  no  harm).  The  stress 
associated  with  continuing  the 
pregnancy  must  be  weighed  against 
that  associated  with  terminating  the 
pregnancy. 

Patt  et  al5  have  reported  that 
therapeutic  abortion  produces  little 
or  no  emotional  impact  in  women 
who  have  no  history  of  psychiatric 
disturbance.  Peck  and  Marcus6 
have  reported  some  depressive 
symptoms  in  20%  of  women  aborted 
for  psychiatric  reasons  in  contrast 
to  women  who  were  aborted  for 
rubella.  Other  studies5  have  shown 
that  aborted  women  may  undergo  a 
mourning  process  which  coincides 
with  the  length  of  the  expected 
pregnancy. 

Ewing  and  Rouse7  studied  126 
women  who  received  abortions  on 
psychiatric  grounds.  Those  who 


had  histories  of  psychiatric  illness 
(52)  experienced  no  more  post- 
abortion emotional  reactions  than 
the  others;  96%  of  the  psychiatric 
group  and  92%  of  the  other  group 
believed  that  their  emotional  health 
was  either  normal  or  improved  after 
the  abortion.  Ewing  and  Rouse  felt 
that  women  without  gross  current 
psychiatric  illness  can  usually  take 
abortion  in  stride.  Osofsky  and 
Osofsky8  obtained  follow-up  data 
on  250  healthy  women  who  had  ob- 
tained abortions;  these  women  re- 
ported few  psychological  difficul- 
ties. Ford,2  in  discussing  abortion  in 
women  with  moderate  to  severe 
psychiatric  illness,  noted  that  the 
more  serious  the  psychiatric  distur- 
bance, the  less  beneficial  the  abor- 
tion. He  suggests  that  in  women 
without  gross  problems,  no  emo- 
tional problem  is  to  be  expected. 
Werman  and  Raft9  reported  that  of 
more  than  120  women  aborted  and 
followed  up  for  14  months  after  the 
procedure  only  6%  thought  that 
their  emotional  health  was  worse 
following  the  abortion.  In  only  one 
patient  could  an  emotional  distur- 
bance be  directly  attributed  to  the 
abortion.  Lask,10  who  interviewed 
44  women  before  their  abortions 
and  six  months  afterwards,  re- 
ported the  psychiatric  status  im- 
proved or  unchanged  in  30  and 
worse  in  five  patients.  Lask  be- 
lieved that  in  most  of  the  cases  with 
adverse  outcomes  the  change  was 
related  to  the  patient’s  environment 
after  the  operation  rather  than  the 
abortion  itself. 

Our  experience  leads  us  to  be- 
lieve that  there  are  direct  emotional 
and  psychiatric  sequelae  of  ther- 
apeutic abortion.  In  addition  to  the 
direct  effect  on  the  patient,  there 
may  be  sequelae  on  other  members 
of  the  primary  and  extended  family, 
i.e.  husbands,  grandparents,  or  sib- 
lings, and  that  these  effects  have  not 
been  recognized  or  reported.  While 
it  is  impossible  to  know  the  fre- 
quency with  which  such  sequelae 
occur,  we  suggest  that  it  is  not  rare. 
The  following  cases  are  illustrative 
of  our  experience: 

CASE  ONE 

A 20-year-old  married  salesclerk 
was  seen  because  of  severe  depres- 


sive symptoms.  Over  a one  month 
period  she  had  experienced  crying 
spells  which  were  increasing  in  se- 
verity and  frequency.  Weight  loss, 
anorexia,  sadness  and  suicidal 
thoughts  were  becoming  more  pro- 
nounced. Recurring  thoughts  about 
a therapeutic  abortion  five  months 
earlier  were  present.  She  felt  she 
had  murdered  her  child  by  having  an 
abortion  and  believed  that  the  child 
would,  in  some  manner,  seek  re- 
venge and  kill  her.  The  patient  was 
ambivalent  about  suicide;  she 
wanted  to  be  dead,  but  she  believed 
that  the  child  would  be  waiting  in 
heaven  for  her  and  suspected  that 
this  was  where  the  child  would  kill 
her. 

The  mental  status  examination 
revealed  a young  woman  who  was 
clearly  depressed.  She  cried  uncon- 
trollably and  was  so  agitated  that 
she  couldn’t  sit  still  and  rocked  back 
and  forth  in  her  chair.  Delusions 
about  the  child's  harming  her  were 
present;  no  other  delusions  or  hal- 
lucinations were  noted. 

The  patient  was  the  oldest  of 
three  children.  Her  parents  had  re- 
mained married  throughout  her  life 
but  had  experienced  a stormy  mar- 
riage with  the  father  prone  to  exces- 
sive drinking  and  sadistic  behavior. 
Her  relationship  with  her  mother 
had  been  close,  with  the  father,  dis- 
tant and  cool.  The  patient  had 
finished  high  school  and  then  mar- 
ried a man  whom  she  had  known  for 
over  a year.  The  marriage  had  been 
and  was  still  satisfying  to  both  her 
and  her  husband.  The  decision  to 
have  a therapeutic  abortion  had 
been  mutual,  motivated  primarily 
by  economic  and  occupational  con- 
cerns. 

This  patient  was  committed  to  a 
psychiatric  facility  and  treated  with 
an  amitriptyline-perphenazine 
(Triavil®)  regimen.  She  recovered 
from  the  depressive  symptoms  in 
three  weeks  with  chemotherapy  and 
supportive  psychotherapy  and  was 
discharged  to  outpatient  care. 

There  seemed  to  be  little  question 
in  this  case  that  abortion  led  to  se- 
vere depression.  The  patient’s  guilt, 
self-hate  and  rage  appeared  to  have 
directly  caused  the  depression. 

CASE  TWO 

A 21 -year-old  single  woman  had 
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been  initially  seen  when  she  was  16 
because  of  an  adolescent  adjust- 
ment reaction  characterized  by  re- 
bellious behavior,  anger  at  her  par- 
ents, peer-inspired  delinquency  and 
truancy.  Psychoanalytic  psycho- 
therapy for  one  year  led  to  relief  of 
symptoms  and  better  adjustment  in 
all  areas  of  her  life.  During  psycho- 
therapy there  was  never  any  ques- 
tion of  psychosis;  she  appeared  to 
be  experiencing  typical,  but  pro- 
nounced, adolescent  conflicts. 

Her  father  was  a career  military 
officer  who  had  been  moved  exten- 
sively during  his  career  because  of 
problems  with  alcohol  and  her 
mother  was  a passive  woman  who 
gave  in  to  her  husband’s  every  wish 
and  never  questioned  her  husband's 
alcoholism.  Interviews  with  the 
parents  revealed  the  father  to  be 
immature,  impulsive  and  sadistic, 
typical  features  of  an  alcoholic 
character  disorder,  and  the  mother 
to  be  a masochistic,  insecure,  anxi- 
ous and  dependent  person. 

The  patient  became  pregnant  at 
age  21  and  had  a therapeutic  abor- 
tion. Some  weeks  later  she  began  to 
experience  agitation,  insomnia,  dif- 
ficulty in  organizing  her  thoughts 
and  auditory  hallucinations  of  ac- 
cusatory voices.  On  the  mental 
status  examination,  she  was  found 
to  have  a thought  disorder,  blunted 
affect  and  ambivalence.  A diagnosis 
of  acute  schizophrenic  episode  was 
made,  and  she  was  hospitalized  for 
six  weeks  in  a psychiatric  facility, 
rreatment  with  lithium  carbonate 
and  a phenothiazine  afforded  a 
complete  resolution  of  symptoms. 

In  outpatient  psychotherapy  after 
aospitalization,  it  became  clear  that 
his  patient  had  marked  guilt  and 
ambivalence  over  having  had  the 
abortion.  It  appeared  that  the  am- 
bivalence and  associated  anxiety  di- 
lectly  caused  her  acute  psychotic 
episode. 

CASE  THREE 

A 45-year-old  housewife  was 
een  because  of  bizarre  behavior. 
Tying  spells,  inability  to  sleep  and 
'ulimia.  She  had  been  healthy  until 

month  earlier,  when  these 
ymptoms  set  in. 

During  the  mental  status  exami- 
ation,  she  cried  readily  and  admit- 

ebruary  1978,  NCMJ 


ted  to  difficulty  falling  asleep  at 
night,  awakening  throughout  the 
night,  and  a feeling  that  people 
around  her  could  read  her  thoughts. 
She  appeared  to  be  suspicious  and 
guarded.  She  hinted  that  people 
knew  what  she  had  done  and  felt  she 
was  a bad  person  as  a result.  Upon 
further  questioning,  it  developed 
that  this  "terrible  thing"  was  an 
abortion  she  had  sought  and  ob- 
tained when  she  was  24.  She  had 
ruminated  about  the  abortion  over 
the  ensuing  years;  she  would  make 
note  of  how  old  the  child  would 
have  been  at  any  given  time  and 
compare  her  fantasy  of  her  child 
with  other  people  of  the  same  age. 

Her  husband  confirmed  that  she 
had  been  talking  recently  about  the 
abortion  and  he  had  advised  her  to 
forget  about  it.  He  suspected  she 
thought  of  it  earlier  from  time  to 
time,  but  he  knew  it  had  been  worse 
for  the  past  month. 

A diagnosis  of  involutional 
paranoid  reaction  with  depressive 
elements  was  made,  and  the  patient 
was  given  thioridizine  (Mellaril®) 
100  mg  twice  daily.  She  had  a com- 
plete remission  of  paranoid  delu- 
sions within  a month;  over  a two 
year  follow-up  she  has  remained 
asymptomatic  while  receiving 
medication  and  supportive  psycho- 
therapy. 

Whether  the  abortion  was  in- 
strumental in  causing  this  woman’s 
illness,  or  was  being  recalled  as  a 
manifestation  of  her  present  illness, 
is  impossible  to  know.  It  was  clear, 
however,  that  she  had  reached  the 
time  of  her  life  where  she  could  no 
longer  bear  children  and  this  factor 
most  likely  intensified  the  guilt  she 
had  harbored  for  many  years. 


CASE  FOUR 

A 48-year-old  woman  presented 
with  marked  depressive  symptoms. 
For  about  six  weeks,  she  had  noted 
increasing  sadness,  anorexia,  cry- 
ing spells,  difficulty  falling  asleep, 
early  morning  awakening,  and  a 
feeling  that  life  was  not  worth  living. 

The  mental  status  examination 
found  her  to  be  coherent,  logical, 
and  relevant  without  evidence  of 
psychosis.  She  appeared  depressed 
but  denied  suicidal  intentions.  Her 


conversation  centered  on  her  con- 
cern that  she  would  not  live  long 
enough  to  have  any  grandchildren. 
As  this  theme  developed,  it  was 
found  that  this  woman,  who  had 
high  moral  values  and  strong  reli- 
gious beliefs,  had  discovered  that 
her  unmarried  daughter  had  become 
pregnant  and  undergone  a therapeu- 
tic abortion,  an  act  which  rep- 
resented the  death  of  her  grand- 
child. 

The  husband  confirmed  that  the 
abortion  had  taken  place  and  that 
his  wife  had  been  greatly  troubled 
since  finding  out  about  it.  He  em- 
phasized how  important  children, 
motherhood  and  family  life  had  al- 
ways been  to  his  wife. 

The  patient  was  given  imipramine 
and  seen  weekly  in  psychotherapy. 
As  she  was  able  to  realize  her  anger 
at  her  daughter  for  having  had  the 
abortion,  her  depression  cleared.  It 
seemed  clear  that  she  had  been 
grieving  over  her  "lost  grandchild.” 

CASE  FIVE 

A 28-year-old  professional  man 
had  entered  psychoanalysis  three 
years  earlier  because  of  free- 
floating  anxiety,  career  indecisive- 
ness, and  an  inability  to  become 
emotionally  involved  with  a wom- 
an. The  psychoanalysis  had  pro- 
gressed well  and  many  of  his  con- 
flicts were  resolved. 

While  visiting  his  mother,  he 
asked  her  about  various  memories 
he  had  recovered  in  analysis;  this 
was  done  casually  in  an  attempt  to 
verify  whether  his  memories  were 
actually  correct  or  were  screen 
memories.  In  the  course  of  conver- 
sation, she  confessed  that  she  had 
had  an  abortion  when  he  was  17.  It 
seemed  apparent  that  she  still  felt 
guilt  about  having  had  the  abortion 
and  felt  the  need  to  confess  to 
someone,  even  her  own  son.  In  the 
same  breath,  she  was  pressuring  her 
son  to  marry  and  provide  her  with 
grandchildren.  It  appeared  that  this 
was  an  attempt,  in  part,  to  atone  for, 
or  to  undo,  her  own  abortion. 

Her  confession  to  her  son  helped 
him  uncover  more  of  his  true  feel- 
ings about  his  nuclear  family  and 
altered  his  relationship  with  her  on  a 
permanent  basis. 
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CONCLUSION 

These  cases  illustrate  a severe 
depressive  disorder  (Case  One)  and 
a schizophrenic  psychosis  (Case 
Two)  triggered,  at  least  in  part,  by 
therapeutic  abortion.  The  involu- 
tional paranoid  reaction  (Case 
Three)  may  or  may  not  have  been 
directly  caused  by  the  previous 
therapeutic  abortion  but  certainly 
the  abortion  was  a significant  aspect 
of  the  patient’s  symptomatology.  It 
was  also  apparent  that  the  patient 
had  experienced  guilt  over  the  abor- 
tion for  many  years.  In  contrast  to 
the  period  of  grieving  following 
abortion,  as  reported  by  Patt  et  al,5 
this  patient  did  not  complete  her 
grief  reaction  and  the  conflict  re- 
mained alive.  While  we  did  not  have 
the  opportunity  to  evaluate  these 
patients  before  abortion,  it  ap- 
peared that  they  were  stable  people 


without  prior  psychiatric  problems. 

The  last  two  cases  illustrate  the 
profound  emotional  effect  that 
abortion  may  have  on  other  family 
members.  We  suggest  that  the  emo- 
tional influence  on  others  may  be 
more  common  than  is  generally  rec- 
ognized and  may  cause  a degree  of 
morbidity  that  permanently  alters 
intrafamilial  relationships. 

Our  findings  and  clinical  impres- 
sions are  at  variance  with  Ewing 
and  Rouse,7  Patt  et  al5  and  Osofsky 
and  Osofsky,8  who  have  described 
little  or  no  emotional  impact  of 
abortion  among  women  undergoing 
the  procedure.  Our  findings  do  not 
agree  with  Lask10  in  that  we  believe 
the  poor  outcomes  in  these  cases 
were  due  to  the  emotional  impact  of 
abortion  and  not  to  the  patient's  en- 
vironment after  abortion.  We  sug- 
gest that  consideration  be  given  to 


the  emotional  aspects  of  therapeutic 
abortion  and  the  manner  in  which 
the  abortion  experience  may  effect 
each  individual  patient  and  her  fam- 
ily. 
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I do  not  speak,  of  the  police  of  the  Atlantic  cities;  I believe  it  is  well  arranged:  in  New  York  it  is 
celebrated  for  being  so;  but  out  of  the  range  of  their  influence,  the  contempt  of  law  is  greater  than  1 can 
venture  to  state,  with  any  hope  of  being  believed.  Trespass,  assault,  robbery,  nay,  even  murder,  are 
often  committed  without  the  slightest  attempt  at  legal  interference.  — Domestic  Manners  of  the 
Americans,  Frances  Trollope,  London,  1832. 
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Editorials 


BIRTH  TRAUMAS:  SOCIAL  AND  INDIVIDUAL 

When  the  medium  becomes  the  message,  one  of  the 
casualties  is  cultural  lag:  the  gap  between  the  idea,  its 
realization  and  finally  its  dissemination  for  applica- 
tion. This  telescoping  of  time  which  characterizes  our 
electronic  age  denies  society  the  opportunity  to  ac- 
commodate slowly  to  new  procedures  and  makes  it 
difficult  to  resolve  conflicts  between  human  needs, 
costs  and  the  momentum  generated  by  media.  One  lag 
las  been  substituted  for  another;  technological  de- 
/elopment  has  led  to  a latent  period  in  society's  ad- 
ustment  to  the  applied  process. 

Social  pressures  provoked  by  the  introduction  of 
)ral  contraceptives  have  even  propelled  the  Supreme 
-ourt  into  handing  down  a decision  about  abortion 
vhich  can  easily  be  considered  legislative  rather  than 
udicial  in  nature.  Now,  as  this  comment  is  written, 
he  Houses  of  our  Congress  are  involved,  unable  to 
esolve  the  differences  between  pro-  and  antiabortion 
actions,  as  they  try  to  fit  federal  funds  into  a new 
cheme  of  things.  Meanwhile,  it  appears  that  abortion 
s acceptable  if  paid  for  privately  but  not  if  by  the 
ederal  government.  That  this  may  not  be  a happy 
nedical  decision  is  indicated  in  this  issue  of  the  Jour- 
Jal  by  May  and  Greiss  who  suggest  that  improve- 
(tent  in  maternal  and  fetal  morbidity  and  mortality  is 
elated  to  the  availability  of  public  funds  for  abortion 
ar  some.  Pro-abortion  forces  can  thus  claim  that  the 
nderprivileged  are  being  discriminated  against  be- 
ause  they  are  poor. 

Of  the  concerns  about  abortion,  perhaps  insuffi- 
iently  appreciated,  is  the  possibility  that  some 
/omen  may  suffer  disabling  emotional  injury  because 
f their  inability  to  cope  with  the  procedure.  As  Cave- 
ar  and  his  colleagues  point  out,  abortion  does  some- 
mes  take  a delayed  psychological  toll,  no  matter  that 
lis  has  been  considered  inconsequential  by  some.  On 
ie  other  hand,  for  many  couples  denial  of  abortion 
lay  mean  years  of  frustration  and  distress  if  they  have 
child  who  is  one  of  the  200  live  births  to  have  a 
irious  genetic  defect.  Fortunately,  there  has  been 
ttle  latency  in  applying  the  technique  of  amniocen- 
:sis  in  detecting  high-risk  pregnancy  so  that  sound 
lemical  and  genetic  grounds  for  aborting  a defective 
tus  can  be  adduced.  As  Johnson  and  his  co-workers 
i Chapel  Hill,  Durham  and  Winston-Salem  report, 
lis  procedure  may  be  of  great  value  to  parents  and 
hysicians  and  can  be  done  simply  and  safely.  Fetal 
lood  samples  may  also  be  obtained  by  fetoscopy,  a 
imewhat  more  difficult  and  perhaps  less  safe  proce- 
are  and,  therefore,  of  limited  availability.  It  is  now 


possible,  however,  to  diagnose  Tay-Sachs  disease, 
Hurler’s  and  Hunter’s  syndromes,  Fabry’s  disease 
and  Duchenne’s  muscular  dystrophy  by  these 
methods  although  as  Slome  and  Rivin1  demonstrated 
in  their  survey  of  the  prevalence  of  Tay-Sachs  disease 
in  one  region  of  North  Carolina,  identification  of  risk 
and  counselling  is  essential  and  should  precede  preg- 
nancy. Since  the  Public  Health  Service  under  Title  IV 
of  the  Health  Research  and  Health  Services  amend- 
ments of  1976  (PL  94-278)  has  been  authorized  to 
spend  $45  million  in  1976  and  1977  “for  the  testing, 
diagnosis,  counseling  and  treatment  respecting  genet- 
ic disease’’  it  seems  paradoxical  to  have  other  funds 
excised  so  summarily.  The  application  of  amniocen- 
tesis, in  addition  to  its  obstetrical  value  and  its  place  in 
relieving  the  anguish  of  uncertainty  and  preventing  the 
devastation  of  families  of  those  with  genetic  disease, 
also  offers  financial  gains;  benefit-to-cost  ratios  for 
screening  of  high-risk  pregnancies  are  high  and  $1 
million  or  more  may  be  required  for  lifelong  public 
care  of  a retarded  patient. 

These  problems  addressed  directly  or  indirectly  by 
our  essayists  deserve  our  careful  consideration  for, 
despite  the  protestations  of  many  activists,  there  are 
no  easy  answers  in  the  field.  In  fact,  there  are  no  easy 
questions  either;  the  easy  answers  offered  are  fre- 
quently to  questions  more  appropriately  asked  in  1078 
than  in  1978. 

J.H.F. 
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ANXIETY  AMONGST  THE  GLADIATORS 

Now  that  football  is  over  until  fall,  it  is  time  to 
examine  some  of  the  medical  aspects  of  the  1977  sea- 
son. Football  games  have  always  had  similarities  to 
the  tournaments  which  starred  Richard  the 
Lionhearted  and  other  standouts  of  the  chivalry 
league  and  players  of  both  games  have  found  it  safer  to 
wear  elaborate  protective  devices:  helmets,  bucklers, 
greaves,  casts,  braces,  shoulder  pads  and  sweat 
bands.  Team  physicians  for  both  deserve  recognition 
as  superspecialists  because  occupational  injuries  are 
special,  common  and  characteristic  and  require  a 
specific  approach.  Since  controlled,  disciplined  vio- 
lence has  long  been  distracting  and  exciting,  and 
therefore  profitable,  those  responsible  for  the  care  of 
the  gladiators  are  usually  well-paid  either  in  precious 
metal  or  by  being  on  the  field  where  it  all  goes  on  — 
where  the  vicarious  pleasures  of  spectatorship  are 
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even  more  intense  than  in  the  stands.  Today  s team 
physieians  are  usually  orthopedists,  whereas  the 
knights  of  old  looked  to  medieval  proctologists  for 
care.  Sitting  in  the  saddle,  imprisoned  in  armor,  is 
hard  on  the  bowels  and  the  buttocks  and  the  highest 
surgical  fees  in  those  days  went  to  those  who  could 
handle  hemorrhoids,  fistulae  and  fissures.  In  fact  the 
seton  was  developed  in  response  to  the  side  effects  of 
such  showmanship  and  John  of  Ardene,  who  probably 
introduced  it,  grew  wealthy  as  was  pointed  out  by 
Chaucer  in  his  Prologue  to  Canterbury  Tales. 

Given  physical  health,  Mr.  Howard  Cosell  and 
other  philosophers  ot  the  gridiron  assure  us  that  pride 
and  being  high  for  the  game  are  the  necessary  pre- 
requisites for  exciting  combat  on  the  field  and  Mr. 
George  Plimpton  has  tellingly  described  the  tensions 
in  the  locker  room,  the  epigastric  distress,  the  damp 
palms  and  the  tremulous  voice  which  can  only  be 
calmed  by  the  therapeutic  kickoff.  Not  surprisingly 
then  some  of  our  athletic  orders  have  sought  medical 
support  beyond  the  mere  structural  and  have  invited 
psychiatrists  and  psychologists  to  whip  up  enthusiasm 
in  their  legions  just  as  St.  Louis  and  others  stirred  up 
troops  embarking  on  the  Crusades.  Sympathomimetic 
amines  have  even  been  given  for  this  purpose  and  a 
participating  psychiatrist  has  had  his  license  techni- 
cally revoked  for  overprescribing;  the  fire,  suggest  the 
authorities,  must  come  from  within,  not  from  without. 

In  other  artistic  pursuits  the  uncertain  behavior  of 
protagonists  before  they  go  into  action  is  often  called 


stage  fright  and  decreasing  it  rather  than  concentrating 
tension  might  make  for  a more  pleasing  performance. 
The  goal  might  be  the  achieving  of  a controlled 
euphoria,  allowing  more  intense  feeling,  more  exciting 
coloring  and  greater  precision  at  the  piano.  It  now 
appears  that  for  musicians  anxiety  may  be  diminished 
before  performance  and  stress  rendered  more  man- 
ageable if  they  are  allowed  a modest  dose  of  a beta- 
adrenergic  blocking  agent  90  minutes  before  they  go 
on.1  Greatest  improvement  has  been  seen  with  first 
performances  and  experienced  by  the  most  nervous 
artists.  Perhaps  learning  that  they  could  perform  as 
well  without  as  with  symptoms  made  it  easier  to  play 
the  next  time. 

Some  football  players  and  other  combatants  might 
perform  better  if  they  were  calmer  at  the  outset  but  the 
very  effects  of  beta-blockade  which  decrease  stress 
suppress  the  response  to  physical  exercise  and  de- 
prive the  participant  of  that  extra  charge  which  satis- 
fies and  fulfills  both  player  and  audience.  Football  is 
not  a game  of  slow  motion.  However,  Mr.  Cosell 
might  be  benefitted  if  he  were  given  a beta-blocker 
every  Monday  night  at  8;  1 5 during  the  football  season. 
Barring  that  boon  the  sound  of  the  television  set  can  be 
turned  off  and  the  visual  spectacle  better  enjoyed 
without  the  noise. 

J.H.F. 
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ESOPHAGITIS 

To  the  Editor: 

My  colleagues  and  I are  starting  a prospective  study 
involving  patients  with  gross  esophagitis.  Essentially , 
the  study  entails  randomizing  patients  with  gross 
esophagitis  to  one  of  two  intensive  medical  regimens. 
Patients  who  subsequently  fail  to  respond  to  these 
medical  programs  will  be  recommended  for  surgery. 
From  this  study  we  hope  to  gain  information  on  the 
value  of  medical  therapy  in  patients  with  this  type  of 
lesion  and  to  obtain  predictive  information  as  to  which 
patients  are  most  likely  to  respond  to  it.  All  patients 
will  be  followed  closely,  both  during  the  acute  phase 
of  the  study  and  a chronic  phase  in  which  we  will 
evaluate  various  medical  therapies  for  the  prevention 
of  esophagitis.  We  would  like  to  call  to  the  attention  ot 
state  physicians  seeing  such  patients  that  this  may  be 
an  alternative  therapy  to  early  surgery. 


Notice  of  Clinical  Investigation 

Gastroenterologists  at  the  University  of  North 
Carolina-Chapel  Hill  are  undertaking  a study  involv- 
ing patients  with  gross  esophagitis.  We  would  wel- 
come patient  referrals  from  state  physicians  for  suit- 
able candidates.  Symptomatic  patients  will  have 
upper  endoscopy  performed  to  verify  esophagitis. 
Diagnostic  tests,  hospitalization,  therapy  and  follow- 
up relating  to  the  esophagitis  will  be  free  of  cost  to  the 
patients  admitted  to  the  study.  Physicians  are  encour- 
aged to  contact  Drs.  Boxymski,  Orlando  or  Jones  at 
(919)  966-2511  for  further  details. 

Roy  C.  Orlando,  M.D. 

Assistant  Professor  of  Gastroenterology 
UNC  School  of  Medicine 
Chapel  Hill,  N.C.  27514 
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COLflCE 

dioctyl  sodium  sulfosuccinate 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 


COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE —the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


PHARMACEUTICAL  DIVISION 


Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugsas  hypoglycemicsand  miotics. 

Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprme  HCI,  10  mg.  and  20  mg. 

Vasodilan  injection,  isoxsuprme  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
aostpartum  or  in  the  presence  of  arterial  bleeding. 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprme,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

>£  ,^81  U.s.  Pat.  No.  3,056,836 


vASODILAl  20-mg  tablets 


ISOXSUPRINE  HCI) 

20  mg  q.i.d.  recommended  dosage 
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This  asthmatic 

isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 


Eoch  capsule  or  tablespoon  ( 1 5 ml)  elixir 
contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guaiacolate  (guaifenesin) 
90mg  Elixir  alcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 1 00%  free  theophylline 

• individualized 
theophylline  dosage 
schedule 


Indications:  For  the  sympfomotic  treatment  of  broncho- 
spostic  conditions  such  os  bronchial  asthma, 
asthmatic  bronchitis,  chronic  bronchitis,  ond  pulmonary 
emphysema. 

Dosage:  Initial:  Adults:  1-2  capsules  or  1-2  tablespoon- 
fuls  elixir  every  6-6  hours,  children  8-12:  1 toblespoonful 
or  one  capsule  every  6-8  hours  ond  children  under  8: 

3 to  5 mg  theophylline/kg  body  weight  every  6-8 
hours  Theophylline  dosage  may  be  cautiously  in- 
creased to  2000  mg/24  hr  in  adults  or  7 mg/kg  in 
children,  monitoring  of  serum  theophylline  levels  at 
higher  dosages  is  recommended. 

Precautions:  Do  not  administer  more  frequently  than 
every  6 hours,  or  within  12  hours  after  rectal  dose  of 
any  preparation  containing  theophylline  or  amino- 
phylline.  Do  not  give  other  xanthine  derivatives  con- 
currently. Use  in  case  of  pregnancy  only  when  clearly 
needed 

Adverse  Reactions:  Theophylline  may  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration may  couse  local  irritation  of  the  gastric  mucosa, 
with  possible  gastric  discomfort,  nausea  and  vomiting. 
The  frequency  of  adverse  reactions  is  related  to  the 
serum  theophylline  level  and  are  not  usually  a prob- 
lem at  serum  Theophylline  levels  below  20pg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  packs  of  100;  Elixir  in  bottles  of  1 pint  and 
1 gallon. 
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CIGARETTE  ADVERTISING 

To  the  Editor: 

The  Alamance-Caswell  Counties  Medical  Society 
at  its  meeting  on  October  1 1 approved  a motion  pro- 
testing the  use  of  cigarette  advertising  in  the  Journal. 
Paul  F.  Williams,  M.D.,  Secretary 
Alamance-Caswell  Counties  Medical  Society 


To  the  Editor: 

I agree  with  Larry  O.  Harper,  M.D.,  in  that  your 
editorial  in  the  April  issue  trying  to  justify  the  advertis- 
ing of  cigarettes  leaves  a lot  to  be  desired . 1 feel  that  we 
should  not  permit  advertising  of  those  things  which 
are  “hazardous  to  health.” 

Lewis  F.  Brinton,  M.D. 

603  E.  Center  Avenue 
Mooresville,  N.C.  28115 


Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Baggett,  Henry  Clifford.  MD,  (OTO)  3614  Haworth  Drive,  Raleigh 
27609 

Bell,  John  Davis,  MD,  (AN)  P.O.  Box  26,  Tuxedo  28784 

Bertrand,  Scott  Alan,  MD,  (AN)  4000  Linden  Terrace,  Durham 
27705 

Boylston.  James  Alan,  MD,  (PTH)  701  Colville  Road,  Charlotte 
28207 

Bruch.  Richard  Franklin,  MD,  (ORS)  306  S.  Gregson  St.,  Durham 
27701 

Call,  David  Lee,  MD,  (INTERN-RESIDENT)  2413  Pickett  Road, 
Durham  27705 

Cohen-Cole,  Steven  Arnold,  MD,  (P)  UNC,  223  Old  Nurses  Dorm, 
Chapel  Hill  27514 

D’ Amato,  Paul  H..  MD,  Wilson  Clinic,  Wilson  27893 

Denham,  John  William,  MD,  (IM)  2521  Atwood  Road,  Winston- 
Salem  27103 

Eagar,  Ronald  McRee,  MD,  UNC  Infirmary  Bldg.  203-H,  Chapel 
Hill  27514 

Fulghum,  James  Spencer,  III,  MD,  (NS)  3009  New  Bern  Ave., 
Raleigh  27610 

Gray,  Mary  Jane,  MD,  (GYN)  UNC  Student  Health  Service, 
Chapel  Hill  27514 

Gualtielri,  Camillo  Thomas,  MD,  (CHP)  UNC  Dept,  of  Psy., 
Chapel  Hill  27514 

Hoffman,  Ruth  Sterling,  MD,  (IM)  UNC  Student  Health  Service, 
Chapel  Hill  27514 

Hooper,  Thomas  Eugene,  MD,  (IM)  1 103  Knollwood  Dr.,  Wilson 
27893 

Hopper,  William  Falcon,  MD,  (IM)  200  E.  Northwood  St., 
Greensboro  27401 

Howe,  Donald  D.,  MD,  (OBG) 21 1 S.  Chestnut  St.,  Gastonia 28052 

Hunt,  Thomas  Holmes,  MD,  (DR)  341  Staffordshire  Rd., 
Winston-Salem  27104 

iJohnson,  Kimball,  MD,  (EM)  603  S.  Hawthorne  Road,  Winston- 
Salem  27103 

Makhyoun,  Nabil,  MD,  (U)  122  Church  St.,  Waynesville  28786 

Owens,  Frederick  Thomas.  MD,  (IM)  912  Second  St.,  NE,  Hickory 
28601 

Sanderson,  Jesse  Franklin,  MD,  (R)  31 1 Kirk  Road,  Greensboro 
27401 

Schnell,  Edward  Walter,  MD,  (OPH)  Town  & Country  Shopping 
Ctr.,  Aberdeen  28315 

Schwartz,  Earl,  MD,  (EM)  3465  Dixiana  Lane,  Pfafftown  27040 

Shine,  John  Joseph,  MD,  (ORS)  UNC  Div.  Orthopedic  Surgery, 
Chapel  Hill  27514 


Simons,  William  John,  MD,  (IM)  9 W.  Avon  Parkway,  Asheville 
28804 

Smith,  Lafayette  Lyle,  MD,  (IM)  624  Quaker  Lane,  Ste.  213-B, 
High  Point  27262 

Stevens,  Peter  Sheldon,  MD,  (U)  UNC  428  Clinical  Sciences  Bldg., 
Chapel  Hill  27514 

Stuart,  John  James,  MD,  (HEM)  3635  Stimpson  Dr.,  Pfafftown 
27040 

Wingfield,  Thomas  Whetsel,  MD,  (AN)  72  Ridgepoil  Rd.,  Clover, 
S.C.  29710 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  I.  The  Continuing  Medical  Education  Programs  at 
the  Bowman  Gray.  Duke  and  UNC  Schools  of  Medicine.  Dorothea 
Dix,  Wayne  County  Hospital  and  Burroughs  Wellcome  Company 
are  accredited  by  the  American  Medical  Association.  Therefore 
CME  programs  sponsored  or  co-sponsored  by  these  schools  au- 
tomatically qualify  for  AMA  Category  I credit  toward  the  AMA’s 
Physician’s  Recognition  Award,  and  for  North  Carolina  Medical 
Society  Category  “A”  credit.  Where  AAFP  credit  has  been  re- 
quested or  obtained,  this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion.” 

3.  The  East  Carolina  University  School  of  Medicine  has  submit- 
ted an  application  to  the  Council  on  Medical  Education  ot  the 
American  Medical  Association  for  the  accreditation  of  its  Continu- 
ing Medical  Education  Program.  In  the  interim  period,  until  accredi- 
tation is  received,  physicians  who  attend  continuing  medical  educa- 
tion programs  presented  by  the  East  Carolina  University  School  of 
Medicine  will  be  able  to  receive  Category  I Credit  toward  the  AMA 
Physician’s  Recognition  Award  and  Category  A Credit  toward  the 
requirements  of  the  North  Carolina  Medical  Society. 

Until  such  time  as  East  Carolina  University  School  of  Medicine  is 
accredited,  continuing  medical  education  programs  will  be  co- 
sponsored with  the  Eastern  AHEC  which  is  affiliated  with  the 
University  of  North  Carolina  School  of  Medicine.  Physicians  who 
attend  these  programs  should  indicate  that  it  was  co-sponsored  by 
the  Eastern  AHEC. 

PROGRAMS  IN  NORTH  CAROLINA 
March  8 

Pediatric  Patient  Management  Problems 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
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Credit:  3 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

March  8-11 

Internal  Medicine  1978 
Place:  103  Berryhill  Hall 
Fee:  $100 
Credit:  18  hours 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  tor 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 


March  9 

Greensboro  Academy  of  Medicine 

31st  Annual  Symposium  — Topics  in  Infectious  Disease 

Place:  Jefferson  Standard  Club,  Greensboro 

Fee:  None 

For  Information:  Robert  M.  Gay,  M.D.,  Moses  H.  Cone  Memorial 
Hospital,  Greensboro  27420 

March  9-11 

Learning  Disabilities:  Workshop/Conference 

Place:  Babcock  Auditorium 

Fee:  $120 

Credit:  8 hours  . 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  tor  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

March  18-19 

Radiology  Update 

Fee:  $50 

Credit:  10  hours  . 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  tor  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


March  22 

Neonatology  and  the  Practicing  Physician 
Place:  Lee  County  Hospital,  Sanford 

Sponsors:  AHEC  and  Lee  County  Hospital  Medical  Staff  and  Lee 
County  Medical  Society 
Fee:  None 

Credit:  W2  hours;  AMA  Category  I and  AAFP  prescribed 
For  Information:  R.  S.  Cline,  M.D.,  Sanford  Medical  Group,  555 
Carthage  Street,  Sanford  27330 

March  23 

Clinical  Problems  in  Cardiovascular  Disease  — Annual  Wilson 
Memorial  Hospital  Postgraduate  Symposium 
Place:  Wilson  Memorial  Hospital,  Wilson 
Fee:  $10 

For  Information:  John  Lund,  M.D. , Carolina  Clinic,  Wilson  27893 
March  30-31 

2nd  Annual  Cancer  Research  Symposium 
Place:  Carolina  Inn  and  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 


April  3-7 

6th  Annual  Tutorial  Postgraduate  Course  on  “The  Radiology  of 
Neoplastic  Diseases” 

Place:  Durham 

Credit:  27  hours;  AMA  Category  I 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

April  6 

Back  Disease  in  Job  Setting 

Place:  Jane  S.  McKimmon  Continuing  Education  Center 
Fee:  $80  „ 

For  Information:  Mark  P.  Boone,  Engineering  Ext.  Education 
Specialist,  Industrial  Extension  Service,  Box  5506,  Raleigh  27607 

April  7-8 

Practical  Pediatrics 
Fee:  $35 

Credit:  10  hours  . 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 


tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


April  9 

Management  of  the  Diabetic  Family  in  the  1980’s 
Place:  Catawba  Memorial  Hospital,  Hickory 
Sponsor:  Northwest  AHEC  of  Bowman  Gray 
Credit:  3‘/2  hours;  AMA  Category  I 

For  lnformatoin:  Marilyn  Frederick,  Catawba  Memorial  Hospital, 
Hickory  28601 

April  12 

Basic  Science  Review  for  the  Family  Physician 
Place:  Pitt  County  Hospital,  Greenville 

Credit:  3 hours;  AMA  Category  I,  AAFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant 
Dean  for  Continuing  Education,  East  Carolina  University 
School  of  Medicine,  Greenville  27834 

April  14-15 

4th  Annual  Perinatology  Postgraduate  Course 
Place:  Berryhill  Hall 
Credit:  9 hours 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  tor 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

April  21-22 

1 1th  Annual  Malignant  Disease  Symposium 
Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

April  27 

Craven-Pamlico-Jones  Annual  Medical  Symposium  — Gastroen- 
terology 

For  Information:  William  B.  Hunt,  Jr.,  M.D.,  513  Haywood  Creek 
Drive,  New  Bern  28560 

April  28-May  1 

Radiology  Symposium 
Place:  Berryhill  Hall 

For  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill  . 
27514 


May  3 

Annual  Meeting  of  the  North  Carolina  Thoracic  Society 
Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
For  Information:  Mr.  C.  Scott  Venable,  Executive  Director,  North 
Carolina  Lung  Association,  P.O.  Box  127,  Raleigh  27602 

May  4-7 

124th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  10-11 

Respiratory  Care  Symposium 
Fee:  $35 

Credit:  10  hours  . _ „ „ 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  Por  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  10-12 

Annual  Meeting  and  Scientific  Session.  North  Carolina  Heart  As- 
sociation . 

Place:  Radisson  Plaza  Hotel  and  Charlotte  Civic  Center 
For  Information:  North  Carolina  Heart  Association,  1 Heart  Circle, 
Chapel  Hill  27514 

May  12-13 

American  College  of  Surgeons,  North  Carolina  Chapter,  Annual 

Meeting  . _ , 

Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
For  Information:  James  S.  Mitchner,  Jr.,  M.D.,  P.O.  Box  1599, 
Laurinburg  28352 

May  12 

Annual  Meeting,  North  Carolina  Chapter,  American  College  of 
Cardiology 
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’lace:  Radisson  Plaza  Hotel,  Charlotte 

•or  Information:  North  Carolina  Heart  Association,  1 Heart  Circle, 
Chapel  Hill  27514 

May  18-20 

■Jational  Conference  on  “The  Family  and  Older  Persons:  Policy, 
Research,  Practice” 

’lace:  Grove  Park  Inn,  Asheville 

Iponsor:  Center  for  the  Study  of  Aging  and  Human  Development, 
Duke  University 

ror  Information:  Ms  Dorothy  Heyman,  Executive  Secretary, 
Center  for  the  Study  of  Aging  and  Human  Development.  Box 
3003,  Durham  27710 

May  19-20 

rank  R.  Lock  OB/GYN  Symposium 
ee:  $100 
'redit:  10  hours 

or  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  19-20 

th  Annual  Arthritis  Symposium 
lace:  Berryhill  Hall 

or  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

May  22-23 

epartment  of  Obstetrics  and  Gynecology  — American  College  of 
Gynecology  Infertility  Symposium 
lace:  Great  Smokies  Hilton,  Asheville 

or  Information:  Oscar  L.  Sapp,  III,  M.D.,  Associate  Dean  for 
Continuing  Education,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

May  31-June  3 

merican  College  of  Physicians  Stroke  Symposium 
or  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  9-11 

dvanced  Life  Support  (Cardio-Pulmonary  Resuscitation) 
redit:  15  hours 

or  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  15-18 

:aboard  Medical  Association 
ace:  Holiday  Inn,  Kill  Devil  Hills 

or  Information:  Mrs.  Annette  S.  Boutwell,  P.O.  Box  10387 
Raleigh  27605 

June  20-22 

orth  Carolina  Hospital  Association  Annual  Meeting 
ace:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
or  Information:  Mrs.  Diane  Turner,  North  Carolina  Hospital  As- 
sociation, Box  10937,  Raleigh  27605 


June  22-24 

th  Annual  Mountaintop  Medical  Assembly 

ace:  Waynesville  Country  Club,  Waynesville 

lonsor:  Haywood  County  Academy  of  Family  Practice 

edit:  20  hours;  AAFP  approval  requested 

or  Information:  Clinton  Border,  M.D.,  204  Depot  Street, 

Waynesville  28786 

June  24-30 

tierican  College  of  Physicians  Stroke  Symposium 
edit:  20  hours 

>r  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  24-30 

iptist  Medical  Symposium 
ace:  Ridgecrest 

>r  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


June  29-July  1 

Pediatrics  Beach  Weekend 
Fee:  $75 
Credit:  15  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

July  3-5 

8th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner,  Wrightsville  Beach 
Sponsor:  Committee  on  Medical  Aspects  of  Sports 
For  Information:  Frank  C.  Wilson,  M.D.,  North  Carolina  Memorial 
Hospital,  Chapel  Hill  27514 

July  10-14 

Annual  Duke  Medical  Postgraduate  Course 
Place:  Atlantic  Beach 

For  Information:  M.  Henderson  Rourk,  M.D.,  Duke  University 
Medical  Center,  Durham  27710 

July  23-28 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological 
Seminar,  Inc. 

Place:  Grove  Park  Inn,  Asheville 

Fee:  $100  for  Non-Members 

Credit:  21  hours;  AMA  Category  I and  AAFP 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F,  Mars  Hill  28754 

July  31-August  4 

Myrtle  Beach  Workshop 
Fee:  $125 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


ITEMS  OF  SPECIAL  INTEREST 
ANNOUNCEMENT 

The  Department  of  Radiology  and  the  Division  of  Continuing 
Education  of  the  Bowman  Gray  School  of  Medicine  will  be  offering 
a new  variety  of  continuing  education  beginning  Saturday,  January 
7,  1978,  and  running  through  Saturday,  May  27.  1978.  These  Satur- 
day morning  sessions  will  consist  of  videotape  and  slide  sound 
presentations  by  many  well  known  radiologists  as  well  as  original 
lectures  by  Dr.  Isadore  Meschan  and  Dr.  Gerald  Friedland.  The 
courses  will  consist  of  three  one-hour  sessions  from  9:30  a.  m- 1 2:30 
p.m.  and  will  be  acceptable  for  3 credit  hours  in  Category  1.  Regis- 
tration fee  will  be  $25.00  per  course;  no  charge  for  residents. 

For  Information:  Isadore  Meschan,  M.D.,  Director,  Continuing 
Education,  Radiology  Section,  Bowman  Gray  School  of 
Medicine,  Winston-Salem,  North  Carolina  27103 

April  8-14 

Third  Medical  Refresher  Cruise  Seminar 
Fee:  $50 
Credit:  21  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

PROGRAMS  IN  CONTIGUOUS  STATES 
March  6-10 

67th  Annual  Meeting  — United  States  — Canadian  Division  of  the 
International  Academy  of  Pathology 
Place:  Atlanta  Hilton  Hotel,  Atlanta 

For  Information:  Leland  D.  Stoddard.  M.D.,  Department  of 
Pathology,  Medical  College  of  Georgia,  Augusta,  Georgia  30902 

March  10-11 

The  Clinical  Management  of  Tuberculosis 
Place:  Washington  Hilton  Hotel,  Washington,  D C. 

Fee:  $50 

Credit:  14  hours;  AMA-PRA  Category  I 

Sponsors:  Howard  University  College  of  Medicine  and  Hospital, 
Division  of  Pulmonary  Diseases  and  The  National  Jewish  Hospi- 
tal and  Research  Center  at  Denver 
For  Information:  Robert  L.  Hackney,  Jr.,  M.D..  Associate  Profes- 
sor of  Medicine  and  Chief,  Division  of  Pulmonary  Diseases, 
Howard  University  College  of  Medicine,  2041  Georgia  Avenue, 
N.W.,  Washington,  D.C.  20060 
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March  23-25 

Spring  Meeting  — Carolina  Occupational  Medical  Association 
Place:  Ramada  Inn,  Spartanburg,  South  Carolina 
Fee:  $15 

Credit:  11  hours;  AMA  Category  I 

For  Information:  Walter  G.  Coker,  M.D.,  P.O.  Box  587,  Spartan- 
burg, South  Carolina  29301 

May  8-11 

The  Physiologic  Basis  for  Diagnosis  and  Treatment  of  Heart  Dis- 
ease: A Tribute  to  William  Flarvey  on  his  400th  Birthday 
Place:  Colony  Square  Flotel,  Atlanta,  Georgia 
Sponsors:  American  College  of  Cardiology  and  the  Council  on 
Clinical  Cardiology,  American  Fleart  Association  and  Depart- 
ment of  Medicine,  Emory  University  School  of  Medicine  in 
cooperation  with  Georgia  Heart  Association 
For  Information:  Miss  Mary  Anne  Mclnerny,  Director,  Depart- 
ment of  Continuing  Education  Programs,  American  College  o 
Cardiology,  9650  Rockville  Pike,  Bethesda,  Maryland  20014 

July  6-9 

Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 
Fee:  $200 

Credit:  16  hours;  AMA-PRA  Category  I 

For  Information:  Vanderbilt  Continuing  Education,  305  Medical 
Arts  Building,  Nashville,  Tennessee  37212 


The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  m«nth  of  P^Hcati^  Requests  for  hsting 
should  be  received  by  ‘WHAT?  WHEN?  WHERE?  P.O.  Box 
''7167  Raleigh  2761 1 , by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing"  form  is  available 
on  request. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


A 20-year-old  Duke  coed  has  developed  a respira- 
tory pacemaker  that  Duke  neurosurgeons  believe  may 
soon  help  some  patients  with  severe  neck  injuries 
breathe  more  easily  while  hospitalized. 

Carolyn  Cohen,  a senior  from  Chevy  Chase,  Md., 
almost  dropped  out  of  the  biomedical  engineeiing 
program  two  years  ago  because  she  felt  some  intro- 
ductory courses  were  too  vague  and  theoretical. 

But  later  courses  in  medical  instrumentation,  elec- 
tronics and  circuitry  sparked  an  interest  that  may  last 
all  her  life,  she  says. 

Her  device  is  called  a phrenic  nerve  stimulator,  and 
its  purpose  is  to  give  an  electronic  boost  to  the  nei  ves 
that  cause  muscles  of  the  diaphragm  to  contract  and 
draw  air  into  the  lungs. 

Traditional  "positive  pressure”  respirators,  which 
force  air  through  tubes  into  the  lungs,  keep  alive  acci- 
dent victims  whose  phrenic  nerves  have  been  dam- 
aged, but  have  several  disadvantages.  Miss  Cohen 
explained. 

The  bulky  tubes  prevent  speech  and  also  carry  a 
substantial  risk  of  respiratory  infection.  And  because 
diaphragm  muscles  are  not  contracting,  their  tissue 
tends  to  waste  away  during  long  months  in  the  hospi- 
tal . 

“Our  stimulator  will  be  used  with  patients  as  soon 
as  they  have  stabilized  after  their  accidents,  before 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences— 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly”  effective:  as  adiunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g , operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 
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KAON1®  ELIXIR  was  introduced  in  1954, 
followed  by  KAON®  TABLETS  in  1963.  Decades  of  clinical 
experience  indicate  acceptability,  effectiveness,  and  safety 
in  the  majority  of  patients;  should  abdominal 
pain  occur,  therapy  should  be  discontinued.  Both  have  been 
taken  by  patient  after  patient,  day  after  day,  year  after 
year,  to  correct  potassium  deficiencies.  Both  have 
consistently  demonstrated  their  value  when  diet  alone  is 
inadequate  for  potassium  replacement. 


Kaon  Elixir 

(potassium  gluconate) 

Kaon  Tabs 

(potassium  gluconate) 


BRIEF  SUMMARY 

Kaon  Tablets/Kaon  Elixir 

KAON®  (potassium  gluconate)  TABLETS 

Description:  Each  sugar-coated  tablet  supplies 
5 mEq.  of  elemental  potassium  (as  potassium 
gluconate  1.17  Gm.).  Kaon  Tablets  are  sugar 
coated,  not  enteric  coated,  which  favors  dis- 
solution in  the  stomach  and  absorption  before 
reaching  the  small  intestine  where  the  lesions 
with  enteric  potassium  chloride  have  occurred. 
The  sugar  coating  merely  adds  to  palatability 
and  ease  of  swallowing,  not  to  delay  absorp- 
tion as  does  the  enteric  coating. 

Indications:  Oral  potassium  therapy  for  the  pre- 
vention and  treatment  of  hypokalemia  which 
may  occur  secondary  to  diuretic  or  cortico- 
steroid administration.  It  may  be  used  in  the 


treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

Contraindications:  Severe  renal  impairment 
with  oliguria  or  azotemia,  untreated  Addison's 
disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause. 

Warning:  There  have  been  several  reports,  pub- 
lished and  unpublished,  concerning  nonspecific 
small-bowel  lesions  consisting  of  stenosis,  with 
or  without  ulceration,  associated  with  the  ad- 
ministration of  enteric-coated  potassium  tablets 
alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides  or  certain  other  oral  di- 
uretics. These  small-bowel  lesions  have  caused 
obstruction,  hemorrhage  and  perforation.  Sur- 
gery was  frequently  required  and  deaths  have 
occurred.  Available  information  tends  to  impli- 
cate enteric-coated  potassium  salts,  although 


lesions  of  this  type  also  occur  spontaneously. 
Therefore,  coated  potassium-containing  formi 
lations  should  be  administered  only  when  indi 
cated  and  should  be  discontinued  immediately 
abdominal  pain,  distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur.  Coated  pota 
sium  tablets  should  be  used  only  when  adequat 
dietary  supplementation  is  not  practical. 
Precautions:  In  response  to  a rise  in  the  conce: 
tration  of  body  potassium,  renal  excretion  of  th' 
ion  is  increased.  With  normal  kidney  function  I 
it  is  difficult,  therefore,  to  produce  potassium 
intoxication  by  oral  administration.  However,  1 
potassium  supplements  must  be  administered 
with  caution,  since  the  amount  of  the  deficient' 
or  daily  dosage  is  not  accurately  known.  Fre- 
quent checks  of  the  clinical  status  of  the  patient 
and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentra- 


Time  is 
the  test  of 
all  things 


ns  of  potassium  ion  may  cause  death  through 
"diac  depression,  arrhythmias  or  arrest.  This 
Jg  should  be  used  with  caution  in  the  presence 
cardiac  disease. 

n hypokalemic  states,  especially  in  patients 
a salt-free  diet,  hypochloremic  alkalosis  is  a 
ssibility  that  may  require  chloride  as  well  as 
tassium  supplementation.  In  these  circum- 
nces,  Kaon  (potassium  gluconate)  should  be 
>plemented  with  chloride.  Ammonium  chlo- 
e is  an  excellent  source  of  chloride  ion  (18.7 
q.  per  Gram),  but  it  should  not  be  used  in 
ients  with  hepatic  cirrhosis  where  ammonium 
ts  are  contraindicated.  Other  sources  for 
oride  are  sodium  chloride  and  Diluted 
drochloric  Acid,  U.S.P. 

t should  also  be  kept  in  mind  that  ammonium 
le  cation  exchange  resin,  sometimes  used  to 
at  hyperkalemia,  should  not  be  administered 


to  patients  with  hepatic  cirrhosis. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea 
and  abdominal  discomfort  have  been  reported. 
The  symptoms  and  signs  of  potassium  intoxi- 
cation include  paresthesias  of  the  extremities, 
flaccid  paralysis,  listlessness,  mental  confusion, 
weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart 
block.  Hyperkalemia  may  exhibit  the  following 
electrocardiographic  abnormalities:  disappear- 
ance of  the  P wave,  widening  and  slurring  of 
QR5  complex,  changes  of  the  S-T  segment,  tall 
peaked  T waves,  etc. 

Overdosage:  Potassium  intoxication  may  result 
from  overdosage  of  potassium  or  from  thera- 
peutic dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  de- 
tected, must  be  treated  immediately  because 
lethal  levels  can  be  reached  in  a few  hours. 


WARREN-TEED 

LABORATORIES,  INC. 

DIVISION  OFADRIA  LABORATORIES  INC. 
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KAON®  (potassium  gluconate)  ELIXIR 
Description:  Each  15  ml.  (tablespoonful)  sup- 
plies 20  mEq.  of  elemental  potassium  (as  potas- 
sium gluconate,  4.68  Gm.)  with  saccharin  and 
aromatics.  Alcohol  5%. 

Indications:  See  Kaon  Tablets. 

Precautions:  See  Kaon  Tablets. 

In  hypochloremic  alkalosis,  potassium 
replacement  with  potassium  chloride 
(e.g.,  Kaochlor®  10%  Liquid)  may  be  more  ad- 
vantageous than  with  other  potassium  salts. 
Adverse  Reactions:  See  Kaon  Tablets. 
Overdosage:  See  Kaon  Tablets 


NOW 

a two-piece  14oz.  can 
for  Soyalac 


A two-piece  can 
means  no  soldered 
seam.  No  solder  means 
no  possibility  of  lead 
contamination  from  the 
container.  Soyalac  is  the 
first  infant  formula  with  this 
packaging  innovation. 

There  are  improvements,  too, 
in  the  formulation.  Soyalac  now  has 
25%  more  iron  than  known  competitive 
hypoallergenic  milk-free  formulae.  In  fact, 
the  entire  formula  has  been  slightly  modi- 


fied to  reflect  the  cur- 
rent U.  S.  RDA  levels 
set  by  the  Food  and 
Drug  Administration. 
Soyalac  — formula  for 
infants  on  regular  feed- 
ing and  for  those  who  re- 
quire milk-free  diets;  concen- 
trate and  single  strength,  ready- 
to-use.  Made  from  the  whole  soybean. 
I-Soyalac  concentrate,  made  from  soy 
isolate,  with  no  soy  carbohydrates  and  no 
corn  products. 


For  detailed  information  and  samples  call  or  write: 


Western  U.S. 

LOMA  LINDA  FOODS 
11503  Pierce  Street 
Riverside.  CA  92515 
(714)  785-2444 


Eastern  U.S. 

LOMA  LINDA  FOODS 
13246  Wooster  Road 
Mount  Vernon,  OH  43050 
(614)  397-7077 


:hese  muscles  and  nerves  have  had  time  to  atrophy,” 
she  said. 

The  adjustable  instrument  consists  of  a series  of 
generators  that  feed  a rhythmic  train  of  electrical 
mlses  through  a pair  of  thin  wires  attached  to  an 
ilectrode  surgically  connected  to  the  phrenic  nerve. 

Each  train  of  pulses  lasts  for  one  and  a half  seconds 
ind  is  timed  to  allow  a patient  to  inhale  every  four 
,econds,  she  said.  Various  safety  features,  including 
in  alarm  system  that  will  sound  if  the  patient  stops 
)reathing,  have  been  incorporated  into  the  stimulator. 

Miss  Cohen  said  that  if  an  individual  recovers  the 
ibility  to  breathe  without  the  device,  the  two  wires 
:an  be  clipped  off  at  the  skin  and  allowed  to  heal  over. 

% 

A medical  center  faculty  member  has  been  desig- 
lated  a Dreyfus  Teacher-Scholar,  and  a $35,000  grant 
las  been  awarded  to  Duke  for  the  support  of  his  work. 

The  Camille  and  Henry  Dreyfus  Foundation  an- 
tounced  that  Dr.  Paul  L.  Modrich,  assistant  professor 
if  biochemistry,  is  one  of  15  teacher-scholars  chosen 
rom  among  90  nominations. 

The  grants  are  awarded  to  universities  and  colleges 
hat  have  nominated  outstanding  young  faculty  mem- 
>ers  who  combine  interest  and  ability  in  both  educa- 
ion  and  research  in  chemistry  and  closely  related 
cience. 

The  funds  will  help  support  Modrich’s  studies  of  the 
:nzymes  of  DNA  metabolism. 

* * * 

Dr.  Ronald  Krueger  spent  three  weeks  in  Poland  as 
. pediatric  nephrology  and  urology  consultant  to  the 
’ediatric  Institute  in  Krakow.  The  visit  was  spon- 
ored  by  Project  Hope  and  the  Polish  Ministry  of 
lealth.  The  purpose  of  his  work  was  to  evaluate  the 
nstitute  and  assist  physicians  there  in  preparing  to 
lerform  pediatric  renal  dialysis  and  begin  kidney 
ransplants  in  children. 

Krueger,  who  is  an  assistant  professor  of  pediatrics 
ind  urology,  also  spent  time  with  pediatric  urology 
urgeons  evaluating  the  urology  program  and  instruct- 
ng  in  needle  biopsy  of  kidneys  in  children. 

Some  doctors  from  Poland  will  be  coming  to  Duke 
n the  spring  to  spend  several  weeks  in  study  and 
'bservation,  and  Krueger  said  a team  from  here  will 
>e  returning  to  Poland  after  that  to  assist  in  that  coun- 
ry’s  first  pediatric  kidney  transplant. 

Dr.  Alexander  Spock,  professor  of  pediatrics,  is 
dvisor  to  Project  Hope  in  Poland.  He  was  in  Poland 
everal  months  earlier  than  Krueger’s  visit  and  will  be 
etuming  there  for  additional  consultation. 

* * * 

The  national  president  of  the  American  Cancer 
ociety  (ACS)  says  the  organization  will  continue  to 
tress  education  and  research  rather  than  try  to  end 
Jderal  price  supports  for  tobacco. 

“Lobbying  and  influencing  legislation  are  not  im- 
ortant  activities  for  us,”  said  Dr.  R.  Wayne  Rundles, 
rofessor  of  medicine  at  Duke. 


At  the  same  time,  however,  Rundles  made  it  clear 
that  he’s  not  soft  on  the  subject  of  smoking  and 
cancer,  saying  that  “the  best  way  to  avoid  lung  cancer 
is  not  smoke.” 

Rundles  was  named  ACS  president  in  the  fall.  He 
had  served  as  president-elect  during  the  past  year. 

A member  of  the  Comprehensive  Cancer  Center 
faculty,  the  new  president  was  the  nation’s  first  scien- 
tist to  develop  an  effective  treatment  for  one  type  of 
multiple  myeloma,  a cancer  of  the  bone  marrow. 

* * * 

Dr.  Kenneth  D.  Hall,  professor  of  anesthesiology, 
has  been  elected  director  of  district  27  (North  and 
South  Carolina)  of  the  American  Society  of  Anes- 
thesiologists. 

Hall  was  appointed  to  the  faculty  here  in  1958  and 
was  promoted  to  full  professor  in  1968. 

Hall  directs  the  Blood  Gas  Laboratory  and  car- 
diothoracic  anesthesia.  He  is  the  unit  physician  of  the 
recovery  room. 

5&C  5yC 

Dr.  Jared  Schwartz,  associate  in  pathology,  has 
resigned  to  take  a position  as  staff  pathologist  at  Pres- 
byterian Hospital  in  Charlotte.  He  assumed  his  duties 
there  Dec.  1. 

jfi  % 

Dr.  Joseph  L.  Wagner,  director  of  the  Division  of 
Laboratory  Animal  Resources,  attended  a conference 
on  Animal  Care  Facility  Management  sponsored  by 
the  Yale  University  School  of  Medicine,  Dec.  12-14. 

Wagner  was  one  of  30  directors  of  animal  facilities 
selected  to  attend  the  conference,  which  was  designed 
to  examine  current  management  practices  within  the 
field  of  laboratory  animal  science  and  comparative 
management. 

% % 

On  Nov.  10,  Dr.  Wendell  F.  Rosse,  professor  and 
chief  of  the  Division  of  Hematology-Oncology,  spoke 
on  “The  Immune  Destruction  of  Red  Cells”  in  the 
sixth  Austin  Weisberger  Lecture  of  the  Case  Western 
Reserve  University  School  of  Medicine,  Cleveland, 
Ohio. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
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The  National  Science  Foundation  has  approved  a 
$13,100  grant  to  Dr.  H.  Stanley  Bennett,  Sarah 
Graham  Kenan  professor  of  biological  and  medical 
sciences  and  professor  of  anatomy,  for  a two-year 
study  of  intercellular  junctions. 

The  study  will  be  carried  out  in  connection  with 
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FOR  THE 

ZONES  OF  DERMATOSES 


For  dry  areas/lesions 

New  Halog  Ointment  0.1% 

Halcinonide  Ointment  0.1% 


For  scalp  lesions 

New  Halog  Solution  0.1% 

Halcinonide  Solution  0.1% 


For  moist  areas/lesions 
Full- strength 

Halog  Cream  0.1% 

Halcinonide  Cream  0.1% 

‘Maintenance  formula" 
Quarter-strength 

New  Halog  Cream  0.025% 

Halcinonide  Cream  0.025% 


Clinical  experience 

A total  of  984  psoriatic  patients  in  US  clinical  studies  were 
treated  with  eitherthe  Solution,  the  Creams,  orthe  Ointment. 
After  2 weeks'  therapy,*  151  (78%)  of  194  patients  improved 
with  Halog  Solution, 407(92. 5%)  of  440  patients  improved  with 
full-strength  (0.1  %)  Halog  Cream,  132  (72%)  of  184  patients 
improved  with  quarter-strength  (0.025%)  Halog  Cream,  and 
145  (87%)  of  166  patients  improved  with  Halog  Ointment. 

In  general,  the  preferred  topical  formulations  for  lesions  in 
specific  areas  are:  solutions  for  scalp  lesions,  creams 
for  moist  areas/lesions,  and  ointments  for  dry  areas/lesions. 
The  studies  cited  above,  however,  were  not  limited  to  lesions 
in  these  specific  areas. 

*Majority  of  patients  evaluated  after  2 weeks’  therapy.  Data  on 
See  next  page  for  brief  summary.  file  at  Squibb  Institute  for  Medical  Research. 


HALOG 

HALCINONIDE  squibb 


HALOG"  (Halcinonide) 

Cream/Ointment/ Solution 

Halog  Cream  0.025%  (Halcinonide  Cream 
0.025%)  and  Halog  Cream  0.1  % 

(Halcinonide  Cream  0.1  %)  contain  0.25  mg. 
andl  mg. halcinonide pergram, 
respectively,  in  a specially  formulated 
cream  base.  Halog  Ointment  (Halcinonide 
Ointment  0.1  %)  contains  1 mg.  halcinonide 
(0.1  %)  pergram  in  Plastibase*(Plasticized 
Hydrocarbon  Gel),  a polyethylene  and 
mineral  oil  gel  base.  Halog  Solution 
(Halcinonide  Solution  0.1  %)  contains  1 mg. 
halcinonide  (0.1  %)perml. 
CONTRAINDICATIONS:  Topical  steroids  are 
contraindicated  in  vaccinia,  varicella,  and 
in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components 
of  the  preparations.  These  preparations  are 
not  for  ophthalmic  use. 

PRECAUTIONS:  General—  If  local  infection 
exists,  suitable  concomitant  antimicrobial 
or  antifungal  therapy  should  be 
administered.  If  a favorable  response  does 
not  occur  promptly,  application  of  the 
corticosteroid  should  be  discontinued  until 
the  infection  is  adequately  controlled.  If 
extensive  areas  are  treated  or  if  the 
occlusive  technique  is  used,  the  possibility 
exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions 
should  be  taken.  If  irritation  or  sensitization 
develops,  the  preparation  should  be 
discontinued  and  appropriate  therapy 
instituted.  Although  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  during 
pregnancy  has  not  been  absolutely  estab- 
lished; therefore,  they  should  not  be  used 
extensively  on  pregnant  patients,  in  large 
amounts,  or  for  prolonged  periods  of  time. 

Occlusive  Dressing  Technique— The  use 
of  occlusive  dressing  increases  the 
percutaneous  absorption  of 
corticosteroids;  their  extensive  use 
increases  the  possibility  of  systemic 
effects  For  patients  with  extensive  lesions 
it  may  be  preferable  to  use  a sequential 
approach,  occluding  one  portion  of  the 
body  at  a time.  The  patient  should  be  kept 
under  close  observation  if  treated  with  the 
occlusive  technique  over  large  areas  and 
over  a considerable  period  of  time. 
Occasionally,  a patient  who  has  been  on 
prolonged  therapy,  especially  occlusive 
therapy,  may  develop  symptoms  of  steroid 
withdrawal  when  the  medication  is 
stopped  Thermal  homeostasis  may  be 
impaired  if  large  areas  of  the  body  are 
covered.  Use  of  the  occlusive  dressing 
should  be  discontinued  if  elevation  of  the 
body  temperature  occurs.  Occasionally,  a 
patient  may  develop  a sensitivity  reaction  to 
a particular  occlusive  dressing  material  or 
adhesive  and  a substitute  material  may  be 
necessary.  If  infection  develops, 
discontinue  the  use  of  the  occlusive 
dressing  and  institute  appropriate 
antimicrobial  therapy 
ADVERSE  REACTIONS:  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  striae,  skin  atrophy,  secondary 
infection,  dryness,  folliculitis, 
hypertrichosis,  acneform  eruptions,  and 
hypopigmentation.  The  following  may 
occur  more  frequently  with  occlusive 
dressings:  maceration  of  the  skin, 
secondary  infection,  skin  atrophy,  striae, 
and  miliaria  Contact  sensitivity  to  a 
particular  dressing  material  or  adhesive 
may  occur  occasionally  (see 
PRECAUTIONS). 

For  full  prescribing  information,  consult 
package  insert. 

HOW  SUPPLIED:  The  0 025%  and  0.1  % 
Cream  and  the  0.1  % Ointment  are  supplied 
in  tubes  of  1 5 g.  and  60  g„  and  in  jars  of  240 
g.  (8  oz  ).  The  0.1  % Solution  is  supplied  in 
plastic  squeeze  bottles  of  20  ml.  and  60  ml. 

SQUIBB 


Prof.  Kiyoshi  Hama  of  the  Institute  of  Medical  Sci- 
ences of  Tokyo  University  in  Japan. 

Its  aim  is  to  improve  understanding  of  the  molecular , 
equipment  used  when  two  adjacent  cells  in  the  body 
cooperate  by  establishing  specialized  areas  of  contact 
for  purposes  of  mutual  benefit. 

* * * 

Dr.  George  Johnson,  Jr.,  Cowper  professor  and 
chief  of  general  surgery  (vascular,  trauma,  transplan- 
tation). has  been  elected  to  the  board  of  governors  of 
the  American  College  of  Surgeons  for  a term  ending  at 
the  1980  Clinical  Congress. 

Dr.  Johnson  has  been  active  in  the  leadership  of  the 
American  College  of  Surgeons  for  several  years,  serv- 
ing as  president  of  the  North  Carolina  Chapter  in  1 975. 
He  was  chairman  of  the  College’s  North  Carolina 
Committee  onTraumafrom  1972-1977  and  was  named 
to  the  national  executive  committee  earlier  this  year. 
* * * 

The  UNC  School  of  Medicine  was  host  to  the  25th 
Anniversary  Cardiology  Symposium  Nov.  12  and  13.i 
The  symposium,  which  celebrated  the  25th  anniver- 
sary of  the  establishment  of  the  four-year  medical 
program  at  UNC-CH  and  the  opening  of  the  North 
Carolina  Memorial  Hospital,  was  a two-day  program 
of  lectures  and  panel  discussions  focusing  on  the  most 
recent  advancements  in  the  field  of  cardiology. 

Lecturers  from  the  UNC-CH  medical  faculty  dis- 
cussed specific  new  developments  in  the  diagnosis 
and  treatment  of  problems  of  the  heart.  The  guest 
lecturer  for  the  symposium  was  Dr.  W.  Proctor  Har- 
vey, professor  of  medicine  at  Georgetown  University, 
an  internationally  known  cardiologist,  who  spoke  on 
“Cardiovascular  Clues  from  the  Physical  Examina- 
tion.” Dr.  Harvey  and  Dr.  Ernest  Craige,  chief  of  the 
division  of  cardiology , discussed  ' ' Presentation  of  Pa- 
tients with  Diagnostic  Problems.” 

* * * 

Dr.  Elaine  Hilberman,  assistant  professor,  psy- 
chiatry, participated  in  a conference  in  Washington  on 
Women  and  Mental  Health  sponsored  by  the  Presi- 
dent’s Commission  on  Mental  Health. 

* * * 

Dr.  Charles  B.  Nemeroff  of  the  Biological  Science; 
Research  Center  presented  grand  rounds  in 
psychiatry  at  Cedars  of  Sinai  Hospital  at  UCLA  or 
Nov.  7.  He  also  presented  a paper  at  the  Society  foi 
Neuroscience  meeting  in  Anaheim,  California,  and 
then  traveled  to  the  Salk  Institute  for  Biologica 
Studies  to  present  a neuroendocrinology  seminar.  A1 
presentations  centered  on  the  role  of  endogenou; 
brain  peptides  on  neuroendocrine  and  behaviora 
parameters. 

* * * 

Dr.  John  Ewing,  director  of  the  Center  for  Alcoho 
Studies  at  UNC,  has  made  two  presentations  on  the 
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subject  of  alcohol  abuse  : “A  Bio-Psycho-Social  View 
of  Drinking”  to  the  Western  Missouri  District  Branch 
of  the  American  Psychiatric  Association,  and  “Al- 
coholism: A Community  Problem,”  at  the  First  An- 
nual Alcoholism  Seminar  and  Workshop  sponsored 
by  the  Mental  Health  Association  of  Cleveland 
County  (Ohio)  and  Cleveland  County  Ministerial  As- 
sociation. 

% Jfc 

Dr.  Gordon  B.  Burnett,  associate  professor  of 
psychiatry  and  director  of  the  psychopharmacology 
clinic.  Dr.  Arthur  Prange,  Jr.,  and  Dr.  I.  C.  Wilson 
presented  “Adverse  Effects  of  Anticholinergic  An- 
tiparkinsonian Drugs  in  Tardive  Dyskinesia,”  at  the 
Sixth  World  Congress  of  Psychiatry  in  Honolulu. 

* * * 

Dr.  Troy  Albert  Reaves,  Jr.,  research  associate  in 
neurology,  has  received  a $5,000  grant-in-aid  for 
1977-1978  from  the  North  Carolina  Heart  Association 
for  his  project,  “Thermal  and  Cardiovascular  Modula- 
tion of  Neuroendocrine  Cell  Firing  Patterns.”  He  also 
has  been  awarded  a Public  Health  Service  research 
fellowship  from  the  National  Institute  of  Neurological 
and  Communicative  Disorders  and  Stroke,  enabling 
him  to  pursue  his  research  project,  “Vasopressinergic 
Neurons  and  Thermoregulation.” 

* * * 

Dr.  Colin  G.  Thomas,  Jr.,  professor  and  chairman 
af  the  department  of  surgery,  presented  “Surgical 
Therapy  for  Thyroid  Nodules  and  Cancer”  at  the 
Seminar  on  Thyroid  Nodules  and  Thyroid  Cancer 
sponsored  by  the  University  of  Virginia  School  of 
Medicine  Continuing  Education  Program  and  depart- 
ment of  radiology  in  Charlottesville. 

* * * 

Four  faculty  and  staff  members  of  the  Division  for 
Disorders  of  Development  and  Learning  attended  a 
meeting  in  Boston  of  the  Association  of  University 
\ffiliated  Programs  for  the  Developmentally  Dis- 
ibled:  Dr.  Harrie  R.  Chamberlin,  director;  Dr.  Calvin 
Cnobeloch,  associate  director;  J.  Robert  Gray,  assis- 
ant  director  for  administration,  and  Carole  A.  Parr, 
physical  therapy  section  head.  Dr.  Knobeloch  is  a 
member  of  the  board  of  directors  and  all  four  serve  on 
:ommittees  of  the  association. 

* * * 

Dr.  Knobeloch,  Pat  Porter  and  David  McGraw  of 
he  communicative  disorders  section,  and  Dr.  David 
V.  Holmes  of  the  Institute  for  Speech  and  Hearing 
Sciences  attended  the  annual  meeting  of  the  American 
Speech  and  Hearing  Association  in  Chicago.  Dr. 
Cnobeloch  chaired  a session  on  “Child/Parent  Dyads 
md  Language  Development”  and  Dr.  Holmes  pre- 
ented  “Biomodal  vs.  Unimodal  Perception  of 
ipeech.” 

* * * 

Dr.  William  Grady  Thomas,  director  of  the  hearing 
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and  speech  center.  Dr.  Stanley  J.  Martinkosky,  direc- 
tor of  the  speech  pathology  services  and  Sharon  B. 
Thomas,  Julia  S.  Doswell  and  Nancy  C.  Wooten, 
speech  pathologists,  also  attended  the  convention  in 
Chicago. 

Ns  * * 

Dr.  Donald  L.  Madison,  associate  professor  of  fam- 
ily medicine,  was  one  of  the  70  invited  participants  in  a 
national  HEW-sponsored  conference  in  Skyland,  Vir- 
ginia, to  consider  the  Consumer  Choice  Health  Plan,  a 
new  proposal  for  national  health  insurance. 

* * * 

Dr.  William  Grady  Thomas,  associate  professor  of 
surgery  and  bacteriology  and  director  of  the  hearing 
and  speech  center,  and  Charles  Finley,  a graduate 
assistant,  attended  “The  Symposium  on  Evoked 
Electrical  Activity  in  the  Auditory  Nervous  System” 
in  Chicago. 

5fC  5}C 

Jean  W.  Boyles  has  been  appointed  North  Carolina 
Memorial  Hospital’s  attorney,  her  official  title  being 
associate  attorney,  N.C.  Attorney  General’s  Office. 
She  received  her  law  degree  from  UNC  in  1973  and 
has  served  for  four  years  as  assistant  town  attorney  for 
Chapel  Hill,  working  primarily  with  the  police  de- 
partment. She  has  done  teaching  and  consulting  work 
for  the  N.C.  Justice  Academy  and  has  drafted  educa- 
tional material  on  the  medical-legal  aspects  of  sexual 
assault  crimes  for  both  medical  and  law  enforcement 
personnel. 

* * * 

Dr.  Christopher  C.  Fordham  III,  dean  of  the  medi- 
cal school,  has  been  named  chairman-elect  of  the 
Council  of  Deans  of  the  American  Association  of  Med- 
ical Colleges.  The  council,  one  of  four  governing 
bodies  of  the  AAMC,  is  composed  of  deans  of  all 
American  medical  schools.  As  chairman  Fordham  will 
preside  over  meetings  of  the  120-member  council  and 
represent  its  membership  on  the  AAMC  executive 
council. 

* * * 

Dr.  William  E.  Easterling,  vice  dean  of  the  medical 
school,  has  been  named  president  of  the  N.C.  Division 
of  the  American  Cancer  Society.  Easterling,  who  is 
also  chief  of  staff  at  N.C.  Memorial  Hospital  and  a 
UNC-CH  professor  of  obstetrics  and  gynecology,  will 
serve  as  president  for  one  year. 

^ * 

A $70,000  contract  from  the  National  Institutes  of 
Health’s  National  Cancer  Institute  has  been  awarded 
to  Dr.  Geoffry  Haughton  to  continue  his  research  on 
“Genetic  Factors  Influencing  Susceptibility  to 
Cancer.”  Haughton,  a bacteriology  and  immunology 
professor,  will  be  working  with  Dr.  Alan  C.  Whit- 
more, who  recently  earned  his  Ph.D.  at  UNC. 
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The  researchers  will  be  looking  at  a certain  gene 
cluster  in  mice,  the  H-2  haplotype,  that  they  have 
shown  determines  susceptibility  to  certain  virus- 
induced  tumors.  They  intend  to  observe  more  closely 
the  action  of  these  genes  and  their  role  in  regulating 
immune  response  to  tumors.  These  studies  may  pro- 
vide information  of  a suspected  similar  process  in 
humans  governed  by  the  HL-A  gene  cluster. 

* * * 

Dr.  Walter  E.  Stumpf  has  been  awarded  a $73,000 
grant  to  expand  research  on  his  finding  that  the  effect 
the  female  sex  hormone  estrogen  has  on  the  heart 
muscle  cells  may  account  for  differences  in  heart  dis- 
ease rates  among  men  and  women. 

Stumpf,  who  holds  appointments  in  the  UNC-CH 
School  of  Medicine’s  departments  of  anatomy  and 
pharmacology  and  the  Laboratories  for  Reproductive 
Biology,  received  the  two-year  grant  from  the  Na- 
tional Institutes  of  Health's  National  Heart,  Lung  and 
Blood  Institute. 

The  new  grant  will  allow  Stumpf  to  study  other 
steroid  hormones  besides  estradiol,  the  most  common 
of  the  female  hormones.  These  will  include:  proges- 
terone, the  male  sex  hormone  testosterone,  and  the 
adrenal  steroids.  He  also  intends  to  observe  the  effect 
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the  hormones  have  on  the  DNA,  RNA  and  protein 
synthesis. 

* * * 

A UNC-CH  pulmonary  specialist  has  found  that 
hair  spray  chemicals,  other  than  Freon,  impair  a lung 
disease  defense  mechanism. 

In  tests  involving  12  healthy  non-smokers,  male  and 
female,  who  rarely  use  hair  spray.  Dr.  Mitchell 
Friedman  found  that  one  hour  after  seven  volunteers 
had  been  exposed  to  a 20-second  spray  of  hair  spray, 
there  was  a mean  decrease  of  57%  in  the  volunteers’ 
tracheal  mucociliary  transport  rate  (the  rate  at  which 
dust  and  other  particles  in  the  airway  are  swept  away 
by  mucous  and  microscopic  hair). 

Dr.  Friedman  said  impairment  of  this  cleansing  sys- 
tem exposes  the  lungs  to  particles  and  other  pollutants 
that  normally  would  be  filtered  out.  The  accumulation 
of  such  foreign  particles  in  the  lungs,  he  said,  may 
cause  pulmonary  dysfunction. 

The  remaining  five  volunteers  were  exposed  only  to 
a 20-second  spray  of  Freon  because  it  was  at  that  time 
a propellant  common  to  most  hair  sprays.  No  observ- 
able change  in  the  cleansing  mechanism  of  the  lungs 
was  evident  in  this  group. 

* * * 

Dr.  Frank  C.  Wilson,  chief  of  the  division  of  or- 
thopaedics, has  been  elected  to  a two-year  term  on  the 
administrative  board  of  the  Council  of  Academic 
Societies  of  the  American  Association  of  Medical  Col- 
leges (AAMC). 

* * * 

Cecil  G.  Sheps,  professor  of  social  medicine,  was 
one  of  four  witnesses  at  a Congressional  inquiry 
exploring  the  issues  related  to  aging.  Sheps  served  as  a 
representative  of  the  American  Public  Health  Associ- 
ation and  presented  testimony  on  the  problems  which 
health  care  fragmentation  causes  for  the  elderly. 

* * * 

Gordon  F.  Murray,  associate  professor  in  the  divi- 
sion of  cardiothoracic  surgery,  recently  received  the 
Southern  Thoracic  Surgical  Association  President’s 
Award  for  the  best  scientific  paper.  The  paper  was 
co-authored  by  Benson  R.  Wilcox  and  Peter  J.  K- 
Starek  and  published  in  the  Annals  of  Thoracic 
Surgery’  last  May. 

* * * 

Suzann  K.  Campbell,  associate  professor  of  physi- 
cal therapy,  has  been  named  associate  director  of 
graduate  studies  in  the  division  of  physical  therapy. 
She  replaced  Mary  C.  Singleton  as  head  of  the 
graduate  program  on  Jan.  1. 

* * * 

Charles  S.  Newmark,  associate  professor,  depart- 
ment of  psychiatry,  has  been  appointed  director  of  the 
clinical  psychology  training  program. 
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New  Faculty:  Mathias  Hochli,  assistant  professor  in 
the  department  of  anatomy,  Cynthia  L.  Wilhelm,  as- 
sistant professor  in  the  department  of  medical  allied 
health  professions,  Patrick  F.  Dolan,  assistant  profes- 
sor in  the  department  of  anesthesiology. 

Hochli,  a citizen  of  Switzerland,  earned  his  M.S. 
and  Ph.D.  from  the  Swiss  Federal  Institute  of 
Technology.  He  has  been  a visiting  assistant  professor 
here  for  the  past  year. 

Ms.  Wilhelm  has  been  a research  associate  in  the 
division  of  rehabilitation  counseling  in  the  school  of 
medicine  since  1976.  She  earned  her  B.A.  at  St.  Ed- 
ward's University  in  Austin,  Texas,  and  her  M.S.  and 
Ph.D.  from  Indiana  State  University. 

A citizen  of  Great  Britain,  Dolan  completed  his 
medical  training  at  the  University  of  St.  Andrews.  For 
the  past  year  he  has  been  a visiting  assistant  professor 
here. 

He  * * 

Resignations:  Connie  J.  Evashwick,  assistant  pro- 
fessor in  the  department  of  hospital  administration; 
John  R.  Feegel,  associate  professor  in  the  department 
of  pathology;  and,  Mohammad  R.  Habibian,  assistant 
professor  in  the  department  of  radiology. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Twenty-one  persons  have  received  appointments  to 
the  faculty  of  the  Bowman  Gray  School  of  Medicine. 

Dr.  Barbara  K.  Burton,  pediatrics;  Dr.  David  John 
Farrar,  physiology  and  pharmacology;  and  Dr.  Henry 
Rothberger,  medicine  (rheumatology)  were  named  as- 
sistant professors. 

Robert  Henry  Holliday  Jr.  and  Sidney  W.  Lavender 
II  were  named  instructors  in  allied  health  (physician 
assistant  program). 

Dr.  James  W.  Ramey  was  appointed  visiting  profes- 
sor of  medical  social  sciences. 

Appointed  to  the  part-time  faculty  were  Dr.  Gary 
Edward  Adams,  associate  in  medicine;  Dr.  Ali 
Farahnakian,  clinical  instructor  in  radiology;  Dr. 
Dennis  L.  Kennedy,  clinical  instructor  in  psychiatry 
(clinical  psychology);  Dr.  John  William  King,  clinical 
instructor  in  medicine  (infectious  diseases);  Dr. 
Thomas  Russell  Kitchens,  clinical  instructor  in 
surgery;  Dr.  Rodney  A.  Mortenson,  clinical  instructor 
in  orthopedic  surgery;  Dr.  Paul  M.  Ribisl,  associate  in 
medicine;  and  John  A.  Riefenberg,  clinical  instructor 
in  psychiatry  (psychiatric  social  work). 

Named  as  clinical  instructors  in  the  Department  of 
Obstetrics  and  Gynecology  were  Dr.  Paul  V. 
Caporossi,  Dr.  Manuel  T.  de  Los  Santos,  Dr.  Richard 


V.  Surgnier,  Dr.  Thomas  Larry  Warren,  Dr.  Jess 
Alexander  White  Jr.,  Dr.  Frank  C.  Wilson  and  Dr. 
James  William  Wotring  Jr. 

* * * 

North  Carolina  Baptist  Hospital,  Bowman  Gray’s 
principal  teaching  hospital,  has  named  Robert  Curtis  1 
as  its  new  vice  president  for  patient  care  services. 

Curtis  will  have  responsibilities  for  the  nursing  ser- 
vice, the  recreation  therapy  program,  central  supply 
service,  operating  rooms  and  the  cast  room. 

* * * 

Four  students  in  the  graduate  studies  program  at 
Bowman  Gray  received  degrees  in  December. 

Dr.  Charles  W.  Leathers  of  Overland  Park,  Kan., 
was  awarded  the  Ph.D.  degree  in  comparative  and 
experimental  pathology. 

Robert  David  Margolis  of  West  Trenton,  N.J.,  was 
awarded  the  Master  of  Science  degree  in  biochemis- 
try. Ana  Maria  Montarroso  de  Gomez  ot  Caracas, 
Venezuela,  and  Janice  Rupp  Connor  of  Titusville, 
Fla.,  each  received  the  Master  of  Science  degree  in 
microbiology  and  immunology. 

* * * 

Dr.  Clark  E.  Vincent,  professor  of  sociology,  re- 
ceived special  recognition  from  the  National  Council 
on  Family  Relations  (NCFR)  at  the  organization’s 
annual  meeting. 

He  was  presented  a “Certificate  of  Appreciation" 
for  his  “manifold  contributions  to  the  field  of  marriage 
and  the  family  and  to  the  NCFR.” 

Vincent  is  past  president  ot  both  the  NCFR  and  the 
American  Association  of  Marriage  and  Family  Coun- 
selors. 

He  is  well  known  for  his  writing  in  the  field  of 
marital  health  and  human  sexuality.  His  books  include 
Unmarried  Mothers , Sexual  and  Marital  Health  and 
Readings  in  Marriage  Counseling. 

* * * 

Dr.  Carlos  E.  Rapela,  professor  of  physiology,  has 
retired  after  20  years  at  the  medical  school. 

He  is  internationally  known  for  his  work  on  blood 
circulation,  particularly  blood  flow  in  the  brain. 

* * * 

Dr.  Louis  S.  Kucera,  associate  professor  of  micro- 
biology and  immunology,  has  been  appointed  to  a 
two-year  term  on  the  editorial  board  of  Infection  and 
Immunity.” 

* * * 

George  C.  Lynch,  director  of  Bowman  Gray’s  De 
partment  of  Audio-Visual  Resources,  has  been  ap- 
pointed to  the  Board  of  Directors  of  the  Federation  of 
Biocommunications  Societies. 

* * * 

Dr.  Charles  E.  McCall,  professor  of  medicine,  ha: 
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When  pain  complicates  acute  cystitis* 

Azo  Gantanol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  1 00  mg  phenazopyridine  HCI 

for  the  pain  for  the  pathogens 


□ Early  relief  of  painful  symptoms 

such  as  burning  and  pain 
associated  with  urgency  and 
frequency. 


*Nonobstructed;  due  to  suscepti- 
ble organisms 


□ Effective  control  of  susceptible 
pathogens  such  as  E.  coli, 
Klebsiella-Aerobacter,  Staph, 
aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris. 

□ Appropriate  antibacterial 
therapy: 

up  to  three  days  therapy  with 
Azo  Gantanol,  then  1 1 days  with 
Gantanol®  (sulfamethoxazole), 
0.5  Gm  tablets. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections  complicated  by  pain 
(primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis  and,  less  frequently,  Proteus  vulgaris) 
in  the  absence  of  obstructive  uropathy  or  foreign  bodies. 

Note:  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response;  add  aminobenzoic  acid  to  follow- 
up culture  media.  The  increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sulfonamides.  Measure 
sulfonamide  blood  levels  as  variations  may  occur;  20  mg/100  ml 
should  be  maximum  total  level. 

Contraindications:  Children  below  age  12;  sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period;  because  Azo 
Gantanol  contains  phenazopyridine  hydrochloride  it  is  contraindi- 
cated in  glomerulonephritis,  severe  hepatitis,  uremia,  and  pyelone- 
phritis of  pregnancy  with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not  established.  Deaths  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious  blood 
disorders.  Frequent  CBC  and  urinalysis  with  microscopic  exam- 
ination are  recommended  during  sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplastic  ane- 
mia, thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura, 


hypoprothrombinemia  and  methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis);  G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis);  C/VS 
reactions  (headache,  peripheral  neuritis,  mental  depression,  con- 
vulsions, ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon). 

Due  to  certain  chemical  similarities  with  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfon- 
amides have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia.  Cross-sensitivity  with  these  agents  may  exist. 
Dosage:  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of 
urinary  tract  infections.  Usual  adult  dosage:  2 Gm  (4  tabs)  initially, 
then  1 Gm  (2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists,  causes 
other  than  infection  should  be  sought.  After  relief  of  pain  has  been 
obtained,  continued  treatment  with  Gantanol  (sulfamethoxazole) 
may  be  considered. 

Note:  Patients  should  be  told  that  the  orange-red  dye  (phenazopyri- 
dine HCI)  will  colorthe  urine. 

Supplied:  Tablets,  red,  film-coated,  each  containing  0.5  Gm  sulfa- 
methoxazole and  100  mg  phenazopyridine  HCI— bottles  of  100 
and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
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TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DVAZ1DE 

Each  capsule  contains  50  mg.  of  Dyrenium1  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 
SERUM  K+AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


SK&F  CO..  Carolina,  P.R.  00630 


Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 
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Neosporiri 
Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobader 

Escherichia 

Proteus 

Corynebaderium 

Streptococcus 

Pneumococcus 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 

Corynebaderium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobader 

Escherichia 


Waflcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  Ointment  (polymyxin  B-badtraein-neomycin). 


Neosporiri 

Ointment 

(Polymyxin  B-Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin'*  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PMl. 
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COLBY  PROCLAIMS 
WOMAN  SUFFRAGE 


Socia/  Security  Bill  Is  Signed 
Gives  Pensions  to  Aged,  Jol 


Signs  Certificate  of  Ratification 
at  His'Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  30,1 
Persons  When  States  Adopt  Cooperating  Laws-He 
the  Measure  ‘Cornerstone’ of  His  Economic  Progr 


Wanted  Movies  of  Ceremony, 
But  Both  Factions  Are 

,\»p.  2s'  1.920- 


MILITANTS  VEXED  AT  PRIVACY. 


SENATE  APPROVES 
18-YEAR0LDV0TE 
INALLELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  MarchlO, 
1971— The  Senate  approve^ 
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TRUMAN  CLOSES 
\TED  NATIONS  CONFEREE 
V1TH  PLEA  TO  TRANSLAT 
CHARTER  INTO  DEEDS 


JV 


NEW  WORLD  HOPE 


''If  we  fail  to  use  it,"  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall,  betray  all  of 


WASHINGTON,  Aug.  : 
The  Social  Security  Bill, 
a broad  program  of  unem 
insurance  and  old  age 
and  counted  upon  to  ber 
20,000,000  persons,  becan 
day  when  it  was  signed 
dent  Roosevelt  in  the  pr 
those  chiefly  responsible 
ting  it  thro ugb  < s. 

M r.  sevelt  cal 


“the  c erstone 
wh  * »o  >eing  1 


those  who  have  died  in  order  that 
we  might  meet'here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal.” 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
.sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  whim,  at  the  outset  of  bis 
speech,  he  interpolated  the  words, 
half  a hope,  half  a prayer; 

“Oh,  what  » great  day  this  can 
beta  history!”  • ' TSs 

Just  hefore  the  nleharv  session 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
Insists  It  Be  Used 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescripticm  medications.  One 
way,  gaming  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution  

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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been  elected  a fellow  of  the  American  College  of 
Physicians. 

* * * 

Dr.  Quentin  N.  Myrvik,  professor  and  chairman  of 
the  Department  of  Microbiology  and  Immunology, 
has  been  appointed  editor  of  “Infection  and  Immu- 


Dr.  C.  Glenn  Sawyer,  professor  of  medicine,  has 
been  installed  as  president  of  the  Forsyth  County 
Medical  Society. 

* * * 

Dr.  Wayne  M.  Sotile,  instructor  in  clinical  psychol- 
ogy, has  been  elected  to  membership  in  the  American 
Psychological  Association,  the  National  Council  on 
Family  Relations  and  the  American  Association  of 
Sex  Educators,  Counselors  and  Therapists. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  Harold  C.  Wiggers,  acting  dean  for  the  School 
of  Medicine  until  the  appointment  of  Dr.  William  E. 
Laupus  as  permanent  dean,  has  retired  after  a two- 
and-a-half-year  affiliation  with  the  school.  His  first 


association  with  the  school  was  in  1974  as  a consul- 
tant, a position  that  turned  into  an  offer  to  become 
acting  dean  for  the  school.  When  Dr.  Laupus  assumed 
leadership  in  July,  1975,  Wiggers  became  his  senior 
consultant. 

As  acting  dean  Dr.  Wiggers  assisted  in  recruiting 
Dr.  Laupus  as  dean  and  also  had  a strong  role  in  the 
selection  of  the  school’s  department  chairmen.  He 
accelerated  activities  for  the  accreditation  which  was 
granted  the  school  last  April  and  assisted  in  initiating 
the  affiliation  between  Pitt  County  Memorial  Hospital 
and  the  School  of  Medicine.  He  also  coordinated  the 
Center  for  Educational  Development  and  Evaluation 
and  the  center  for  Student  Opportunities. 

Dr.  Wiggers,  a physiologist,  has  been  “a  Ph.D.  in 
the  world  of  M.Ds.”  and  thinks  of  himself  primarily  as 
a medical  educator.  He  was  dean  of  Albany  Medical 
College  for  21  years  and  served  as  the  chairman  of  the 
school's  Department  of  Physiology  and  Pharmacol- 
ogy for  eight  years.  He  also  taught  at  Case  Western 
University,  the  University  of  Illinois  and  Columbia 
University.  , 

Dr.  Wiggers  and  his  wife,  Virginia,  are  retiring  tc. 
Vero  Beach,  Florida,  where  he  plans  to  write  his 
philosophy  of  medical  education. 

* * * 

Dr.  James  E.  Akers,  an  associate  professor  in  the 
Department  of  Microbiology,  has  received  a research 
grant  from  the  N.C.  Heart  Association  for  studies  on 


We  can  help  you  help  your  patient . . . 

Problem  Pregnancy  Counseling 

without  charge,  anywhere  in  N.C. 

Caseworker  will  travel  to  client  if  your  patient 
cannot  go  to  CHS  office. 

To  refer  your  patient,  or  for  more  information, 
call  our  nearest  district  office: 


Asheville  (704)258-1661 

Chapel  Hill  (919)929-4708 
Charlotte  (704)372-7170 


Fayetteville  (919)483-8913 
Greensboro  (919)274-1538 
Greenville  (919)752-5847 


Wilmington  (919)763-9727 


The  Children’s  Home  Society 
of  N.C. 


founded  in  1903 


132 


Vol.  39,  No.  1 


heart  disease  caused  by  viral  infection.  Dr.  Akers’ 
research  will  focus  on  myocarditis  caused  by  Coxsac- 
kie  B viruses  and  the  infectious  process  produced  by 
these  viruses  in  cultured  heart  cells.  Dr.  Bryon  T. 
Burlingham,  chairman  of  the  department,  will  col- 
laborate on  the  research. 

if: 

Dr.  David  L.  Beckman,  professor  of physiology,  led 
a discussion  on  somatic-autonomic  reflexes  at  an  in- 
ternational conference  sponsored  by  the  National  In- 
stitute of  Neurological  and  Communicative  Disorders 
and  Stroke. 

* * * 

Sixty-seven  pathologists  and  clinical  chemists  from 
throughout  the  United  States  gathered  in  San  An- 
tonio, Texas,  in  December  to  attend  a course  being 
taught  by  Dr.  Seymour  Bakerman,  professor  and 
:hairman  of  the  Department  of  Pathology.  “A  Review 
af  Clinical  Chemistry  for  Practicing  Pathologists  and 
Clinical  Chemists”  was  the  sixth  course  on  the  subject 
that  Dr.  Bakerman  has  taught  on  a national  level  this 
/ear.  The  course  was  sponsored  by  the  University  of 
rexas  Health  Science  Center. 

* * * 

Dr.  Dwight  Grady,  a resident  in  the  Eastern 
Carolina  Family  Practice  Center,  East  Carolina  Uni- 
versity School  of  Medicine,  has  been  elected  vice 
president  of  the  N.C.  Association  of  Family  Practice 
Residents.  Grady  was  elected  at  the  annual  meeting  of 
:he  Academy  of  Family  Practice  held  in  Winston- 
Salem. 

* * * 

The  N.C.  chapter  of  the  American  Society  for  Mi- 
:robiology  gave  Jeff  Miller,  an  ECU  graduate  student 
in  biology,  the  Mary  Poston  Award  for  the  best 
graduate  student  research  presentation  at  the  socie- 
ty's semi-annual  meeting.  Miller’s  presentation  dealt 
with  immunological  research  on  tumor  cells  from 
nice.  The  laboratory  research  was  conducted  in  the 
School  of  Medicine’s  Microbiology  Department  under 
he  supervision  of  Dr.  Mason  Smith. 

* * * 

Dr.  D.  E.  Darnell  Jones  has  been  appointed  as- 
;ociate  professor  of  obstetrics  and  gynecology.  Prior 
o his  appointment  Jones  was  assistant  professor  of 
JB/GYN  at  M.S.  Hershey  Medical  Center  and  served 
is  co-director  of  the  department’s  resident  education 
>rogram.  He  was  also  director  of  Hershey’ s high-risk 
irenatal  center. 

* * * 

Dr.  Robert  P.  Dillard  has  been  appointed  associate 
lirector  of  Ambulatory  Pediatric  Medicine.  Dr.  Dil- 
ard will  assist  in  the  development  of  the  pediatric 
imbulatory  care  program  and  will  also  teach  pediat- 
ics  to  residents  and  medical  students.  Dillard  was 


previously  in  private  practice  in  Tampa,  Florida,  and 
served  as  an  associate  clinical  professor  of  pediatrics 
at  the  University  of  South  Florida  College  of 
Medicine. 

* * * 

The  School  of  Medicine  reached  another  stage  of 
development  with  the  accreditation  of  its  pediatrics 
residency  program.  Dr.  Jon  B.  Tingelstad,  chairman 
of  the  Department  of  Pediatrics,  says  the  accreditation 
allows  the  department  to  accept  twelve  residents  in 
the  first,  second  and  third  year  of  residency  beginning 
in  July,  1978.  The  residents  will  receive  their  training 
in  Pitt  County  Memorial  Hospital,  where  pediatric 
facilities  include  a 34-bassinet  newborn  nursery  and  a 
43-bed  pediatric  ward.  A 33-bed  neonatal  intensive 
care  center  is  under  construction  and  should  be  com- 
plete in  May.  Other  accredited  residency  pro- 
grams at  the  School  of  Medicine  include  family 
practice,  medicine  and  psychiatry. 

* * * 

A brief  look  at  new  department  chairmen  . . . 

Dr.  Jon  B.  Tingelstad,  who  served  on  the  faculties 
of  the  State  University  of  New  York  and  the  Medical 
College  of  Virginia,  was  professor  and  vice-chairman 
of  pediatrics  at  ECU  before  being  appointed  chairman 
of  the  department. 

Dr.  Eugene  D.  Furth  was  professor  and  associate 
chairman  of  the  Department  of  Medicine  at  Albany 
Medical  College  before  his  appointment  as  chairman 
of  medicine  at  ECU. 

Dr.  Seymour  Bakerman  was  professor  of  pathology 
and  director  of  the  graduate  training  program  in  clini- 
cal chemistry  at  the  Medical  College  of  Virginia  prior 
to  his  appointment  as  chairman  of  pathology  at  ECU. 

Dr.  James  L.  Mathis,  chairman  of  the  Department 
of  Psychiatry,  was  previously  chairman  of  psychiatry 
at  the  Medical  College  of  Virginia. 

Dr.  Walter  J.  Pories,  chairman  of  the  Department  of 
Surgery,  was  professor  and  associate  director  of 
surgery  at  Case  Western  Reserve  University  prior  to 
his  appointment  at  ECU. 

Dr.  James  G.  Jones,  who  was  associate  clinical 
professor  of  family  medicine  at  the  UNC-CH  School 
of  Medicine,  came  to  ECU  as  professor  of  family 
medicine  before  being  appointed  director  of  the 
school’s  Family  Practice  Center. 

* * * 

The  Department  of  Obstetrics  and  Gynecology 
hosted  a symposium,  “Current  Concepts  in  Obstet- 
rics and  Gynecology,”  in  January.  About  40  physi- 
cians from  across  the  state  attended  the  afternoon 
meeting  held  in  the  Medical  School  Auditorium  at  Pitt 
Memorial  Hospital. 

The  program  featured  presentations  by  Dr.  D.  E. 
Darnell  Jones,  Dr.  Edwin  Clement  and  Josephine 
Hookway,  all  faculty  members  in  the  Department  of 
Obstetrics  and  Gynecology.  Dr.  Walter  J.  Pories,  pro- 
fessor and  chairman  of  the  Department  of  Surgery, 
also  participated  in  the  meeting. 
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Dr.  Robert  G.  Brame.  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology,  presented 
a report  to  the  visitors  on  the  new  medical  school.  Dr. 
F.  M.  Simmons  Patterson,  director  of  the  Eastern 
Area  Health  Education  Center,  served  as  moderator 


for  the  event.  The  group  was  welcomed  to  Greenville 
by  School  of  Medicine  Dean,  Dr.  William  Laupus. 

The  meeting  was  followed  by  a tour  of  Pitt  Memorial 
Hospital,  including  the  medical  school’s  teaching 
addition  to  the  facility. 


Month  in 
Washington 


The  first  session  of  the  95th  Congress  has  adjourned 
and  leaves  no  major  new  health  legislation  in  its  wake. 
Touted  as  the  “most  liberal  Congress  of  recent  years’’ 
its  actions  on  balance  with  respect  to  health  legislation 
proved  to  be  more  conservative  than  liberal.  Both  the 
Congress  and  the  White  House  have  left  the  question 
of  national  health  insurance  (NHI)  legislation  this 
year  very  much  up  in  the  air.  Health,  Education  and 
Welfare  Secretary  Joseph  Califano  has  announced 
Administration-proposed  NHI  legislation  may  not  be 
ready  until  1979.  Shortly  thereafter,  however.  Presi- 
dent Carter  reassured  United  Automobile  Workers 
Union  leaders  and  Senator  Edward  Kennedy  ID- 
Mass.)  that  a full  NHI  legislative  proposal  would  be 
forthcoming  in  1978  — but  reaffirmed  his  intent  to  first 
send  Congress  a statement  of  principles,  followed 
shortly  by  a bill.  Meanwhile,  back  on  the  Hill,  House 
Ways  and  Means  Health  Subcommittee  (the  key 
House  committee  for  enactment  of  NHI)  Chairman 
Dan  Rostenkowski  (D-Ill.)  has  cautioned  that  spiral- 
ing cost  of  health  care  must  be  checked  before  Con- 
gress can  enact  a NHI  program. 

* * * 

Responding  to  a challenge  from  Congress  for  an 
alternative  to  the  Administration’s  proposed  Hospital 
Cost  Containment  Act  for  federal  controls,  the  Na- 
tional Steering  Committee  has  issued  a 15-point  pro- 
gram featuring  a goal  of  a two  percent  reduction  a year 
in  the  rate  of  increase  in  hospital  costs. 

The  steering  committee  was  formed  by  the  Ameri- 
can Medical  Association,  the  American  Hospital  As- 
sociation (AHA)  and  the  Federation  of  American 
Hospitals  (FAH).  In  addition  to  officials  of  these  or- 
ganizations, members  of  the  committee  include  offi- 
cials of  the  Health  Insurance  Association  of  America, 
the  Health  Industry  Manufacturers  Association,  the 
Blue  Cross  Association,  consumer  consultant  Vir- 
ginia Knauer  and  the  U.S.  Chamber  of  Commerce. 

At  a news  conference  in  Washington,  D.C.,  the 
members  of  the  National  Steering  Committee  an- 
nounced their  agreement  on  the  15-point  program  and 
urged  everyone  involved  — the  public,  labor,  man- 


agement and  the  government  — to  cooperate  in  the 
attempt  to  contain  health  care  spending. 

Robert  B.  Hunter,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees  and  a member  of  the  committee, 
told  the  news  conference  that  physicians  and  hospital 
personnel  share  the  public’s  concern  over  the  cost 
problem.  “We  believe  the  problem  can  be  solved  vol- 
untarily better  than  by  government  intervention.” 
Terming  the  meeting  “historic,’  Michael  Brom- 
berg, Executive  Director  of  the  FAH,  said  the  na- 
tion’s hospitals  will  be  reviewed  openly  and  the  iden- 
tity of  hospitals  that  are  overspending  will  be  made 
public.  “In  effect  this  will  be  peer  review  out  in  the 
open,”  he  said. 

Under  the  program,  each  state  will  have  a steering 
committee  composed  much  like  the  national  steering 
group  which  will  receive  and  review  monthly  data 
from  hospitals  on  their  cost-efficiency  progress. 

A “very  realistic  goal”  of  a two  percent  reduction 
annually  in  the  rate  of  increase  over  the  next  two  years 
was  set  forth  by  John  Alexander  McMahon,  AHA 
President.  This  would  slow  the  rate  of  increase  from 
the  current  13.7%  to  1 1 .7%  next  year  and  about  9.7% 
the  following  year,  a level  near  that  of  the  rest  of  the 
economy. 

Describing  the  project  as  “a  more  concerted  effort 
than  any  undertaken  before,”  James  H.  Sammons, 
M.D.,  Executive  Vice  President  of  the  AMA,  said  one 
of  the  key  programs  will  be  to  expand  public  aware- 
ness of  the  need  for  cost  constraints  and  cost  aware- 
ness on  the  part  of  consumers  as  well  as  providers. 

The  call  for  an  organized  private  cost  control  effort 
was  issued  several  weeks  ago  by  Rep.  Rostenkowski, 
Chairman  of  the  House  Ways  and  Means  Subcommit- 
tee on  Health  that  had  been  considering  the  Adminis- 
tration's plan  to  impose  a nine  percent  cap  on  hospital 
revenue  increases.  The  strong  opposition  from  pro- 
vider groups  as  well  as  some  segments  of  labor  that 
would  be  affected  stymied  the  controversial  plan  this 
year,  but  Congress  still  has  the  issue  before  it. 

Here  is  the  tentative  15-point  program  agreed  to  by 
the  National  Steering  Committee: 
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inflammation*  — 
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bacterial  infection* 

but  how  often 
is  life  so  simple? 
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Mycolog  Cream  (Nystatin  — Neomycin  Sulfate  — Gramicidin  — Triam- 
cinolone Acetonide  Cream)  provides  100,000  units  nystatin,  neomycin 
sulfate  equivalent  to  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and 
1 mg.  triamcinolone  acetonide  (0.1%)  per  gram  in  an  aqueous  per- 
fumed vanishing  cream  base. 

INDICATIONS:  Based  on  a review  of  this  preparation  by  the  Na-  I 
tional  Academy  of  Sciences  — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  follows: 
Possibly  effective:  In  cutaneous  candidiasis;  superficial  bacterial 
infections;  the  following  conditions  when  complicated  by  candidal 
and/or  bacterial  infection:  atopic,  eczematoid,  stasis,  nummular, 
contact,  or  seborrheic  dermatitis,  neurodermatitis,  and  dermatitis 
venenata;  infantile  eczema;  lichen  simplex  chronicus;  and  pruritus 
ani  and  pruritus  vulvae. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

CONTRAINDICATIONS:  Viral  diseases  of  the  skin  (such  as  vaccinia 
and  varicella);  fungal  lesions  of  the  skin  except  candidiasis;  history 
of  hypersensitivity  to  any  product  component.  Not  intended  for  oph- 
thalmic use;  should  not  be  applied  in  the  external  auditory  canal  of 
patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
tion is  markedly  impaired. 

WARNINGS:  Because  of  the  potential  hazard  of  nephrotoxicity  and 
ototoxicity,  prolonged  use  or  use  of  large  amounts  of  this  product 
should  be  avoided  in  the  treatment  of  skin  infections  following  ex- 
tensive burns,  trophic  ulceration,  and  other  conditions  where  absorp- 
tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 


steroids  during  pregnancy  has  not  been  absolutely  establ 
therefore,  do  not  use  extensively  on  pregnant  patients,  in 
amounts,  or  for  prolonged  periods. 

PRECAUTIONS:  Watch  co  nstantly  for  overgrowth  of  nonsuscei 
organisms  (including  fungi  other  than  Candida).  Should  super! 
tion  due  to  nonsusceptible  organisms  occur,  administer  sui 
concomitant  antimicrobial  therapy;  if  favorable  response  is  not  prl 
discontinue  the  preparation  until  adequate  control  by  other! 
infectives  is  effected.  If  extensive  areas  are  treated  or  if  the  occ! 
technique  is  used,  the  possibility  exists  of  increased  systemic  al: 
tion  of  the  corticosteroid;  suitable  precautions  should  be  takt 
irritation  develops,  discontinue  the  product  and  institute  approi 
therapy. 

ADVERSE  REACTIONS:  Se  nsitivify  reactions  to  topical  use  of  grarr.i 
are  rare.  Hypersensitivity  to  nystatin  is  extremely  uncommon.  F: 
sensitivity  to  neomycin  has  been  reported  and  articles  in  the  cil 
medical  literature  indicate  an  increase  in  its  prevalence. 

The  following  local  adverse  reactions  have  been  reported' 
topical  corticosteroids  either  with  or  without  occlusive  dressings:  . 
ing  sensations,  itching,  irritation,  dryness,  folliculitis,  secondary  I 
tion,  skin  atrophy,  striae,  miliaria,  hypertrichosis,  acneform  erupt 
maceration  of  the  skin,  and  hypopigmentation.  Contact  sensitivitf 
particular  dressing  material  or  adhesive  may  occur  occasionally l 
toxicity  and  nephrotoxicity  have  been  reported. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  Available  in  15,  30,  and  60  g.  tubes.  It  is  also  r 
able  in  jars  of  1 20  g.  (4  oz.)  for  hospital  or  institutional  use  only. 
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1.  Creation  by  state  hospital  and  medical  organiza- 
)ns  of  voluntary  cost  containment  committees  to 
:velop  special  action  programs  for  their  states. 

2.  Immediate  reassessment  by  all  institutions  of 
anned  budget  and  charge  adjustments  to  determine 
hat  can  be  done  to  shave  costs  in  the  short  run 
insistent  with  sound  medical  practice. 

3.  Make  the  overall  national  goal  a two  percent 
inual  drop  in  the  rate  of  expenditure  increase  for  the 
:xt  two  years. 

4.  Set  up  guidelines  for  consideration  by  hospitals 
id  state  committees  to  identify  hospitals  where  spe- 
al  efforts  need  to  be  made  to  cut  costs.  Under  these 
lidelines,  the  top  15%  of  hospitals  projecting  the 
ghest  increases  would  be  reviewed  first,  as  well 
; others  showing  a higher  than  average  rise  in  expen- 
tures. 

5.  As  a national  goal  reduce  significantly  the  rate  of 
e new  capital  investment  by  hospitals  over  the  next 
/o  years.  Also  as  a national  goal  — no  net  increase  in 
e national  total  of  hospital  beds  with  certain  excep- 
3ns. 

6.  Request  that  all  hospital  medical  staffs  consider 
ays  to  further  tightened  utilization  review  — conse- 
nt with  sound  medical  practice. 

7.  Study  and  development  by  state  committees  of 
ograms  to  improve  productivity  in  hospitals  by  two 
jrcent  a year. 

8.  Accelerate  current  trends  to  improve  the  health 
livery  system  through  multi-hospital  systems, 


shared  services,  health  maintenance  organizations 
and  single  and  multi-specialty  medical  groups. 

9.  Notify  all  concerned  of  the  national  program  and 
urge  widest  support  and  cooperation. 

10.  Provision  of  technical  assistance  programs  by 
the  AMA,  the  AHA  and  the  FAH  to  assist  the  state 
committees  and  hospitals  in  carrying  out  the  program. 

11.  Urge  hospital  suppliers  to  support  the  program 
and  exercise  restraint  in  pricing. 

12.  Establish  a subcommittee  on  public  education  to 
actively  involve  everyone  in  the  program  and  to  ex- 
plain it  to  the  public. 

13.  Seek  the  support  of  the  government. 

14.  Call  upon  insurance  carriers,  other  purchasers 
of  care,  industry  and  organized  labor  to  examine  ex- 
panded consumer  cost  sharing,  cost  effective  alterna- 
tives to  existing  coverages,  and  to  carefully  review 
any  substantial  expansion  of  existing  benefits. 

15.  Seek  a review  by  government  of  the  cost  impact 
of  all  existing  federal  regulations,  to  be  completed  by 
the  end  of  next  year. 

The  National  Steering  Committee  is  composed  of 
the  following: 

AHA’s  chairman-elect  Samuel  Tibbitts,  President 
of  the  Lutheran  Hospital  Society  of  Southern  Califor- 
nia; FAH’s  president-elect  Andrew  W.  Miller,  Senior 
Vice  President,  Hospital  Corporation  of  America;  Dr. 
Hunter  of  the  AMA;  Health  Insurance  Association  of 
America  President  Robert  Froehlke;  Harold  Buzzell, 
President  of  the  Health  Industry  Manufacturers  As- 


TEGA-SPAN  CAPELLETS 

TEGA-SPAN  CAPELLETS  FOR  MORE  ADVANCED  NICOTINIC  ACID 

THERAPY 

Each  capsule  contains:  . . . 400  mg  of  pure  pelletized 
Nicotinic  Acid 

INDICATIONS:  Tega-Span  is  indicated  where  reduction  of  serum  chloresterol  and  total 
lipid  levels  in  hypercholesteremia  and  hyperlipemia  is  desirable.  It  may  also  be  useful  in 
reducing  xanthomatous  tissue  cholesterol  deposits. 

DOSAGE  AND  ADMINISTRATION;  Usual  dose  is  one  or  two  capellets  twice  daily  with  or 
after  meals.  Since  lower  doses  may  control  hyperlipidemia  in  some  patients,  the  dosage 
should  be  individualized  according  to  the  effect  on  serum  lipid  levels.  It  is  also  to  be  noted 
that  adverse  reactions  appear  with  greater  frequency  early  in  therapy;  in  order  to  avoid 
these  it  may  be  best  to  start  the  drug  at  low  levels  and  increase  dosage  gradually. 

Federal  Law  prohibits  dispensing  without  a prescription 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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sociation;  Blue  Cross  Association  President  Walter 
McNerney;  Virginia  Knauer,  former  Presidential 
Special  Assistant  on  Consumer  Affairs;  and  C.  S. 
Tsowas,  General  Electric  Corp.’s  consultant  for  In- 
surance Plans  and  Corporate  Employee  Relations  rep- 
resenting the  U.S.  Chamber  of  Commerce. 

* * * 

The  House  has  unanimously  asked  the  Carter  Ad- 
ministration to  set  aside  or  relax  many  of  its  contro- 
versial health  planning  guidelines. 

Published  in  the  Federal  Register  in  September  the 
guidelines  are  part  of  a campaign  to  check  health  cost 
inflation.  The  Congressional  turn  down  of  the  HEW 
proposals  was  another  painful  example  of  the  Ad- 
ministration’s poor  batting  average  on  the  Hill. 

Congress  rejected  the  guidelines  by  a 357  to  0 vote 
on  a resolution  introduced  by  Rep.  Berkley  Bedell 
(D-Iowa). 

Objections  to  the  proposed  guidelines  that  swarmed 
into  the  Congress  and  HEW  fell  into  three  major 
areas.  These  are: 

**That  the  proposed  guidelines,  as  currently 
drafted,  might  force  small  rural  or  community  hospi- 
tals to  close; 

**That  the  standard  applicable  to  obstetrical  units 
may  be  too  strict; 

**That  the  guidelines  will  tend  to  take  decision- 
making out  of  local  hands. 

HEW  officials  have  promised  to  ease  the  proposed 
guidelines  in  a final  version  due  early  in  1978. 


Bertram  Brown,  M.D.,  long-time  head  of  the  Ni 
tional  Institute  of  Mental  Health,  has  been  dismissei 
by  HEW  Secretary  Joseph  Califano  on  grounds  tha 
“new  blood’’  is  needed  to  “invigorate  institutions.’' 

Dr.  Brown,  46,  is  a Democrat  who  was  appointe 
NIMH  Director  when  Lyndon  Johnson  was  Presiden 
and  survived  the  eight  years  of  Republican  adminis 
trations.  The  post  theoretically  was  made  immun 
from  politics  by  Congress.  Dr.  Brown  protested  hi 
ouster  as  politicizing  the  directorship. 

Mental  health  has  been  one  of  the  chief  interests  c 
President  Carter’s  wife,  Rosalyn,  and  his  chief  healt 
adviser,  Peter  Bourne,  M.D.  Since  Dr.  Brown  wa 
reported  to  be  close  to  Mrs.  Carter  and  Dr.  Bourne 
the  underlying  reason  for  Califano’s  action  was  nc 
clear. 

* * * 

The  American  Medical  Association  has  beei 
praised  by  Rep.  Romano  Mazzoli  (D-Ky.)  for  its  “en 
thusiastic,  nationwide  efforts’’  to  promote  awarenes 
of  childhood  diseases  and  the  need  for  immunization 
In  a statement  for  the  Congressional  Record,  Mazzol 
noted  one  feature  of  the  campaign  is  a hopscotch  cour 
with  the  squares  labelled  with  disease  names  and  wit] 
immunization  in  sky-blue  at  the  top  of  the  game.  Th 
AMA  and  its  Auxiliary  have  developed  a kit  contain 
ing  background  material  on  immunization,  mode 
press  releases,  model  editorials,  commercials  am 
puppet  shows  as  well  as  a full-size  stencil  for  thi 
hopscotch  courts. 


$tt  Umoriam 


James  Edwin  Chapman,  M.D. 

Dr.  Jim  Chapman  died  last  October  10  of  leukemia 
at  age  30.  He  was  born  in  Nashville,  Tennessee,  and 
did  his  undergraduate  work  at  Carson-Newman  Col- 
lege in  Jefferson  City,  Tennessee.  He  graduated  from 
Bowman  Gray  School  of  Medicine  in  May  of  1972  and 
began  his  residency  at  North  Carolina  Baptist  Hospi- 
tal in  July  1972.  At  the  completion  of  his  second  year 
of  residency  a diagnosis  of  leukemia  was  made.  He 
responded  well  to  medication,  finished  his  residency 
in  July  1975,  and  entered  private  practice  of  obstetrics 
and  gynecology.  For  the  next  two  years  he  had  a drive 


and  determination  that  far  surpassed  his  fellowman  - 
not  only  in  the  practice  of  his  specialty  but  also  in  hi 
favorite  sport,  tennis.  He  had  a great  compassion 
understanding  and  feelingfor  his  patients.  His  surgica 
skills  and  medical  judgment  far  exceeded  his  age. 

Jim  was  an  inspiration  to  all.  He  and  his  wife,  Phylli 
had  a great  love  and  understanding  with  God  whicl 
added  strength  to  both  during  his  final  days.  His  life  oi 
earth  was  short,  but  his  spirit  will  be  with  us  forever 
Our  lives  have  been  enriched  by  having  known  thi: 
“God-like”  man. 
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Classified  Ads 


IC  — FULLTIME  AMBULATORY  CARE  PHYSICIAN,  25000 
visits,  regular  shifts,  specialty  backup,  fee-service,  60-70K  income, 
% bed  hospital  in  foothills.  US  trained.  Contact:  J.  K.  Lockhart, 
Northern  Hospital,  Mount  Airy,  N.C.  27030,  Phone:  (919)  789- 
9541. 

JC  HOSPITAL  HAS  OPENINGS  for  two  GP’s,  Orthopedic  Surgeon 
and  Urologist.  Space  available  in  modern  medical  building.  Income 
guarantee  and  relocation  expenses  available.  Forward  curriculum 
vitae  to:  NCMJ-5,  P.O.  Box  27167,  Raleigh,  N.C.  27611. 

'OR  SALE:  Two  man  Clinic.  Reception  room.  Business  Office.  Six 
examining  rooms.  Two  consultation  rooms.  Laboratory,  X-ray, 
Nurses  station.  Utility  room.  Parking  lot.  Hospital  available.  Good 
Location.  Well  populated  industrial  area.  Selling  because  of  re- 
tirement. Contact:  Joseph  A.  Young,  M.D.,  222  West  A Street, 
Newton,  N.C.  28658,  telephone  704-465-0303. 

MERGENCY  PHYSICIANS,  Full  and  part-time:  Needed  im- 
mediately several  part-time  and  full-time  emergency  physicians 
with  fees  to  $28  per  hour  or  $52,000  per  year,  mal-practice  fur- 
nished. Central  Carolina  Area.  All  inquiries  strictly  confidential. 
Write:  C.M.S.,  P.O.  Box  2154,  Chapel  Hill,  N.C.  27514 


PHYSICIANS  NEEDED:  M.D.’s  having  completed  or  near  comple- 
tion of  internships  or  residencies  for  hospital/clinics/flight  surgeon 
duties.  Choice  of  duty  station,  $30,000-$40,000  starting  salary, 
travel  and  relocation  expenses  paid,  30  days  paid  vacation  annu- 
ally, duty  rotation  allows  excellent  family  life.  Contact:  Lt.  M.  A. 
Bradley,  Navy  Physician  Programs,  Navy  Recruiting  District,  P.O. 
Box  18568,  Raleigh,  N.C.  27609  or  call  collect  (919)  872-2547. 


COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  with  P.A.  in  expansion  of  established  multi-specialty 
group;  118  JCAH  hosp.,  delightful  small  historic  town  on  Al- 
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knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
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benefits'  to-  risk  ratio  of  Librium  is  a well- 
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ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients, 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 
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chlordiazepoxide  HCI  Roche 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
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Indications:  Relief  of  anxiety  and  tension  occur- 
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ing or  operating  machinery  may  be  impaired,  as 
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use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
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JMLar,y.  physicians  are  seek- 
ing relief  from  the  ever  increas- 
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the  United  States  Air  Force 
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MR.  B.  P.  PATIENT 
1528  EVERY  DRIVE 
ANYTOWN,  SC  29109 

STATEMENT  OF  ELECTROLYTE  BALANCE 

Account  of:  PATIENT  WITH  HYPERTENSION 
Transaction:  THERAPY  WITH  THIAZIDE 
Status:  Blood  Pressure:  SATISFACTORY 


Salt:  SATISFACTORY 
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BALANCE  satisfactory 


TRIAMTERENE  LIMITS  POTASSIUM  LOSS 
AS  HYDROCHLOROTHIAZIDE  LOWERS 
BLOOD  PRESSURE 


Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene,  SK&FCo.) 
and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


The  difference  in  ‘Dyazide’  is  its  ‘Dyrenium’  component,  which 
acts  to  reduce  thiazide-induced  excessive  excretion  of  potassium. 
Dietary  potassium  supplements  or  potassium  salts  should  not  be 
used  with  ‘Dyazide’  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired. 

‘Dyazide’  can  occasionally  cause  hyperkalemia.  Serum  potassium 
and  BUN  should  be  checked  periodically  during  therapy,  particu- 
larly in  patients  with  suspected  or  confirmed  renal  insufficiency 
(e.g.,  elderly  or  diabetic  patients).  If  hyperkalemia  develops, 
‘Dyazide’  should  be  withdrawn  and  a thiazide  alone  substituted. 
Routine  use  of  diuretics  in  healthy  pregnant  women  is 
inappropriate. 


See  next  page  for  indications  and  brief  summary  of  prescribing 
information.  Not  for  initial  therapy.  Dosage  should  be  titrated  to 
the  individual  (See  Box  Warning). 

SK&F  Co.,  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIine  company 
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Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SEMSE  FOR 
LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  A brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  convenient 
in  patient  management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents  the  dosage 
determined  by  titration:  Adjunctive  therapy  in  edema 
associated  with  congestive  heart  failure,  hepatic  cirrhosis, 
the  nephrotic  syndrome.  Corticosteroid  and  estrogen- 
induced  edema,  idiopathic  edema;  hypertension,  when  the 
potassium  sparing  action  of  triamterene  is  warranted. 

(See  Box  Warning.)  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indicated  in 
pregnancy  only  when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium.  Hypersensitivity  to  either  component 
or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary 
potassium  is  needed,  potassium  tablets  should  not  be  used. 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill, 
with  urine  volume  less  than  one  liter/day,  the  elderly  and 


diabetics  with  suspected  or  confirmed  renal  insufficiency. 
Periodically,  serum  K+  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  preg- 
nancy requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocyto- 
penia, other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their 
use  is  essential,  the  patient  should  stop  nursing.  Adequate 
information  on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impending  coma  in 
severe  liver  disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K * frequently;  both  can  cause  K retention 
and  elevated  serum  K ' . Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes  were 
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tions. Blood  dyscrasias  have  been  reported  in  patients 
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with  thiazides.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly. 
Antihypertensive  effect  may  be  enhanced  in  post-sympa- 
thectomy patients.  Use  cautiously  in  surgical  patients.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
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counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919]  768-7710 
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Richard  B.  Boren,  M.D. 
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Roger  L,  McCauley,  M.D. 
Director,  Out-Patient  Services 
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Director,  In-Patient  Services 
Richard  M.  Aderhold,  M.D. 
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Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 
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Term  Life  Insurance  Program 


Member’s 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Spouse’s 

Age 

$5,000 

Under  30 

$ 27 

$ 54 

$ 81 

$ 108 

$ 135 

Under  30 

$ 11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All  Children — $12  annually.  $2,500  after  age  6 months 
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On  February  16  there  was  a very  important  joint  meeting  of  the  Executive  Council 
of  the  North  Carolina  Medical  Society  and  the  Board  of  Directors  of  the  North 
Carolina  Hospital  Association,  with  the  Duke  Endowment  serving  as  the  host  organi- 
zation for  the  occasion.  The  purpose  was  to  discuss  mutual  problems  faced  by 
physicians  and  hospitals,  and  to  consider  various  solutions  to  these  problems. 

Two  topics  were  discussed:  Voluntary  cost  containment  in  hospitals  and  contractual 

agreements  between  hospitals  and  physicians.  Because  of  its  importance,  I would 
like  to  describe  the  cost  containment  issue  in  some  detail. 


All  observers  agree  that  cost  containment  is  the  most  important  and  most  diffi- 
cult problem  facing  medicine  today.  Unless  something  is  done,  and  quickly,  the 
heavy  regulatory  hand  of  the  federal  government  will  soon  be  felt,  first  by 
hospitals,  then  the  doctor's  office. 

Several  months  ago  the  AMA,  the  American  Hospital  Association,  and  the  Federation 
of  American  Hospitals  joined  together  to  sponsor  a Voluntary  Cost  Containment 
Program.  In  December  recommendations  were  received  from  the  National  Steering 
Committee  for  this  program  with  an  urgent  request  that  state  hospital  associations 
and  medical  societies  form  joint  committees  to  consider  these  recommendations 
and  to  recommend  a course  of  action  within  the  state. 


The  cost  of  care  in  hospitals  has  been  rising  very  rapidly  over  the  last  ten 
years,  with  a 15-20%  rise  per  year  being  relatively  common.  The  Steering 
Committee  agreed  that  the  initial  effort  should  be  in  reducing  the  rate  of 
increase  of  hospital  costs.  The  long  range  goal  is  to  achieve  a rate  of  increase 
which  is  the  same  as  that  in  the  general  economy. 

This  objective  cannot  be  realized  in  one  or  two  years.  The  goal  will  be  to 
gradually  slow  the  rise  in  hospital  costs  by  2%  per  year,  until  the  obiective 
is  achieved. 

' 

How  does  this  differ  from  the  national  "CAP"  of  9%  per  year  in  hospital  costs 
which  was  proposed  by  the  administration  last  year?  First,  the  emphasis  is  on 
l°cal  review  and  evaluation,  and  second,  the  rate  of  rise  is  flexible,  not 
rigidly  applied  to  all  hospitals.  There  is  no  intent  to  urge  cancellation  of 
legitimate,  needed  expenditures  by  a given  hospital,  even  though  this  might 
cause  a rate  of  increase  above  last  year's  level. 

The  National  Steering  Committee  recommended  that  each  state  establish  a state 
steering  committee  which  would  receive  quarterly  reports  from  each  hospital, 
and  would  review  the  budgets  of  hospitals  with  expenditures  greater  than  a 
certain  specified  percentage  level  above  that  of  last  year.  The  State  Steering 
committee  would  have  physicians,  hospital  administrators,  hospital  trustees, 
insurance  company  representatives,  businessmen,  state  and  county  government 
representatives,  and  others  in  its  membership,  and  these  members  would  become 
very  conversant  with  hospital  budgets,  national  trends,  and  local  needs,  and 
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relate  back  to  their  parent  bodies  on  a regular  basis.  The  Steering  Committee 
would  also  have  a staff  to  perform  necessary  studies.  The  objectives  would  be 
achieved  by  voluntary  action  backed  by  local  opinion. 

The  NCMS  Executive  Council  and  the  NCHA  Board  of  Directors  empowered  a smaller 
group  to  prepare  a proposal  along  the  recommended  lines  and  to  present  this  to 
the  two  boards  at  their  next  meeting.  This  proposal  will  contain  a recommended 
composition  of  the  Steering  Committee,  a budget,  and  a broad  outlined  of  the 
message  to  be  employed.  This  smaller  group  has  met  and  agreed  on  a proposal  which 
will  be  considered  by  the  NCMS  Executive  Council  on  April  16. 

Will  such  a plan  work  in  North  Carolina?  We  hope  so,  but  there  is  no  way  to  be 
sure.  There  are  many  hurdles  and  many  uncertainties.  Will  all  hospitals  par- 
ticipate? Will  the  two  organizations,  and  the  others  represented,  take  the  task 
seriously  and  critically  review  the  cost  of  hospital  care  in  those  hospitals 
identified?  Will  the  review  cause  any  changes  in  expenditures?  Will  the  NCMS 
and  NCHA  vote  to  expend  the  necessary  funds  to  staff  the  project?  At  the  national 
level,  some  legislative  leaders  have  promised  that  they  will  give  the  voluntary 
plan  a chance  to  prove  itself.  If  it  fails,  stringent  controls  will  be  used  to 
achieve  the  same  goals. 

On  a different  topic,  the  Executive  Council  has  recommended  that  I inform  our 
membership  of  the  advantages  of  directly  coding  their  services,  using  the  CPT 
coding  system  developed  by  the  AMA.  Often  the  doctor  submits  a bill  for  an 
"office  visit"  which  is  reviewed  by  a clerical  staff  member  at  the  insurance 
company,  who  then  applies  her  own  interpretation  of  the  proper  code.  She  will 
generally  assign  the  lowest  value  code  number.  Those  who  use  the  CPT  coding 
system  will  recognize  that  this  system  permits  differentiation  between  a new 
and  an  old  patient,  between  a simple  visit  and  an  extensive  workup,  all  of  which 
carry  different  allowable  fees. 

By  selecting  the  proper  CPT  code  for  a particular  visit,  and  submitting  the 
claim  with  this  code  number  already  recorded  in  the  "description  of  service" 
area  of  the  form,  the  physician  can  insure  that  he  is  paid  for  that  which  was 
actually  done,  and  avoid  the  uncertainty  of  improper  coding  at  the  clerical  level. 
CPT  coding  manuals  are  available  from  the  AMA.  Write  us  at  NCMS  Headquarters 
if  you  have  questions. 

At  its  last  two  meetings,  the  Executive  Council  reviewed  a program  funded  by 
the  N.  C.  General  Assembly  in  its  1977  session,  whereby  county  health  departments 
may  apply  for  funds  to  provide  primary  care  services.  There  are  features  of  this 
program  which  the  Council  views  with  great  concern,  and  it  has  directed  that  a 
position  paper  be  prepared  expressing  these  concerns  and  suggesting  modifications. 
This  has  been  written  and  approved,  and  copies  have  been  supplied  to  county  society 
officers  and  physician  members  of  county  boards  of  health.  This  matter  will  be 
discussed  more  fully  in  a later  newsletter. 


Sincerely , 


E.  Harvey  Estes,  Jr.,  M.D. 
President 


If  you  were  suddenly  hit  by  a long 
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adequate  tax  free  income  to  meet 
your  Financial  Needs?  ? ? 
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ference between  financial  ruin  and 
financial  independence. 


Official  Disability  Income  Plan 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 


11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


ELECTROPHORESIS 


ACUTE-PHASE  PROTEINS 

Alpha-l-acid  glycoprotein 

Alpha-1 -antitrypsin 

C-Reactive  Protein  (C-RP) 

Ceruloplasmin 

Fibrinogen 

Haptoglobin 

COMPLEMENT 

Ci  esterase  inhibitor 

C3 

c4 

Cs 

Total  hemolytic  activity,  CH50  units 

HEMOGLOBINOPATHIES 

A2  quantitation  by  column 
Alkaline  and  acid  electrophoresis 
Fetal  Hemoglobin 
Solubility  testing 

IMMUNOELECTROPHORESIS 

STUDY 

Immunoelectrophoresis 
Protein  Electrophoresis 
Quantitation  of  IgG,  IgA,  IgM 


TUMOR  MARKER  PROTEINS 

Alpha-fetoprotein 
Alpha-l-acid  glycoprotein 
Acid  Phosphatase 
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Regan  Alkaline  Phosphatase 

IMMUNOGLOBULINS 

IgA 

IgD 

IgE  by  R1A 

IgG 

IgM 

ISOENZYMES 

Alkaline  phosphatase 

CPK 

LDH 


LIPOPROTEINS  AND 
HYPERLIPOPROTEINEMIA 


AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing  prompt 
and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 

□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 


NAME 


ADDRESS 


We know 

a lot  about 
caring,  too. 

Because 
it's  our 
business. 


And,  our  experiences  with 
you  in  the  past  have  illustrated 
the  dedication  you,  as  a 
professional,  administer  in 
your  practice. 

We  also  appreciate  the 
opportunity  to  offer  you,  as  a 
member  of  the  North  Carolina 
Medical  Society,  an  important 
insurance  plan. 

Disability  income  Protection 
for  younger  doctors. 

A plan  that  can  help  protect 
one  of  your  most  cherished 
assets  — the  ability  to  earn 
a living. 

UNDERWRITTEN  BY 

Mutual  ifA 
^Omaha\L/ 

People  you  con  count  on... 

Life  Insurance  Affiliate: 

United  of  Omahii 


That’s  what  caring’s  all  about, 
isn’t  it? 

If  you’re  under  age  55  and  a 
member  of  the  North  Carolina 
Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today. 
Mutual  of  Omaha  will  provide 
personal  service  in  furnishing 
the  full  details.  Of  course,  there 
is  no  obligation. 


| * 

1 Mutual  of  Omaha  Insurance  Company 

1 Dodge  at  33rd  Street 
I Omaha,  Nebraska  68 1 3 1 

j Please  send  me  complete  infor 
I mation  on  the  Disability  Income 
I Protection  Plan  available  to  mem 
bers  of  the  North  Carolina  Medical 
Society  who  are  under  age  55. 

| NAME  

| ADDRESS  

I CITY  

I STATE  ZIP 


MUTUAL  Of  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE:  OMAHA.  NEBRASKA 


Lift  the  Quality 
of  Medicine  You  Practice 
to  A New  High! 


American  Medical  Association/127th  Annual  Convention 
June  17-21,  1978/St.  Louis 


Continuing  Medical  Education  Highlights! 

The  whole  purpose  of  the  AMA’s  CME  program  is 
to  help  you  do  what  attracted  you  to  medicine  in 
the  first  place:  provide  the  high  quality  care  your 
patients  need. 

The  scientific  program  is  geared  to  help  you  do 
exactly  that.  Emphasis  is  on  th e practical  aspects 
of  new  developments — clinical  information  of  im- 
mediate use  in  your  practice.  Whether  you’re  in 
primary  care  or  a specialty,  the  large  selection  of 
courses  allows  you  to  focus  on  those  areas  in 
which  you  want  to  update  your  knowledge.  The 
program  features: 

• 55  Category  1 Postgraduate  Courses 

• 30  Sessions,  20  Telecourses,  13  Clinical 
Dialogues,  3 Motion  Picture  Seminars  — all 
Category  1 and  FREE  OF  CFIARGE 

• 100  Scientific  and  125  Industrial  Exhibits 

• 3 AMA  Auxiliary  Sessions  (no  credit) 

The  New  Spirit  of  St.  Louis! 

New  convention  center.  New  hotels.  New  attrac- 
tions. There’s  a whole  new  look  and  spirit  in  St. 
Louis  today.  With  lots  of  things  to  do  and  see. 


Soar  to  the  top  of  the  nation’s  tallest  monument, 
the  Gateway  Arch.  . .beat  your  feet  to  rollicking 
ragtimers  aboard  a showboat.  . .dine  on  gourmet 
French  cuisine  whose  recipes  came  up  the  river 
from  New  Orleans.  . .visit  the  hospitality  room  of 
the  world’s  largest  brewer.  The  new  Spirit  of  St. 
Louis  is  yours  to  enjoy  at  the  127th  AMA  Annual 
Convention. 

PLAN  NOW  TO  ATTEND 

For  complete  information,  return  this  coupon  to- 
day. 

r-"“ - “ j 

■ Dept,  of  Meeting  Services 

■ American  Medical  Association 

J 535  N.  Dearborn/Chicago,  IL  60610 

Please  send  me  complete  information  on  the 
J 127th  AMA  Annual  Convention  in  St.  Louis  as 
| soon  as  it  becomes  available. 

■ 
i 

Name 

i 

i 

J Address 

■ 

City/State/Zip | 


Now  from  SQUIBB 


'artificial 


© 1977  E R Squibb  & Sons.  Inc. 


738-502 


- it  isn’t  just  for  simple 
inflammation" 

- it  isn’t  just  for  simple 
cutaneous  candidiasis 

- it  isn’t  just  for  simple 
bacterial  infection* 

but  how  often 
is  life  so  simple? 

there’s  nothing  quite  like 

MycologtREAM 

Nystatin-Neomycin  Sulfate-Gramicidin- 
Triamcinolone  Acetonide  Cream 


* M \ 

3ftUlB3 


W NDCI 

NIYCOLOG* 
cream 

tain- 
tamycin 

Sulfate- 
jfamicidin- 
Snamcinolone 
toetonide 
team 

^ution:  Federal  lav*  prohibit* 
,IJPensing  without  prescripts  ^ 


Mycolog  Cream  (Nystatin  — Neomycin  Sulfate  — Gramicidin  — Triam- 
cinolone Acetonide  Cream)  provides  100,000  units  nystatin,  neomycin 
sulfate  equivalent  to  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and 
1 mg.  triamcinolone  acetonide  (0.1%)  per  gram  in  an  aqueous  per- 
fumed vanishing  cream  base. 


* 


INDICATIONS:  Based  on  a review  of  this  preparation  by  the  Na- 
tional Academy  of  Sciences  — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  follows: 
Possibly  effective:  In  cutaneous  candidiasis;  superficial  bacterial 
infections;  the  following  conditions  when  complicated  by  candidal 
and/or  bacterial  infection:  atopic,  eczematoid,  stasis,  nummular, 
contact,  or  seborrheic  dermatitis,  neurodermatitis,  and  dermatitis 
venenata;  infantile  eczema;  lichen  simplex  chronicus;  and  pruritus 
ani  and  pruritus  vulvae. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


CONTRAINDICATIONS:  Viral  diseases  of  the  skin  (such  as  vaccinia 
and  varicella);  fungal  lesions  of  the  skin  except  candidiasis;  history 
of  hypersensitivity  to  any  product  component.  Not  intended  for  oph- 
thalmic use;  should  not  be  applied  in  the  external  auditory  canal  of 
patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
tion is  markedly  impaired. 

WARNINGS:  Because  of  the  potential  hazard  of  nephrotoxicity  and 
ototoxicity,  prolonged  use  or  use  of  large  amounts  of  this  product 
should  be  avoided  in  the  treatment  of  skin  infections  following  ex- 
tensive burns,  trophic  ulceration,  and  other  conditions  where  absorp- 
tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 


steroids  during  pregnancy  has  not  been  absolutely  establish 
therefore,  do  not  use  extensively  on  pregnant  patients,  in  la 
amounts,  or  for  prolonged  periods. 

PRECAUTIONS:  Watch  constantly  for  overgrowth  of  nonsuscepti 
organisms  (including  fungi  other  than  Candida).  Should  superinf 
tion  due  to  nonsusceptible  organisms  occur,  administer  suita 
concomitant  antimicrobial  therapy;  if  favorable  response  is  not  prorr 
discontinue  the  preparation  until  adequate  control  by  other  a 
infectives  is  effected.  If  extensive  areas  are  treated  or  if  the  occlus 
technique  is  used,  the  possibility  exists  of  increased  systemic  absc 
tion  of  the  corticosteroid;  suitable  precautions  should  be  taken 
irritation  develops,  discontinue  the  product  and  institute  appropri 
therapy. 

ADVERSE  REACTIONS:  Sensitivity  reactions  to  topical  use  of  gramici 
are  rare.  Hypersensitivity  to  nystatin  is  extremely  uncommon.  Hyf 
sensitivity  to  neomycin  has  been  reported  and  articles  in  the  curr 
medical  literature  indicate  an  increase  in  its  prevalence. 

The  following  local  adverse  reactions  have  been  reported  v 
topical  corticosteroids  either  with  or  without  occlusive  dressings:  be 
ing  sensations,  itching,  irritation,  dryness,  folliculitis,  secondary  ini 
tion,  skin  atrophy,  striae,  miliaria,  hypertrichosis,  acneform  eruptic 
maceration  of  the  skin,  and  hypopigmentation.  Contact  sensitivity  1 
particular  dressing  material  or  adhesive  may  occur  occasionally.  C 
toxicity  and  nephrotoxicity  have  been  reported. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  Available  in  15,  30,  and  60  g.  tubes.  It  is  also  av 
able  in  jars  of  1 20  g.  (4  oz.)  for  hospital  or  institutional  use  only. 

©1977  E R.  Squibb  & Sons,  Inc  31! 

OmilDD^  The  Priceless  Ingredient  of  every  product 
IDd  is  the  honor  and  integrity  of  its  maker  ™ 


to  lower 
blood  pressure 

effectively... 


without 

compromising 

existing 

cardiac 

output 


A Dual  Challenge 


antihypertensive  therapy 


TABLETS:  250  mg,  500  mg,  and  125  mg 


ALDOMEy  l'(METHYLDOFA  I MSD) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 


ALDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
• previous  methyldopa  therapy  has  been  associated  with  I iver  disorders. 

It  is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 

may  occur  with  methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  I iver  disorders 

could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more  MSD 

details  see  the  brief  summary  of  prescribing  information.  MERCK 

For  a brief  summary  of  prescribing  information,  please  see  following  page.  DOHmI 


Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 

Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of  pa- 
tients develop  a positive  direct  Coombs  test,  usually 
between  6 and  12  months  of  therapy  Lowest  incidence 
is  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications.  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia.  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  is  not  in  itself  a contraindication  to  use  of 
methyldopa.  If  a positive  Coombs  test  develops  during 
methyldopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a problem.  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia.  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy.  If  Coombs-posi- 
tive hemolytic  anemia  occurs,  the  cause  may  be 
methyldopa  and  the  drug  should  be  discontinued. 
Usually  the  anemia  remits  promptly.  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered.  If  the  hemolytic  anemia  is  re- 
lated to  methyldopa,  the  drug  should  not  be 
reinstituted.  When  methyldopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
is  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  G)  class  only.  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyldopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive.  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching.  If  the  indirect  Coombs  test  is  also  positive, 


in  hypertension 

ALDOMET 

(METHYLDOfWMSD) 

helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy.  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued.  Methyldopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur.  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy. 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded.  Methyldopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk. 

Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings)  May  interfere  with  measure- 
ment of  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods.  Since 
methyldopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma.  It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is 
subjected  to  surgery.  Methyldopa  is  not  recommended 
for  patients  with  pheochromocytoma.  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites 
Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascular 


disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anesthesia 
usually  can  be  controlled  with  vasopressors.  Hyper- 
tension has  recurred  after  dialysis  in  patients  on 
methyldopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system:  Seda- 
tion. headache,  asthenia  or  weakness,  usually  early 
and  transient,  dizziness,  lightheadedness,  symptoms 
of  cerebrovascular  insufficiency,  paresthesias,  parkin- 
sonism, Bell’s  palsy,  decreased  mental  acuity,  involun- 
tary choreoathetotic  movements;  psychic  distur- 
bances, including  nightmares  and  reversible  mild 
psychoses  or  depression 

Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gain)  usually  relieved  by 
use  of  a diuretic.  (Discontinue  methyldopa  if  edema 
progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black”  tongue,  pancreatitis,  sialadenitis. 

Hepatic • Abnormal  liver  function  tests,  jaundice,  liver 
disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic  anemia. 
Leukopenia,  granulocytopenia,  thrombocytopenia. 
Positive  tests  for  antinuclear  antibody,  LE  cells,  and 
rheumatoid  factor. 

Allergic.  Drug-related  fever,  lupus-like  syndrome, 
myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Mote:  Initial  adult  dosage  should  be  limited  to  500  mg 
daily  when  given  with  antihypertensives  other  than 
thiazides.  Tolerance  may  occur,  usually  between  sec- 
ond and  third  months  of  therapy;  increased  dosage  or 
adding  a diuretic  frequently  restores  effective  control. 
Patients  with  impaired  renal  function  may  respond  to 
smaller  doses.  Syncope  in  older  patients  may  be  re- 
lated to  increased  sensitivity  and  advanced  ar- 
teriosclerotic vascular  disease;  this  may  be  avoided 
by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100;  Tablets,  containing 
250  mg  methyldopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  1000;  Tablets,  containing 
500  mg  methyldopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  500 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme.  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486  j6Amozri(709) 


MSD  MERCK  SHARP  & DOHME 


A fully  accredited  private 
psychiatric  hospital  for  the 
treatment  of  all  major 
psychiatric  illnesses 
including  alcoholism  and 
drug  abuse  problems  of 
adolescents  and  adults. 


Saint  Albans 
Psychiatric  Hospital 


Radford,  Virginia  24141 
Telephone  703  639  2481 


Communicating  with  Professionals 


Effective,  two-way  communication  between 
dentists'  offices  and  the  internal  manage- 
ment and  operating  departments  of  Blue 
Cross  and  Blue  Shield  of  North  Carolins  is 
the  function  of  our  Professional  Relations 
Department. 

Our  eight  specially  trained  Professional 
Relations  representatives  are  responsible 
for  personal  liaison  between  dentists  and 
their  office  staffs  and  the  Plan. 


The  Professional  Relations  Representative 
assigned  to  your  area  is  listed  below.  Your 
representative  is  ready  to  provide  Blue 
Cross  and  Blue  Shield  benefit  information 
and  to  assist  with  any  problems  that  may 
arise.  Please  call  on  your  representative 
anytime. 


NORTH  WEST  CENTRAL  NORTH  EAST  CENTRAL  NORTHEASTERN 


NORTHWESTERN  REGION 

R.  Stuart  Veach 
P.  O.  Box  195 

Winston-Salem,  N.  C.  27102 
919/  722-4141 

NORTH  WEST  CENTRAL  REGION 

James  D.  Webb 
P.  O.  Box  6746 
Greensboro,  N C.  27405 
919/272-8123 

NORTH  EAST  CENTRAL  REGION 

Larry  Moss 
P.  O.  Box  2586 
Raleigh,  N.  C.  27605 
919/834-0376 

SOUTH  WEST  CENTRAL  REGION 

Sam  W.  Pridgen 
P O.  Box  4470 
Charlotte,  N.  C.  28204 
704/333-5106 


NORTHEASTERN  REGION 

Alton  R James 
P.  O.  Box  1447 
Greenville.  N C.  27834 
919/756-1175 

SOUTHEASTERN  REGION 

Hilda  C.  Muse 
P.  O.  Box  1018 
Wilmington,  N.  C.  28401 
919/  763-4684 

SOUTH  EAST  CENTRAL  REGION 

Walter  T.  O'Berry 
Drawer  A 

Fayetteville,  N.  C.  28302 
919/483-1322 

WESTERN  REGION 

Daniel  P.  McIntyre 
P.  O.  Box  371 
Asheville,  N.  C.  28801 
704/253-6844 


Jf  SOUTHEASTERN  REGION 

■Q 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


SPECIAL  ARTICLE 


A Canadian  View  of 
Bilingualism  in  Carolina 

J.  Kelton,  M.D. 


One  of  the  necessities  in  the  taking 
of  medical  histories  is  being  sure  that 
both  parties  understand  each  other, 
that  words  mean  the  same  to  each. 
This  is  particularly  important  in  our 
nomadic  society,  because,  despite  the 
conformities  on  speech  imposed  by 
television,  regional  differences  in  ac- 
cent and  implication  continue  to 
thrive.  While  we  should  not  be  called 
on  to  translate  the  utterings  of  those 
who  speak  in  tongue  (often,  “the 
tongue  that  passeth  all  understand- 
ing”), we  need  to  be  constantly 
aware  of  our  own  uncertain  ears 
when  we  listen.  If  Southerners  have 
trouble  penetrating  the  lilting  ac- 
cents of  the  descendants  of  Finns  who 
settled  in  the  upper  peninsula  of 
Michigan,  should  we  not  have  sym- 
pathy for  the  Northerner  suddenly 
faced  with  our  Southern  dialects.  To 
expedite  this  sort  of  thing,  we  are 
pleased  to  reprint,  with  permission  of 
journal  and  author,  the  delightful 
comment  of  a Canadian  physician 
tvho  recently  spent  a year  of  his  train- 
ing in  Durham.  Dr.  Kelton’s  paper, 
originally  titled  “Medical  bilin- 
gualism, southern  United  States 


•epartment  of  Medicine 
niversity  Hospital 
he  University  of  Western  Ontario 
ondon,  Ontario,  Canada 

jeprint  requests  to  McMaster  University  Medical  Centre 
.100  Main  Street  West 
| amilton,  Ontario,  Canada  L8S  4J9 

Iarch  1978,  NCMJ 


style,”  appeared  in  the  March  19, 
1977,  issue  of  the  “Canadian  Medi- 
cal Association  Journal.” 

6 'T'HE  people  in  this  world  put 
J-  on  a tremendous  show,  and 
the  doctors  have  a front  row  seat.” 
While  these  words  were  written  by 
C.  A.  Hamann  some  70  years  ago,1  I 
was  to  find  that  they  are  still  very 
true  today. 

Being  a devout  “nationalistic” 
Canadian,  1 had  prided  myself  on 
the  fact  that  Canada  is  made  of  two 
basic  groups;  the  French  and  the 
English.  Each  has  its  own  separate 
language  and  to  some  degree,  cus- 
toms, united  under  the  common  de- 
nominator of  being  Canadians. 

Accordingly,  I was  feeling  some- 
what superior  when  I left  Canada 
for  the  United  States  several  years 
ago  to  begin  my  residency  in 
medicine  at  a large  southern  medi- 
cal center.  While  we  in  Canada  can 
boast  of  being  a country  of  many 
peoples,  but  essentially  two  main 
languages,  the  Americans,  on  the 
other  hand,  although  also  having 
been  formed  of  many  nations,  are 
officially  monolingual. 

Therefore,  it  was  to  my  great  sur- 
prise and  bewilderment  upon  arriv- 
ing in  North  Carolina  that  I found 
most  of  the  patients  spoke  a lan- 
guage I had  never  even  heard;  that 
being  “Southern.” 


Actually,  one  must  clarify  this 
somewhat.  I later  found  that  this 
was  not  a separate  dialect,  but  a 
mixture  of  local  expressions  and 
idiomatic  English  which,  when 
slurred  by  the  Southern  drawl,  be- 
comes almost  a separate  language. 
Many  of  the  patients  represented 
the  farmers  and  agricultural  labor- 
ers whose  habits  and  expressions 
have  changed  very  little  as  society 
has  changed  around  them. 

1 soon  found  I was  not  unique  in 
my  auditory  agnostic  state.  Since 
many  of  my  fellow  house  officers 
graduated  from  northern  medical 
schools,  they  too  shared  in  the  prob- 
lem. 

This  language  barrier  caused  only 
minor  difficulties  on  the  inpatient 
service  because  there  was  usually 
enough  time  to  allow  a leisurely  de- 
ciphering of  the  patient's  com- 
plaints. However,  in  the  emergency 
room,  because  of  the  high  patient 
turnover  and  the  need  to  obtain  (and 
more  importantly,  understand)  the 
patient’s  complaints,  one  could 
truly  say  that  “North  met  South.” 

Accordingly,  there  was  posted  in 
the  emergency  room  a list  on  which 
the  house  officer  could  write  the  pa- 
tient’s chief  complaint,  or  particu- 
larly interesting  expressions  along 
with  either  the  translation,  the  diag- 
nosis or  what  the  house  officer  felt 
were  appropriate  comments. 
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This  list  at  times  acted  as  a 
“Southern-English”  dictionary  and 
was  fascinating  to  read. 

A few  of  the  more  interesting  ex- 
pressions or  chief  complaints  are 
listed  below  along  with  either  the 
translation  or  the  house  officer’s 
comment: 

“trombone  fleabitus” 

thrombophlebitis 

“knowing  cough" 

“patient  was  sure  she 
had  CA”  (she  did  not) 
“peppers  in  my  stomach” 

normal  examination 
“no  bible  movement” 

4 + impaction 

“a  discharge  from  my  Virginia” 

vaginal  discharge 
“discharge  from  my  peanuts” 

penile  discharge 
“locked  bowels”  4+  impaction 
“sick  as  hell  anemia” 

sickle  cell  anemia 
“very  close  veins” 

varicose  veins 

“my  mouth  feels  like  there’s  a 
raw  persimmon  in  it” 

normal  examination 
“pain  on  the  lower  part  of  my 
body  on  the  right  side” 

orchitis 

“low  blood”  anemia 

“high  blood”  hypertension 

“dizzy  when  eating  pork” 

normal  examination 
“my  brother  died  of  smilin' 
mighty  Jesus” 

spinal  meningitis 


“roaches  in  my  wig” 

pediculosis  pubis 
“strap  throat”  strep  throat 

“I  got  bit  by  a derrigible” 

gerbil  bite 

“dire-rear”  diarrhea 

“falling  out  spells”  fainting 

“athletic  fits”  epileptic  fits 

“sprangles”  seizures 

“sea  rocks  of  the  liver”  cirrhosis 
“swedging  down”  loss  of  edema 


“ferocious  liver” 
“upchucking” 
“downchucking” 
“gone  to  Korea” 
“gingeralis” 
“kernel” 
“fire-balls” 


cirrhosis 
vomiting 
diarrhea 
gonorrhea 
digitalis 
lymph  node 
fibroids 


Besides  being  amusing,  the  ex- 
pressions give  insight  into  these  re- 
markable people.  As  the  world 
chanses  around  them,  their  habits 


and  attitude  remain  remarkably 
constant.  Many  of  the  expressions 
that  we  heard  were  the  identical 
ones  described  15  years  previously2 
and  undoubtedly  have  been  used  for 
many  years. 

These  patients  still  strongly  be- 
lieve in  folk  medicines  and  herbal 
cures.3  Neurological  diseases  are 
often  felt  to  be  a visitation  from  God 
(“smilin’  mighty  Jesus”).  As  Wha- 
len noted,  many  of  their  expressions 
reflect  a misunderstanding  of  the 


proper  term  or  a so-called  medical 
malaprop  as  with  “trombone 
fleabitus.”2 

However,  many  other  expres- 
sions, such  as  “sprangles,”  are 


unique  and  may  well  have  had  their 
origin  hundreds  of  years  ago. 

One  must  admit  that  some  of  their 
expressions  are  more  descriptive 
(and  probably  more  meaningful), 
than  the  correct  medical  terminol-  ij 
ogy.  Words  such  as  “kernels”  are 
used  rather  than  lymphadenopathy 
and  reflect  the  patient's  interpreta-  i 
tion  of  his  condition  in  his  own 
frame  of  reference. 

It  is  more  concise  (and  perhaps  i 
precise?)  to  tell  a patient  to  swedge 
down,  rather  than  to  tell  him  to  lose 
weight  (edema)  via  a diuretic  or  low 
salt  diet. 

Accordingly,  and  partially  out  of 
necessity,  many  of  the  house  staff 
began  to  use  these  expressions.  In- 
deed, after  several  years  of  resi- 
dency, most  of  us  spoke  fluent 
“Southern.”  Occasionally,  on  the 
elevator  one  would  hear  a young 
physician  with  a slight  New  York 
accent,  asking  “mash  three”  (push 
floor  button  #3). 

Southern  “bilingualism”  demon- 
strates that  language  is  a living  thing 
that  offers  the  physician  more  than 
passing  interest  and  can  be  a re- 
warding source  of  study.  It  is  unfor- 
tunate that  often  the  physician  in 
Canada  thinks  of  language  in  only 
one  aspect,  that  of  bilingualism  in  a 
political  context. 
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It  was  indeed  a mortifying  fact,  that  whenever  we  found  out  a picturesque  nook,  where  turf,  and  moss 
and  deep  shade,  and  a crystal  stream,  and  fallen  trees,  majestic  in  their  ruin,  tempted  us  to  sit  down,  and 
be  very  cool  and  very  happy,  we  invariably  found  that  that  spot  lay  under  the  imputation  of  malaria. 

We  had  repeatedly  been  told,  by  those  who  knew  the  land,  that  the  second  summer  was  the  great  trial 
to  the  health  of  Europeans  settled  in  America;  but  we  had  now  reached  the  middle  of  our  second  August, 
and  with  the  exception  of  the  fever  one  of  my  sons  had  suffered  from,  the  summer  after  our  arrival,  we 
had  all  enjoyed  perfect  health;  but  1 was  now  doomed  to  feel  the  truth  of  the  above  prediction,  for  before 
the  end  of  August  1 fell  low  before  the  monster  that  is  for  ever  stalking  through  that  land  of  lakes  and 
rivers,  breathing  fever  and  death  around.  It  was  nine  weeks  before  I left  my  room,  and  when  I did,  1 
looked  more  fit  to  walk  into  the  Potter’s  Field,  (as  they  call  the  English  burying-ground)  than  any  where 
else.  — Domestic  Manners  of  the  Americans,  Frances  Trollope,  London,  1832. 
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ABSTRACT  Meningitis  in  chil- 
dren between  six  months  and  five 
years  of  age  is  most  often  caused  by 
Hemophilus  influenzae  type  b.  Al- 
though usually  not  pathogenic,  H. 
parainfluenzae  may  occasionally 
cause  meningitis.  A 16-month-old 
male  presented  typical  features  of 
meningitis.  Examination  of  the  cere- 
brospinal fluid  revealed  1800 
WBC/mm3,  90%  polymorphonu- 
clear and  hypoglycorrhachia;  cul- 
ture yielded  no  growth  but  H.  para- 
nfluenzae,  sensitive  to  ampicillin, 
was  grown  from  the  blood.  On  the 
l Oth  hospital  day,  no  cells  were  found 
in  the  spinal  fluid.  Ampicillin  given 
intravenously  in  the  dose  of  400  mg/ 
tg/day  for  14  days  led  to  complete 
cure. 

rHE  most  common  cause  of 
meningitis  in  children  between 
he  ages  of  six  months  and  five  years 
s Hemophilus  influenzae  type  b. 
Hemophilus  parainfluenzae , al- 
hough  infrequent,  has  been  re- 
ported to  cause  meningitis  as  well, 
fhis  was  first  noted  in  1 966. 1 Since 
|hat  time  several  reports  have  de- 
icribed  cases  with  this  usually  non- 
Pathogenic  organism.2-11 
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This  report  concerns  a case  of  H. 
parainfluenzae  bacteremia  with 
meningitis. 

CASE  REPORT 

A 16-month-old  male  was  ad- 
mitted to  Seymour  Johnson  AFB 
Hospital  on  12-6-76  with  suspected 
meningitis.  He  had  had  a cold  for  a 
week  and  fever  for  a day.  He  suf- 
fered a generalized  seizure  in  the 
emergency  room  before  his  admis- 
sion. 

At  admission,  the  child  was 
lethargic  and  had  a temperature  of 
105. 5°F.  The  tympanic  membranes 
were  reddened  bilaterally  without  a 
light  reflex  and  the  nose  and  throat 
were  congested.  The  fontanelles 
were  not  patent  and  the  head  cir- 
cumference was  48  cms.  Inciden- 
tally, an  umbilical  hernia  was  noted. 
The  admission  cerebrospinal  fluid 
was  cloudy  and  contained  1800 
WBC/mm3  of  which  90%  were 
polymorphonuclear  forms.  The 
CSF  protein  was  250  mg/100  ml  and 
glucose  of  44  mg/100  ml  with  a 
simultaneous  serum  glucose  of  160 
mg/ 100  ml.  Bacteria  were  not  seen 
by  gram  stain.  The  peripheral  white 
blood  cell  count  was  16,300/mm3 
with  80%  segmented  neutrophils 
and  20%  lymphocytes.  Serum  elec- 
trolytes, calcium,  phosphorus  and 
alkaline  phosphatase  were  normal. 

At  the  time  of  admission  ampicil- 


lin (400  mg/kg/day)  and  chloram- 
phenicol (100  mg/kg/day)  were 
given  intravenously  in  four  divided 
daily  doses.  Blood  cultures  yielded 
growths  of  gram-negative  bacilli 
which  were  non-hemolytic  on  a 
sheep  blood  agar  plates  containing 
staphylococcal  streaks.  A test  to 
confirm  growth-factor  dependency 
was  carried  out  on  Muller-Hinton 
agar.  The  organism  isolated  re- 
quired Factor  V but  not  Factor  X 
and  was  thus  identified  as  Hemo- 
philus parainfluenzae.  The  spinal 
fluid  showed  no  growth.  The  organ- 
ism was  sensitive  to  ampicillin  by 
disc  testing  on  chocolate  agar.  This 
test  was  repeated  for  confirmation. 

When  the  sensitivity  data  was 
confirmed,  chloramphenicol  was 
discontinued  and  the  ampicillin  was 
maintained  for  two  weeks  at  the  400 
mg/kg/day  dosage.  The  patient’s 
temperature  returned  to  normal  by 
the  sixth  hospital  day  and  he  had  no 
further  seizures.  Spinal  fluid  ob- 
tained on  the  10th  hospital  day  was 
clear  with  no  cells  noted.  The  pro- 
tein was  20.5  mg/100  ml  and  the  glu- 
cose 49  mg/ 100  ml  with  a concomi- 
tant serum  glucose  of  91  mg/100  ml. 
Cultures  of  the  CSF  remained 
sterile  and  repeat  blood  cultures  re- 
vealed no  growth.  The  child  was 
subsequently  discharged  in  satisfac- 
tory condition  after  three  weeks  in 
the  hospital. 
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DISCUSSION 

Hemophilus  parainfluenzae  is  a 
small  pleomorphic,  non-hemolytic, 
non-motile,  gram-negative  bacillus 
which  requires  only  growth  Factor 
V (nicotinamide  adenine  dinu- 
cleotide) whereas  H.  influenzae 
requires  both  Factor  V and  X (he- 
min).12  H.  parainfluenzae  is  gener- 
ally considered  an  upper  respiratory 
tract  commensal  and  in  a recent 
study2  it  was  recovered  from  1 2%  of 
490  asymptomatic  children  and 
from  1 3%  of  490  other  children  with 
upper  respiratory  tract  symptoms. 
It  has  been  isolated  from  the  flora  of 
the  vagina13  and  small  intestine11 
and  has  generally  been  considered 
non-pathogenic  and  without  major 
clinical  significance  apart  from  hav- 
ing been  reported  in  bacterial  en- 
docarditis. 15  However,  since  its 
first  isolation  in  meningitis  in  1 966, 1 
H.  parainfluenzae  has  been  re- 
ported to  cause  a variety  of  clinical 
syndromes  including  meningitis,1-10 
brain  abscess,2  pyoarthrosis16  and 
acute  epiglottitis.10  This  experi- 
ence, as  well  as  that  of  others, 
suggests  that  this  organism  may  be 
more  pathogenic  to  humans  than 
previously  recognized. 

A review  of  the  literature  has  re- 
vealed that  the  majority  of  H. 
parainfluenzae  infections  have  oc- 
curred in  children  between  the  ages 
of  four  months  and  four  years,  as 
does  H.  influenzae  type  b.  Addi- 
tionally, H.  parainfluenzae  has 
been  reported  as  the  causative  agent 
in  two  cases  of  neonatal  menin- 
gitis,1,7 in  one  case  of  sepsis  without 
meningitis1 1 and  as  the  cause  of  dis- 
ease in  two  adults0,10  without  under- 
lying conditions.  Hable  and  as- 


sociates2 have  reported  10  cases  of 
H.  parainfluenzae  infection,  seven 
which  were  in  patients  between  six 
months  and  four  years  of  age.  The 
older  patients  had  underlying  condi- 
tions such  as  rheumatic  heart  dis- 
ease (16  years),  cyanotic  congenital 
heart  disease  (four  years)  and 
chronic  lymphocytic  leukemia 
with  hypogammaglobulinemia  (60 
years).  In  the  older  patients,  this 
may  imply  opportunistic  invasions. 
Reports  of  primary  H.  parainfluen- 
zae infections  have  been  described 
from  10  states  to  date.  The  clinical 
presentations,  courses  and  results 
of  the  lumbar  punctures  are  similar 
to  those  found  in  type  b H.  influen- 
zae infections.4,1'  Furthermore, 
good  responses  have  been  reported 
to  ampicillin  in  the  literature  as  well 
as  in  the  case  presented  here. 
Meningitis  due  to  H.  parainfluenzae 
may  occasionally  be  associated 
with  sequelae  including  ataxia,1' 
vestibular  deficits1*  and  hydro- 
cephalus.8 Transient  inappropri- 
ate secretion  of  antidiuretic  hor- 
mone and  transient  abnormalities  in 
prothrombin  time  and  partial 
thromboplastin  time  have  been  re- 
ported.1* However,  the  above  com- 
plications are  well  recognized  with 
other  forms  of  bacterial  menin- 
gitis.17,18 

Morphologically,  H.  parainflu- 
enzae is  similar  to//,  influenzae  and 
sensitive  to  ampicillin  therapy.  But 
due  to  the  occurrence  of  ampicillin 
resistant  strains  of  H.  influenzae 
type  b, 19,20  ampicillin  plus  chloram- 
phenicol should  be  considered  in 
the  initial  management  of  severe  in- 
fections caused  by  the  Hemophilus 
group,  including  meningitis,  epi- 


glottitis and  sepsis.  Later,  when 
identification  and  sensitivity  data 
are  available,  the  unneeded  drug 
can  be  discontinued. 
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It  was  no  very  agreeable  conviction  which  greeted  my  recovery,  that  our  Cincinnati  speculation  for  my 
son  would  in  no  way  answer  our  expectation;  and  very  soon  after,  he  was  again  seized  with  the  bilious 
fever  of  the  country,  which  terminated  in  that  most  distressing  of  all  maladies,  an  ague  I never  witnessed 
its  effects  before,  and  therefore  made  myself  extremely  miserable  at  what  those  around  me  consideied  ot 

no  consequence.  , .....  • i„„, 

I believe  this  frightful  complaint  is  not  immediately  dangerous;  but  I never  can  believe  that  the  violent 
and  sudden  prostration  of  strength,  the  dreadfully  convulsive  movements  which  distort  the  limbs,  the 
livid  hue  that  spreads  itself  over  the  complexion,  can  take  place  without  shaking  the  seat  of  healt  an 
life  Repeatedly  we  thought  the  malady  cured,  and  for  a few  days  the  poor  sufferer  believed  himse 
restored  to  health  and  strength;  but  again  and  again  it  returned  upon  him.  and  he  began  to  give  himself  up 
as  the  victim  of  ill  health.  — Domestic  Manners  of  the  Americans.  Frances  Trollope,  London.  IK.  -. 
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Gastroschisis:  Experience  in  a 
Community  Hospital 

K.  Sinclair  Franz,  M.D.,*  and  James  P.  Hamilton,  M.D.** 


ABSTRACT  We  report  100%  sur- 
vival of  13  infants  (seven  male  and  six 
female,  aged  from  37  to  40  weeks) 
treated  for  gastroschisis  during  an 
eight-year  period.  In  addition  to  pre- 
operative measures  used  to  prevent 
sepsis,  correct  fluid,  electrolyte  and 
acid-base  deficits,  and  conserve  body 
heat,  we  attribute  our  success  to  an 
! intraoperative  method  for  enlarging 
the  peritoneal  cavity  by  manually 
stretching  the  abdominal  walls  until 
the  eviscerated  organs  can  be  re- 
duced into  it  and  the  postoperative 
use  of  intravenous  hyperalimenta- 
tion to  maintain  nutrition  until  nor- 
mal function  of  the  gastrointestinal 
system  is  established. 

Gastroschisis  is  a defect  in 

the  abdominal  wall  of  the  new- 
born.1,2 It  results  in  an  eviscerated 
stomach  and  bowel,  thickened  and 
matted  in  appearance  (Figure  1). 
(Note  the  intact  umbilicus  and  the 
absence  of  a membrane.  These  dis- 
tinguish gastroschisis  from  om- 
phalocele, which  is  a herniation 
through  the  umbilicus  and  has  a 
membranous  covering.)  Considera- 
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ble  morbidity  and  mortality  have 
accompanied  problems  of  closure, 
infection,  pulmonary  complications 
and  postoperative  nutrition  in  pa- 
tients with  gastroschisis.  This  paper 
describes  the  methods  used  to  treat 
13  such  patients  over  a period  of 
eight  years  with  100%  survival. 

MATERIALS  AND  METHODS 

A review  of  clinical  records  of 
two  local  hospitals  over  an  eight- 
year  period,  1968-1975,  revealed 


Fig.  1.  Newborn  infant  with  gastroschisis. 


that  we  had  treated  13  newborn  in- 
fants with  gastroschisis.  A pediatric 
surgeon  (JPH)  personally  managed 
these  patients  with  the  assistance  of 
members  of  the  surgical  and  pediat- 
ric house  and  attending  staffs. 
Follow-ups  were  obtained  by  re- 
viewing hospital  clinical  records 
and  the  office  records  of  attending 
physicians. 

RESULTS 

Of  the  seven  male  and  six  female 
patients,  (Table  1)  all  except  one 
were  term  infants  whose  gestational 
periods  ranged  from  38  to  40  weeks. 
The  exception  was  a female  infant, 
L,  with  a gestational  period  of  37 
weeks.  (Table  II).  Birth  weights 
ranged  from  1,846  grams  to  3,298 
grams.  Weights  upon  discharge 
ranged  from  2,654  to  4,236  grams. 
Length  of  hospitalization  ranged 
from  31  to  60  days  with  an  average 
of  42  days.  The  smallest  recorded 
defect  of  the  abdominal  wall  mea- 
sured 3 x 4 cm  and  the  largest,  6 cm. 
All  patients  had  eviscerated  all  or 
most  of  the  small  bowel.  Some 
eviscerations  also  included  seg- 
ments of  colon,  stomach,  ovaries 
and  salpinges.  All  patients  had  non- 
rotation of  the  intestines.  Two  of  the 
13  had  associated  anomalies.  Infant 
B had  a bifid  vagina,  duplication  of 
rectum  and  entire  colon,  and 
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PATIENT  ABCOEFGHI  J K L M 

TABLE  I 

stenosis  of  the  urinary  meatus.  In- 
fant K had  hypoplastic  fingers  of  the 
right  hand. 

MANAGEMENT 

Preoperative.  Upon  making  the 
rather  obvious  diagnosis  of  gastro- 


schisis,  we  put  on  sterile  gowns, 
gloves  and  masks  and  inspect  the 
exposed  organs  to  check  for  signs  of 
tortion  or  vascular  compromise, 
which,  if  found,  are  corrected.  The 
exposed  viscera  are  then  covered 
with  warm  sterile  saline  dressings 
and  the  infant  is  wrapped  in  a blan- 
ket and  placed  in  an  incubator  to 
conserve  body  heat.  Vitamin  K is 
injected  intramuscularly  and  an  in- 
travenous infusion  of  5%  dextrose 
with  0.225%  NaCl  solution  (38.5 
mEq/L)  is  begun.  Aqueous  penicil- 
lin and  either  kanamycin  or  gen- 
tamycin  in  appropriate  pediatric 
doses  are  also  begun.  Because  the 
stomach  is  usually  filled  with  secre- 
tions, a pediatric  nasogastric  tube  is 
passed  orally  into  the  stomach  to 
empty  the  contents  and  avoid  pos- 
sible aspiration  during  induction  of 
anesthesia.  Blood  specimens  are 
collected  to  determine  hemoglobin 
and  serum  electrolytes  and  for  typ- 
ing and  cross-matching.  Arterial 
blood  samples  are  obtained  for  pH 
determination  and  gases.  Fresh  fro- 
zen plasma  (20  cc/kg)  is  given  to 


help  expand  intravascular  volume 
because  most  patients  are  volume- 
depleted  secondary  to  fluid  loss; 
this  also  augments  hemostasis  and 
provides  some  immunoglobulins. 
While  these  studies  are  being  done  a 
pre-warmed  (29.4  degree  C.)  operat- 
ing room  is  prepared  and  set  up  with 
special  pediatric  instruments, 
temperature-control  apparatus  and 
monitoring  equipment.  After  the  in- 
fant has  been  adequately  resusci- 
tated with  correction  of  hypother- 
mia, acidosis,  fluid  and  electrolyte 
deficits  and  blood  volume,  he  is 
taken  to  the  operating  room  in  an 
incubator. 

Operative.  Following  induction 
of  general  endotracheal  anesthesia 
consisting  usually  of  fluothane, 
nitrous  oxide  and  oxygen,  the  pa- 
tient's abdomen  is  prepared  with 
Betadine  solution  and  draped  in  a 
sterile  fashion.  We  prefer  to  use  no 
muscle  relaxants;  this  will  be  dis- 
cussed later.  We  then  enlarge  the 
defect  in  the  abdominal  wall  in  order 
to  effect  reduction  of  the  viscera. 
This  is  done  by  incising  the  midline 


TABLE  II 

PO  OR  TUBE 

GESTATION  DEFECT  ASSOCIATED  GASTROSTOMY 

PATIENT  (wks)  (cm)  ANOMALIES  FEEDING  BEGUN  (POD)  COMMENTS 


A 

“term" 

3 

none 

4 

No  hyperalimentation  available  Readmitted  at  20  mo.  of  age  for  obstruction  at 
ileocecal  area  requiring  resection 

B 

40 

"large" 

meatal  stenosis,  bifid 
vagina,  duplication 
of  rectum  and  colon 

3 

Apgar  of  1 

No  hyperalimentation  available 

C 

38 

7 

none 

9 

No  hyperalimentation  available  Closed  with  Marlex  mesh  — subsequently  developed 
Pseudomonas  wound  infection  necessitating  removal  of  mesh  Had  some  “spitting” 
episodes  which  cleared  when  formula  changed  to  non-lactose  base  formula 

D 

“term" 

not 

recorded 

none 

16 

No  hyperalimentation  available 

E 

“term” 

“large” 

none 

17 

Developed  stapholococcal  wound  infection  on  postoperative  day  3. 

F 

"term" 

"large" 

none 

23 

Required  respirator  postoperatively  for  one  day.  Also  developed  a pneumothorax  while 
on  respirator 

G 

"term" 

3x4 

none 

23 

Slow  to  tolerate  feeding,  until  4th  postoperative  day. 

H 

"term" 

3 

none 

32 

Required  respirator  for  two  days  postoperatively.  Postoperative  overhydration  with 
respiratory  distress  and  edema.  Seizures  on  3rd  postoperative  day.  Developed 
pneumonia  on  1 1th  postoperative  day 

1 

“term" 

“large" 

none 

15 

Did  well 

J 

"term 

6 

none 

31 

Had  feeding  problem  following  discharge  from  hospital  but  eventually  resolved 

K 

“term" 

6 

Hypoplastic  fingers 
on  right  hand 

17 

Lactose  intolerance 

L 

37 

"large" 

none 

30 

Apgar  6 Meconium  aspiration  upon  arrival  to  hospital 

M 

“term" 

4 

none 

31 

Developed  lateral  abdominal  wall  fascial  defect  following  stretching  of  abdomen 

168 


VOL.  39,  No.  3 


ibove  and  below  the  umbilicus  to 
permit  adequate  exposure  and  ma- 
lipulation  of  the  abdominal  wall.  A 
,imple  tube  gastrostomy  with  an  18 
"rench  Malecot  catheter  is  then 
performed  in  order  to  decompress 
he  stomach  and  small  bowel  in- 
raoperative  and  postoperatively 
md  to  assist  with  feedings  later, 
rhis  decompression  also  facilitates 
dosure.  We  then  enlarge  the 
)eritoneal  cavity  by  manual  stretch- 
ng  of  its  walls  by  the  surgeon  and 
lis  assistant  on  opposite  sides  of  the 
able  until  it  is  large  enough  to  ac- 
:ommodate  the  eviscerated  organs, 
rhis  will  require  sometimes  as  long 
is  15  to  20  minutes  of  forceful 
itretching  in  order  to  achieve  the 
lesired  result.  Kneading  of  the  ab- 
lominal  wall  with  fingertips  is  done 
ilong  with  the  stretching  which  is 
lone  in  all  directions  to  insure 
naximum  effect.  In  the  case  of  in- 
ant  M this  forceful  stretching 
:aused  a lateral  wall  fascial  defect 
vith  resultant  herniation.  During 
his  maneuver  one  must  be  careful 
tot  to  injure  the  spleen.  We  have 
lever  resorted  to  intestinal  resec- 
ion  in  order  to  accomplish  this  re- 
action and  do  not  recommend  it 
:xcept  for  infarcted  bowel.  Bowel 
hat  is  thickened,  matted  or  covered 
vith  fibrinous  exudate  and  adhe- 
sions is  not  an  indication  for  resec- 
ion.  We  do  not  attempt  to  separate 
he  loops  of  matted  bowel  prior  to 
ilacement  into  the  abdomen.  All  pa- 
rents had  non-rotation  and  no  at- 
empt  was  made  to  correct  this.  The 
ippendix  is  left  undisturbed.  Al- 
:hough  some  surgeons  more  or  less 
■outinely  use  methods  such  as  the 
silon  Silo  or  Marlex  mesh  to  ac- 
:omplish  covering  of  the  viscera, 
ve  resorted  to  this  method  only 
mce  in  patient  C,  with  a defect  of  6 
:m.  This  wound  subsequently  be- 
:ame  infected  with  Pseudomonas 
aeruginosa,  and  we  had  to  remove 
:he  Marlex  mesh  and  close  the  skin 
Dver  the  fascial  defect.  By  forceful 
nanual  stretching  of  the  abdominal 
vail  we  were  able  to  enlarge  the 
aeritoneal  cavities  of  the  other  12 
patients  sufficiently  to  accommo- 
date the  viscera.  Fascia  is  closed 
vith  3-0  stainless  steel  sutures  and 
the  skin  with  interrupted  5-0  nylon 
sutures.  As  stated  previously  we 


prefer  to  use  no  muscle  relaxants 
during  the  procedure  so  that  we  can 
effectively  evaluate  the  patient’s  re- 
spiratory efforts  and  status  at  the 
end  of  the  operation.  We  feel  that 
the  degree  of  distention  at  the  end  of 
the  procedure  is  maximal  and  that 
the  gastrostomy  tube  will  provide 
further  postoperative  decompres- 
sion until  edema  subsides.  A central 
venous  line  for  postoperative  in- 
travenous hyperalimentation  is  es- 
tablished by  inserting  a 5 French 
polyethylene  umbilical  artery 
catheter  into  the  internal  jugular 
vein  and  bringing  it  out  through  a 
subcutaneous  tunnel  in  the  anterior 
chest. 

Postoperative.  No  intravenous 
hyperalimentation  was  used  in  the 
first  four  patients  (infants  A,  B,  C 
and  D)  treated  before  1972.  Since 
then  we  have  used  intravenous 
hyperalimentation  routinely.  Addi- 
tional fluids,  antibiotics  and  other 
medications  are  given  through  an 
additional  peripheral  intravenous 
line.  Prolonged  ileus  and  malfunc- 
tion of  the  gastrointestinal  tract  is 
usual  and  expected  in  these  pa- 
tients. We  continue  parenteral 
hyperalimentation  until  normal 
function  of  the  gastrointestinal  tract 
is  manifest  by  the  passage  of  stools. 
This  usually  occurs  between  2 and  3 
weeks  after  surgery.  As  normal  gas- 
trointestinal function  becomes  es- 
tablished, nutrition  is  gradually 
supplied  by  gastrostomy,  then  by 
oral  feedings.  The  patient  is  weaned 
from  intravenous  hyperalimenta- 
tion, and  the  central  venous  line  is 
removed.  For  tube  or  oral  feedings 
we  prefer  to  use  a non-lactose  for- 
mula because  some  authors3  state 
that  these  patients  frequently  have 
lactose  intolerance  and  absorb  lac- 
tose poorly.  Ventilatory  assistance, 
positive  pressure  ventilation  and 
oxygen  are  used  as  required  in  the 
postoperative  course.  This  was  re- 
quired in  only  two  infants  (F  and  H). 
Antibiotics  are  continued  for  about 
10  days  postoperatively  and  then 
discontinued  if  there  is  no  further 
indication.  The  patients  are  care- 
fully monitored  in  the  pediatric  in- 
tensive care  unit  with  electronic 
apparatus  and  laboratory  determi- 
nations of  blood  pH,  gases,  hemo- 
globins and  electrolytes  as  needed. 


All  patients  had  satisfactory  weight 
gain  postoperatively  (Table  I)  ex- 
cept infant  D who  was  treated  prior 
to  the  availability  of  hyperalimen- 
tation. He  lost  several  grams  post- 
operatively but  began  tube  gas- 
trostomy feedings  on  the  16th 
postoperative  day  and  gained  back 
to  his  birth  weight  at  time  of  dis- 
charge. 

COMPLICATIONS 

Respiratory.  One  patient,  F,  who 
required  mechanical  ventilatory  as- 
sistance after  surgery,  developed  a 
pneumothorax  which  was  promptly 
recognized  and  treated  successfully 
by  closed  tube  thoracostomy.  This 
infant  eventually  was  weaned  from 
the  respirator  and  thereafter  did 
well.  Another  patient,  H,  developed 
pulmonary  edema  and  respiratory 
distress  probably  from  overhydra- 
tion rather  than  from  undue  intra- 
abdominal pressure,  and  required 
respiratory  assistance  for  two  days. 
On  the  third  hospital  day  he  de- 
veloped seizures  which  were  con- 
trolled with  phenobarbital.  On  the 
11th  postoperative  day  he  de- 
veloped pneumonia,  which  was 
treated  with  ampicillin  and  garamy- 
cin.  The  remainder  of  his  hospital 
course  was  uneventful  and  satisfac- 
tory. Patient  E was  cyanotic  inter- 
mittently during  the  early  post- 
operative course,  but  this  problem 
resolved  spontaneously  without 
mechanical  ventilatory  assistance. 

Infections . On  the  13th  post- 
operative day  patient  E developed  a 
staphylococcal  wound  infection 
which  responded  to  debridement. 
As  previously  mentioned,  patient 
C’s  fascial  defect  was  closed  with 
Marlex  mesh,  which  had  to  be  re- 
moved because  of  infection.  No 
cases  of  septicemia  were  docu- 
mented. 

Feeding  Problems.  Patient  K had 
a documented  lactose  intolerance. 
Patient  J had  intermittent  “spit- 
ting” episodes  before  and  intermit- 
tent vomiting  after  leaving  the  hos- 
pital. These  episodes  persisted  long 
enough  to  arouse  suspicion  that  a 
food  allergy  was  responsible,  but 
the  problem  eventually  resolved 
spontaneously  and  without  dietary 
restriction.  Patient  C vomited  in- 
termittently until  his  formula  was 
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changed  to  Nutramigin®,  which 
may  have  been  coincidental.  We 
have  noticed  that  these  patients 
may  appear  to  have  bouts  of  inter- 
mittent abdominal  distress  and  oc- 
casional vomiting  for  up  to  6 
months.  This  appears  to  resolve, 
presumably  as  the  bowel  function 
returns  to  normal,  as  suggested  by 
O'Neill3  and  Touloukian  and 
Spackman.4 

Follow-Up.  Patient  B was  read- 
mitted at  age  30  months  for  correc- 
tion of  a bifid  vagina  and  a later  op- 
eration was  planned  to  correct  the 
duplication  of  her  colon.  Patient  E 
was  admitted  at  age  17  months  for 
treatment  of  a suture  granuloma  in 
her  surgical  scar.  Patient  A was  ad- 
mitted at  age  5 months  for  signs  of 
incomplete  intestinal  obstruction 
which  responded  to  non-operative 
management.  At  age  20  months  she 
was  readmitted  for  the  same  prob- 
lem which  required  surgical  correc- 
tion this  time  because  of  an  adhe- 
sive band  across  a short  necrotic 
segment  of  terminal  ileum.  This 
segment  was  resected  and  an  end- 
to-end  anastomosis  was  performed. 
The  remainder  of  the  bowel  was 
noted  to  appear  perfectly  normal. 
These  patients,  by  office  follow-up, 
have  appeared  to  have  none  of  the 
impairment  of  growth  and  de- 
velopment as  observed  by  others.3,4 

DISCUSSION 

Gastroschisis  is  a problem  which 
challenges  not  only  the  technical 
skill  of  the  surgeon  but  also  his 
knowledge  of  pediatric  fluid  and 
electrolyte  therapy,  acid-base  bal- 
ance, nutrition,  respiratory  func- 
tion, and  special  supportive  mea- 
sures required  to  manage  these 


patients  successfully.  Before  1966 
the  mortality  associated  with  this 
condition  was  about  80%.  Since 
then  the  mortality  has  declined  to 
between  20%  and  30%. 5,6  This  in- 
crease in  survival  can  be  attributed 
to  several  factors,  chief  among 
which  is  the  widespread  use  of 
parenteral  hyperalimentation.  In- 
fection is  still  an  important  cause  of 
morbidity  and  mortality,  and  all 
possible  efforts  should  be  made  to 
reduce  the  incidence  of  infection, 
i.e.,  by  aseptic  handling,  antibiotics 
and  primary  closure.  Another  con- 
tributing factor  is  that  some  of  these 
patients  are  deficient  in  immuno- 
globulin G.7  Other  factors  which  in- 
crease mortality  and  morbidity  in- 
clude prematurity,  low  birth  weight, 
hypothermia,  acidosis,  respiratory 
distress  and  perinatal  problems 
such  as  premature  rupture  of  mem- 
branes and  aspiration  pneumonitis. 
Exposed  viscera  at  birth  increases 
susceptibility  to  infection  and  ex- 
cessive loss  of  fluid  and  electrolytes 
and  body  heat.  We  believe  that  our 
method  for  effecting  replacement  of 
the  viscera  into  the  peritoneal  cav- 
ity and  primary  closure  of  the  fascia 
and  skin  has  contributed  signifi- 
cantly not  only  to  survival  of  these 
patients  but  to  a lower  incidence  of 
postoperative  morbidity  because 
they  provide  a proper  physiologic 
covering  and  environment  for  ab- 
dominal viscera  in  contrast  to  alter- 
native methods  which  use  fabric. 
These  latter  methods  may  be  neces- 
sary in  the  occasional  infant  who 
cannot  be  provided  an  adequate 
peritoneal  cavity  by  manual  stretch- 
ing of  the  abdominal  wall,  but  we 
believe  that  they  contribute  to  an 
increased  incidence  of  infection  be- 


cause they  constitute  a foreign  body 
in  a contaminated  wound  in  which 
natural  defenses  usually  could  clear 
the  contamination  if  a foreign  body 
were  not  present.  Even  if  prosthetic 
material  were  used  following  the 
stretching  maneuver  the  amount  re- 
quired would  be  less  and  complete 
closure  would  be  obtained  sooner 
than  if  the  abdomen  had  not  been 
stretched.  Overt  infection  in  these 
wounds  may  expose  infants  to 
supervening  nosocomial  infection 
by  hospital  micro-organisms  as  oc- 
curred with  patient  C.  The  cover- 
ings provided  by  these  foreign 
materials  are  not  physiologic  and 
often  require  additional  manipula- 
tions and  operations.  This  would 
not  be  required  if  the  fascia  and  skin 
could  be  closed  satisfactorily  during 
the  initial  operation.  We  consider 
use  of  intravenous  hyperalimenta- 
tion to  maintain  nutrition  until  the 
time  that  the  gastrointestinal  tract 
recovers  normal  function  another 
significant  contribution  to  the  in- 
crease in  survival  of  these  patients. 
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7.  The  Horse’s  Pulse  beat  forty  Strokes  in  a Minute,  before  he  was  disturbed  or  tied  down:  But  when 
the  Glass  Tube  was  fix’d  to  the  Artery,  it  beat  sixty  five  in  a Minute.  And  as  the  Horse  grew  fainter,  the 
Pulse  was  more  and  more  accelerated,  so  as  to  beat  an  hundred  times,  or  more  in  a Minute:  Whence  we 
see,  that  the  Pulse  is  weak  and  quick,  when  the  Heart  is  supplied  with  little  Blood;  which  is  the  Case  in 
the  Hectick  Fevers,  etc. 

8.  And  the  Diastole  of  the  Heart  must  necessarily  be  proportionably  small;  for  if  the  Heart  dilated  as 
much,  when  a small  Quantity  of  Blood  flowed  into  the  Ventricle,  as  when  a large  Quantity  entered,  it 
must  then  consequently  be  filled  partly  with  Air  each  Time,  which  would  soon  cause  the  Death  of  the 
Animal,  — Statical  Essays:  Containing  Haemastaticks  by  Stephen  Hales,  London,  1733. 
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The  Post-Traumatic  “Swan-Neck" 
Finger — Two  Common  Causes 

William  H.  Bowers,  M.D. 


iBSTRACT  The  “swan-neck  di- 
it”  — proximal  interphalangeal 
oint  hyperextension  and  distal  in- 
erphalangeal  joint  flexion  deformity 
- may  disguise  several  post- 
raumatic conditions.  Two  of  the 
riost  common  are  rupture  of  the  ex- 
ensor  tendon  at  its  distal  phalangeal 
nsertion  and  rupture  of  the  volar 
•late  at  the  PIP  joint.  This  article 
lescribes  in  terms  of  the  forces  of 
njury  the  pathomechanics  of  de- 
ormity  and  necessary  diagnostic 
naneuvers.  An  extensor  rupture 
mallet  finger)  is  treated  by  splinting 
he  DIP  joint  in  extension  for  6 to  8 
reeks;  rupture  of  the  volar  plate  is 
reated  by  splinting  the  PIP  joint  so 
is  to  prevent  the  last  40  degrees  of 
xtension  at  this  joint  for  4 to  6 
reeks. 

• 6 O WAN-NECK  finger"  may 
vJ  result  from  several  types  of 
njury  — acute  phalangeal  frac- 
ures,  mal-unions  of  phalangeal 
ractures  with  resultant  tendon  im- 
talance,  joint  dislocations  and  sub- 
uxations  and  epiphyseal  injuries  as 
veil  as  isolated  lacerations  of  the 
lexor  digitorum  superficialis  ten- 
ion  and  closed  trauma  with  scarring 
)f  the  extensor  lateral  bands  and/or 
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oblique  retinacular  ligaments.  This 
paper  discusses  two  types  of  injury 
which  are  commonly  seen  in  office 
practice  and  which  may  present 
with  negative  x-rays  and  a "swan- 
neck"  appearance. 

MALLET  FINGER 

The  expressions  "mallet  finger" 
(appearance)  and  "baseball  finger” 
(mechanism  of  injury)  generally 
refer  to  the  traumatic  loss  of  distal 
interphalangeal  joint  extension  re- 
sulting from  rupture  of  the  con- 
joined extensor  tendon  near  its 
terminal  insertion.  The  patient  pre- 
sents with  a "jammed  finger"  usu- 
ally caused  by  forced  hyperflexion 
of  the  joint.  In  most  cases  the  lateral 
x-ray  shows  no  osseous  injury  and  a 
closed  rupture  of  the  tendon  is  as- 
sumed. Diagnosis  depends  on  his- 
tory. clinical  findings  of  deformity, 
and  pain  over  the  dorsum  of  the 
middle  phalanx  with  demonstrable 
loss  of  active  distal  interphalangeal 
joint  extension  while  controlling  the 
proximal  interphalangeal  joint  at 
neutral.  In  the  remainder  of  cases  a 
portion  of  the  dorsal  margin  of  the 
distal  phalanx  is  avulsed  or  the  le- 
sion is  compound,  making  the  diag- 
nosis more  certain.  In  a significant 
percentage  of  patients  sustaining  a 
closed  extensor  rupture  the  presen- 
tation to  a treating  clinic  will  be  de- 
layed and  pain  may  no  longer  be  a 


diagnostic  clue.  Depending  on  the 
length  of  time  since  injury  and  the 
general  state  of  ligamentous  laxity, 
finger  habitus  may  consist  not  only 
of  distal  joint  flexion  deformity  but 
of  proximal  interphalangeal  hyper- 
extension as  well  (Figure  1).  This 
deformity  is  due  to  differentially  in- 
creased tension  in  the  extensor  cen- 
tral slip  as  the  distal  conjoined  ten- 
don tension  is  reduced  by  the 


DIPJ  DORSAL  MINUS. 


ENSOR  RUPTURE  •’MALLET  FINGER" 


Fig.  1.  The  post-traumatic  “mallet  finger” 
with  its  secondary  deformity  of  proximal  joint 
hyperextension.  Treatment  may  require  (1) 
direct  repair  or  (2)  release  of  the  central  slip 
(CSR).1 
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traumatic  lengthening  — often  re- 
ferred to  as  a “swan-neck"  defor- 
mity. For  the  closed  rupture,  unre- 
mitting splinting  of  the  distal  inter- 
phalangeal  joint  at  0 degrees  flexion 
for  6 to  8 weeks  is  usually  successful 
in  acute  cases  and  some  delayed 
presentations. 

VOLAR  PLATE  RUPTURE 

In  a large  number  of  patients 
(nearly  50%  in  the  author’s  clinic) 
the  “jammed  finger"  presenting 
with  a “swan-neck"  appearance 
may  result  from  an  entirely  different 
lesion  — that  of  a closed  rupture  of 
the  volar  plate  complex  of  the  prox- 
imal interphalangeal  joint  (Figure 
2).  The  deforming  force  produces 
hyperextension  of  this  joint,  stress- 
ing and  then  rupturing  the  volar  re- 
taining structures.  Diagnosis  is 
clear  if  pain  can  be  traced  to  the 
flexor  (volar)  side  of  the  digit  at  the 
joint  crease  and  hyperextension  is 
excessive  related  to  the  adjacent 
proximal  interphalangeal  joint.  A 
digital  block  may  be  necessary  to 
perform  this  maneuver.  Diagnosis  is 
often  aided  by  a small  fleck  of  bone 
avulsed  at  the  volar  margin  of  the 
middle  phalanx  — the  volar  plate- 
bone  junction.  Splinting  to  prevent 


PIPJ  VOLAR  MINUS VOLAR  PLATE  RUPTURE 
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CREATE  PASSIVE  VOLAR  RESTRAINT 


Fig.  2.  Rupture  of  the  proximal  inter- 
phalangeal joint  volar  plate  (1)  and  its  secon- 
dary deformity  of  distal  joint  flexion. 


the  last  40  degrees  of  extension  of 
this  joint  for  a period  of  three  to  four 
weeks  gets  excellent  results.  The 
joint  may  be  allowed  unrestricted 
flexion.  Late  presentation  of  this  in- 
jury is  usually  with  a deformity 
identical  to  the  aforementioned 
“mallet"  finger.  Proximal  inter- 


phalangeal joint  hyperextensioi 
and  distal  joint  flexion,  in  these  in 
stances,  are  primarily  due  to  unre 
sisted  extension  of  the  proxima 
joint.  This  allows  laxity  in  the  latera 
bands  and  reduces  the  extenso 
tone  at  the  distal  joint.  Additionally 
the  distal  joint  flexor  tendon  tone  i 
increased  as  the  middle  phalanx  be 
comes  hyperextended,  effectivel; 
preventing  active  extension  at  thi 
joint.  Again,  late  diagnosis  can  bi 
easily  made  by  demonstrating  pas- 
sive hyperextensibility  of  the  prox  j 
imal  interphalangeal  joint  and  re 
turn  of  active  distal  joint  extensioi  \ 
when  the  proximal  joint  is  con 
trolled  at  neutral  (or  0 degrees  flex  j 
ion). 

Thus,  post-traumatic  finger  de  i 
formity  may  result  from  two  com 
mon  injuries  — rupture  of  the  proxl 
imal  interphalangeal  joint  vola j 
plate  and  rupture  of  the  common 
extensor  of  the  distal  interphal 
langeal  joint.  Simple  clinical  test 
can  differentiate  between  the  two 
which  require  different  treatmen 
both  early  and  late  in  their  courses 
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I . In  December  I caused  a Mare  to  be  tied  down  alive  on  her  Back,  she  was  fourteen  Hands  high,  and 
about  fourteen  Years  of  Age,  had  a Fistula  on  her  Withers,  was  neither  very  lean,  nor  yet  lusty;  Having 
laid  open  the  left  crural  Artery  about  three  Inches  from  her  Belly,  I inserted  into  it  a brass  Pipe  whose 
Bore  was  one  sixth  of  an  Inch  in  Diameter;  and  to  that,  by  means  of  another  brass  Pipe  which  was  fitly 
adapted  to  it.  I fixed  a glass  Tube,  of  nearly  the  same  Diameter,  which  was  nine  Feet  in  Length:  Then 
untying  the  Ligature  on  the  Artery,  the  Blood  rose  in  the  Tube  eight  Feet  three  Inches  perpendicular 
above  the  Level  of  the  left  Ventricle  of  the  Heart:  But  it  did  not  attain  to  its  full  Height  at  once;  it  rushed 
up  about  half  way  in  an  Instant,  and  afterwards  gradually  at  each  Pulse  twelve,  eight,  six,  four,  two,  and 
sometimes  one  Inch:  When  it  was  at  its  full  Height,  it  would  rise  and  fall  at  and  after  each  Pulse  two, 
three,  or  four  Inches;  and  sometimes  it  would  fall  twelve  or  fourteen  Inches,  and  have  therefor  a time  the 
same  Vibrations  up  and  down  at  and  after  each  Pulse,  as  it  had,  when  it  was  at  its  full  Height;  to  which  it 
would  rise  again,  after  forty  or  fifty  Pulses.  — Statical  Essays:  Containing  Haemastaticks  by  Stephen 
Hales,  London,  1733. 
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HEALTH  PLANNING 

Public  Law  93-641,  the  Health  Planning  and  Re- 
sources Development  Act  of  1974,  required  the  De- 
partment of  Health,  Education  and  Welfare  (HEW)  to 
propose  a set  of  national  guidelines  for  health  plan- 
ning. The  initial  set  of  national  guidelines  was  pub- 
lished in  the  Federal  Register  on  September  23,  1977, 
in  a Notice  of  Proposed  Rulemaking  from  Secretary 
Califano. 

Approximately  55,000  responses,  mostly  negative, 
to  the  proposed  guidelines  were  sent  to  HEW  where  it 
.was  determined  that  33,000  had  been  sent  by  individu- 
als as  compared  to  22,000  ascribed  as  reactions  of 
organized  groups;  according  to  one  HEW  press  re- 
lease 80%  of  the  responses  came  from  Texas,  Iowa 
and  Montana.  Most  of  the  individual  and  group  re- 
turns objected  to  the  lack  of  state  and  local  involve- 
ment in  the  planning  process;  many  found  inequities 
which  suggested  prejudice  against  small  hospitals  and 
rural  communities;  several  of  the  tertiary  service  rules 
iseemed  unduly  stringent. 

The  latest  revision  of  the  National  Guidelines  for 
Health  Planning  is  now  available,  having  been  pub- 
licized in  the  January  20,  1978,  issue  of  the  Federal 
Register,  pages  3056-3069.  The  new  guidelines  again 
focus  on  what  HEW  terms  ‘ 'a  limited  number  of  issues 
relating  to  hospital  resources  that  present  important 
short-term  opportunities  for  the  containment  of  costs 
and  the  enhancement  of  the  quality  of  care.” 

The  January  20  revision  sets  forth  rules  pertaining 
to:  general  hospital  beds,  obstetrical  inpatient  ser- 
vices, neonatal  special  care  services,  pediatric  inpa- 
tient services,  open  heart  surgery  units,  cardiac 
catheterization  units,  radiation  therapy,  computed 
tomographic  scanners  and  end-stage  renal  disease. 
Future  sets  of  national  guidelines  will  address  goals 
relating  to  1)  health  status,  2)  health  promotion  and 
prevention  and  3)  access  to  health  care  and  standards 
relating  to  those  goals. 

The  remainder  of  this  commentary  will  be  devoted 
to  discussion  of  the  local  control  and  rural  areas  sec- 
tions which  are  treated  as  the  first  two  major  issues  in 
the  new  guidelines  document. 

It  was  the  clear  intent  of  Congress  in  the  1974  Health 
Planning  Act  to  have  health  planning  conducted  at 
state  and  local  levels  and  the  new  revision  is  intended 
to  comfort  those  who  interpreted  the  original  set  of 
guidelines  as  mandating  the  elimination  or  closure  of 
hospitals  and  health  services  which  fail  to  conform  to 
the  numerical  standards  set  forth  in  the  guidelines. 


Congressman  Rogers  (D-Florida)  has  criticized 
HEW  for  the  long  delay  in  producing  the  guidelines 
and  for  shifting  control  to  HEW,  away  from  the  local 
organization  where  Congress  had  intended  the  control 
to  be.  The  return  to  local  control  is  attributed  to  Mr. 
Rogers’  prestige  and  power  as  chairman  of  the  House 
Health  Subcommittee.  (The  law  comes  up  for  renewal 
this  year.) 

In  its  new  set  of  revised  guidelines,  HEW  places 
responsibility  on  the  local  Health  Systems  Agency  for 
analyzing  and  planning  how  the  guidelines  are  to  apply 
to  local  conditions  and  needs;  however,  the  HEW 
Secretary  will  continue  to  “review  how  well  this  has 
been  done.”  The  document  conclusion  in  the  final 
local-controls  paragraph  follows:  “The  initial 
guidelines  thus  reflect  a careful  balance  between  the 
Federal  role  in  providing  national  health  planning 
leadership  and  guidance  and  the  needs  of  local  and 
State  agencies  to  take  account  of  local  health  condi- 
tions and  requirements.” 

On  December  6,  1977,  the  House  of  Representa- 
tives passed  a resolution  which  stated  that  the 
“Guidelines  should  include  sufficient  flexibility  to 
allow  a Health  Systems  Agency  to  recognize  special 
characteristics  in  rural  areas  and,  on  the  basis  of  these 
special  characteristics,  to  establish  a Health  Systems 
Plan  that  varies  from  the  National  Guidelines,  in  order 
to  provide  health  care  services  to  rural  residents.” 
The  new  guidelines  thus  have  been  modified  to  di- 
minish concerns  of  rural  citizens  living  in  areas  which 
are  already  medically  underserved. 

Each  of  us  physicians  needs  to  have  a working 
knowledge  of  these  guidelines.  Many  of  the  regions 
in  North  Carolina  have  health  delivery  system 
peculiarities  which  warrant  deviations  from  the  na- 
tional guidelines.  For  example,  HSA  VI  at  present  has 
3.3  beds  per  thousand  as  compared  to  the  national 
average  of  4.2  and  the  suggested  guideline  of  4.0. 
Similar  inequities  will  be  identified  in  extended  care 
facilities,  particularly  in  the  numbers  and  ratio  of 
skilled  nursing  units  to  those  of  lesser  nursing  re- 
quirements. Solution  may  come  only  after  the  reim- 
bursement problems  which  abound  in  the  extended 
care  field,  much  like  the  Medicaid  reimbursement  in- 
adequacies, are  corrected.  Even  the  much  maligned 
computed  tomographic  scanner  appears  likely  to  be 
viewed  over  the  next  decade  as  an  essential  compo- 
nent of  the  secondary  care  community  hospital  of  100 
beds  or  more. 

Participation  in  the  planning  exercise  of  a Health 
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Service  Area  is  very  time-consuming  — and  educa- 
tional. Physician  members  of  HSA  boards  are  in  the 
minority,  even  among  the  providers.  From  personal 
experiences  I believe  physicians  are  needed  and 
wanted  on  the  boards  and  are  clearly  essential  for  the 
development  of  a successful  final  product.  The  solu- 
tions to  providing  better  health  care  and  to  developing 
improved  systems  of  health  care  in  underserved  areas 


will  come  only  when  dedicated  physicians  supply 
needed  leadership  and  supervision.  Some  of  us  are 
going  to  have  to  find  the  time  to  do  the  job  right  — at 
the  planning  level. 

William  E.  Laupus,  M.D. 

Dean.  School  of  Medicine 

East  Carolina  University 


Editorials 


EATING  WHITE  BREAD 

Before  automobiles,  the  Yadkin  River  was  the  main 
street  for  many  families  in  northwest  North  Carolina. 
Unfortunately,  it  is  usually  shallow  and  has  many 
shoals  which  keep  it  from  being  navigable.  During  the 
era  of  internal  improvements,  before  the  Civil  War, 
efforts  were  made  to  bypass  the  shoals  above  East 
Bend  with  a canal,  the  north  wall  of  which  stands  yet 
in  the  river  portion  of  the  Pilot  Mountain-Yadkin  State 
Park.  On  the  south  shore  at  the  shoals  there  was  once  a 
miller  who  ground  corn  or  wheat  for  his  neighbors, 
taking  in  payment  a portion  of  each  grinding.  Because 
more  corn  than  wheat  was  ground,  his  family  had  corn 
bread  six  days  a week  and  wheat  bread  on  Sunday. 
Hence  wheat  bread  was  more  treasured  and  eventu- 
ally superseded  commeal,  a process  which  led  to  in- 
creasing refinement  of  bread.  So  “eating  white  bread" 
came  to  signify  escape  from  the  biological  necessity  of 
commeal. 

As  time  passed  the  industrial  society  triumphed 
over  its  agrarian  predecessor  and  the  times  of  water- 
wheels and  grist  mills  became  the  good  old  days  — 
without  pollution,  taxes,  interstate  highways  — now 
sought  in  a back-to-nature  movement  which  among  its 
tenets  insists  that  processed  foods  may  be  intrinsically 
evil  and  the  processing,  a leading  20th  Century  sin,  to 
be  atoned  for  by  eating  natural  foods  grown  organi- 
cally. Vital  elements,  essential  vitamins,  protective 
substances  lost  in  refinement  are  said  to  be  retained  in 
unrefined  natural  products;  naturally  eating  naturally 
should  prolong  and  expand  life.  One  answer  by  the 
food  industry  and  government  has  been  to  put  back 
what  is  lost  in  processing,  enabling  the  seller  to  adver- 
tise new,  enriched  products  in  more  shapely  pack- 
ages, often  available  at  the  higher  prices  required  with 
each  technological  advance.  So  eating  white  bread  no 
longer  indicates  that  the  hills  of  success  have  been 
climbed  but  that  they  are  still  there  for  scaling.  And 
most  of  the  whole  meal  breads,  as  well  as  the  whites 


provided  by  the  smaller,  local  bakeries  do  indeed  taste 
better. 

Since  WK  Kellogg  discovered  the  efficacy  of  bran 
for  a variety  of  colonic  disabilities,  including  such 
fashionable  conditions  as  autointoxication,  we  have 
also  been  concerned  about  fibre  in  our  diets,  even 
more  so  with  the  suggestion  that  lack  of  fibre  may 
contribute  to  the  development  of  diverticulosis  and 
carcinoma  of  the  colon.  Bread  prepared  from  natural 
wheat,  not  from  natural  cornmeal  which  lacks  the 
essential  amino-acid,  tryptophan,  should  then  be 
taken  therapeutically  both  as  preventive  medicine  and 
as  a symbol  of  social  awareness. 

But  it  may  not  be  either  because  vegetable  fibres 
bind  some  of  those  vital  constituents  so  firmly  that 
they  cannot  be  properly  absorbed  by  the  bowel.  Take 
iron,  without  which  the  Geritol  wife  would  be  a pallid 
creature,  suffering  from  chlorosis  and  the  vapors.  It 
seems  that  more  iron  is  indeed  contained  in  whole 
meal  wheat  flour  but  that  more  is  absorbed  from  the 
less  amply  endowed  white  bread  when  comparable 
amounts  are  ingested.  When  the  same  amount  of  iron 
was  given  with  ascorbic  acid,  100  mg,  (that  is,  in 
orange  juice)  twice  as  much  was  absorbed  as  from 
white  bread  and  about  eight  times  as  much  as  from 
whole  meal  bread.1 

Which  should  bring  us  to  a final  paragraph  about 
megavitamins  — based  on  the  theory  that  if  a little  bit 
helps,  a thousand  times  as  much  ought  to  be  a 
thousand  times  better.  If  ascorbic  acid  were  the  vita- 
min, it  really  wouldn't  help  much  because  there  is  a 
renal  threshold  for  reabsorption  which  would  allow  its 
escape  in  the  urine  leaving  the  loser  only  with  the 
satisfaction  that  being  faddish  gives.2  And  if  enough 
iron  were  added  to  enough  orange  juice,  even  Anita 
Bryant  might  get  hemosiderosis.  J H F 
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This  asthmatic 

isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 

® 


contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg.  Elixir:  alcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 1 00%  free  theophylline 

• individualized 
theophylline  dosage 
schedule 


Indications:  For  the  symptomatic  treatment  of  broncho- 
spastic  conditions  such  os  bronchial  asthma, 
asthmatic  bronchitis,  chronic  bronchitis,  and  pulmonary 
emphysema. 

Dosage:  Initial:  Adults:  1-2  capsules  or  1-2  fablespoon- 
fuls  elixir  every  6-8  hours,  children  8- 12:  1 toblespoonful 
or  one  capsule  every  6-8  hours  and  children  under  8: 

3 to  5 mg  theophylline/kg  body  weight  every  6-8 
hours.  Theophylline  dosage  may  be  cautiously  in- 
creased to  2000  mg/24  hr  in  adults  or  7 mg/kg  in 
children;  monitoring  of  serum  theophylline  levels  at 
higher  dosages  is  recommended. 

Precautions:  Do  not  administer  more  frequently  than 
every  6 hours,  or  within  12  hours  offer  rectal  dose  of 
any  preparation  containing  theophylline  or  amino- 
phyliine.  Do  not  give  other  xonthine  derivatives  con- 
currently. Use  in  cose  of  pregnancy  only  when  clearly 
needed. 

Adverse  Reactions:  Theophylline  may  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration may  couse  local  irritation  of  the  gastric  mucosa, 
with  possible  gastric  discomfort,  nausea  and  vomiting. 
The  frequency  of  adverse  reactions  is  related  to  the 
serum  theophylline  level  and  ore  not  usually  o prob- 
lem at  serum  theophylline  levels  below  20/jg/ ml. 

How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  pocks  of  100;  Elixir  in  bottles  of  1 pint  and 
1 gallon. 
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Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodiian— compatible 
with  coexisting  diseases 

• vasodiian— compatible 
with  concomitant  therapy 

• Vasodiian— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows. 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodiian  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  snould  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg , bottles  of  100.  500,  1000,  5000  and  Unit  Dose.  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml  ampuls 

U S Pat  No.  3,056,836 

VASODIIAN 

ISOXSUPRINE  HCI) 

20-mg  tablets 
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Correspondence 


FIRE  ANTS  AND  MIREX 

To  the  Editor: 

One  of  the  puzzling  dilemmas  of  our  technological 
times  is  that  frequently  when  we  approach  a problem 
we  cannot  be  sure  that  the  “cure”  is  not  worse  than 
the  problem  itself.  The  present  controversy  of  the 
ravages  of  the  fire  ant  through  the  southern  states 
versus  the  possible  hazards  of  the  insecticide  Mirex  is 
just  such  a dilemma.  Since  Mirex  is  at  present  the  most 
effective  control  measure  against  the  spreading  fire 
ant,  this  kind  of  technological  problem  remains  sharp- 
ly in  focus. 

Intrigued  by  the  puzzle,  I would  like  to  survey  my 
fellow  physicians  and  health  services  personnel  of  the 
states  affected  by  the  fire  ant  problem  as  to  their 
findings  regarding  either  or  both  horns  of  this  particu- 
lar dilemma.  To  this  end,  I would  greatly  appreciate 
answers  to  the  following  series  of  questions  by  all 
those  in  the  know  who  have  time  and  energy  to  spare 
to  the  problem: 

1.  How  many  individuals  have  been  stung  by  fire 
ants  in  your  area,  region,  or  state?  Can  you  esti- 
mate a probable  number?  State  sex. 

2.  What  kind  of  reactions  to  fire  ants  have  you 
seen?  Local  reactions?  How  great  was  the  swell- 
ing? Larger  than  an  inch?  Larger  than  4 to  6 
inches?  Did  swelling  involve  a joint?  More  than  1 
joint?  Systemic  reactions?  What  symptoms? 
(Wheezing,  hives,  angioedema,  urticaria, 
laryngeal  edema?)  How  soon  did  symptoms  oc- 


cur? How  long  did  they  last?  Superimposed  in- 
fection? Does  this  occur  often?  Are  such  infec- 
tions severe? 

3.  Have  patients  reacting  to  fire  ants  required  hos- 
pitalization? If  so,  how  many  and  for  approxi- 
mately how  long? 

4.  To  your  knowledge,  have  there  been  any 
fatalities  to  fire  ant  stings  in  your  area,  region,  or 
state.  If  so,  how  many?  Could  you  provide  de- 
tails? 

5.  If  you  have  any  case  histories  of  reactions  to  fire 
ant  stings,  they  would  be  greatly  appreciated. 
They  should  include  age,  sex,  race,  symptoms, 
treatment  and  outcome. 

6.  Have  you  any  knowledge  as  to  the  success  or 
failure  of  hyposensitization  to  fire  ant  venom?  If 
so,  details  would  be  appreciated. 

7.  To  your  knowledge  have  there  been  any  cases  of 
Mirex  poisoning  and/or  illness  attributed  to  the 
use  of  Mirex  in  your  area,  region,  or  state?  If  so, 
could  you  provide  information  about  such  inci- 
dents? Case  histories,  if  available,  about  such 
illness  would  be  greatly  appreciated.  They 
should  include  age,  sex,  race,  symptoms,  treat- 
ment and  outcome. 

8.  Have  you  a personal  opinion  about  this  particu- 
lar problem?  Do  you  believe  the  possible  hazards 
of  fire  ants  outweigh  the  possible  hazards  of  the 
use  of  Mirex?  Or  vice  versa? 

Claude  A.  Frazier,  M.D. 

Doctor’s  Park 

Asheville,  N.C.  28801 


March  1978,  NCMJ 
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NEW  MEMBERS 

of  the  State  Society 


Baird,  Eva  Frances  Gabbard,  MD,  (PTH)  614  S.  Hawthorne  Rd., 
Winston-Salem  27103 

Barrier,  Charles  Harold  (STUDENT)  3402  Overton  Dr., 
Greensboro  27408 

Bell.  William  Harrison,  III  (STUDENT)  Box2821,  Duke  Med.  Ctr., 
Durham  27710 

Blaylock,  Russell  Lane,  MD,  (NS)  1314  Westminister  Dr.,  High 
Point  27262 

Briggs,  John  Glenn,  Jr.,  MD,  (PS)  520  Owen  Dr. , Fayetteville  28305 
Carney.  Bruce  Hay,  MD,  (OBG)  Route  #4,  Franklin  28734 
Collins,  Ronald  Leroy,  MD.  (RHU)  3942  Homestead  Lane, 
Winston-Salem  27106 

Cornwell.  William  Oscar,  MD,  (FP)  406  E.  4th  St.,  Greenville  27834 
Cunanan,  Oscar  Sanchez,  MD,  (1M)  305-A  S.  Academy  St.,  Cary 
27511 

Dolan,  Daniel  Lynn.  MD,  (IM)  621  Windsor  Rd.,  Asheville  28801 
Durfee.  Michael  Fulk.  MD.  643  Rock  Creek  Rd..  Chapel  Hill  275 14 
Fried,  Michael  David,  MD,  (OBG)  Chapel  Hill  Ob-GYN,  Chapel 
Hill  27514 

Fulghum,  Mary  Susan  Kirk,  MD,  (OBG)  815  Holt  Dr.,  Raleigh 
27608 

Hoover,  Charles  Henry,  111.  MD  (INTERN-RESIDENT)  681 
Hotchkiss  Lane,  Memphis,  Tennessee  38104 
Keighley,  John  Francis  Herbert,  MD,  (PUD)  3051  Trenwest  Dr., 
Winston-Salem  27103 

Kelvin,  Frederick  Maxwell.  MD.  (R)  Duke  Med.  Center,  Durham 
27710 

Larkin,  Ernest  Waddill.  Ill,  MD,  (PTH)  Pitt  Mem.  Hops.,  Green- 
ville 27834 

Lawdermilk,  Tad  Williams,  MD,  (EM)  1716  Grace  St.,  Winston- 
Salem  27103 

Lee,  Chung  Ha,  MD.  (INTERN-RESIDENT)  221-G  Anderson  St., 
Durham  27705 

Lockwood.  Marilyn  Ann.  MD,  (PD)  3504  Spicebush  Tr., 
Greensboro  27410 

Loya,  Abdul  Ghani,  MD,  (GP)  32 19  Carey  Rd.  #9-G.  Kinston  28501 
Marx,  Don  Frederick,  MD.  (U)  631  Cox  Rd.,  Gastonia  28052 
Miller.  Donald  Stuart,  MD,  (HEM)  1 104  N.  Gregson  St.,  Durham 
27701 

Mobley,  Thomas  Barnett,  III.  MD,  (U)  1905  Glen  Meade  Rd., 
Wilmington  28401 

Moore,  William  Morgan,  III.  MD,  (OBG)  2203  S.  Sterling  St., 
Morganton  28655 

Mukheijee,  Gopendra  Narayan.  MD,  (IM)  403  Colony  Ave.,  Ahos- 
kie  27910 

Ott.  David  James.  MD,  (DR)  4761  Grey  Fox  Ct.,  Winston-Salem 
27104 

Rochman,  Stephen  Charles,  MD,  (U)  513  Owen  Dr.,  Fayetteville 
28305 

Rodgers,  Theodore  Young,  III.  MD,  (ORS)  507  W.  Covington  St., 
Laurinburg  28352 

Ross,  Arthur  J..  III.  MD.  (INTERN-RESIDENT)  Box  3273,  Duke 
Med.  Ctr.,  Durham  27710 

Saldias,  Carlos  Alberto,  MD,  (N)  6116  Dodsworth  Dr.,  Raleigh 
27612 

Scharyj,  Modesto,  MD,  (PTH)  Bowman  Gray,  Winston-Salem 
27103 

Sigmon,  James  Lewis,  Jr.,  MD,  (FP)  1012  Kings  Dr.,  Charlotte 
28283 

Snoddy,  William  Ray.  MD,  (GP)  Rt.  #3,  Box  E-l,  Robbinsville 
28771 


Suarez,  Jorge,  MD,  Doctors  Park,  Asheville  28801 
Taj-Eldin,  Adnan,  MD,  (IM)  902  Winchester  Rd.,  Jacksonville 
28540 

Telfer,  James  Gavin,  Jr.,  MD,  (IM)  1207  Kilmory  Dr.,  Cary  2751 1 
Vandersea,  Harold  Mark.  MD,  (ORS)  800  Hospital  Dr.,  New  Bern 
28560 

Van  Zandt,  Keith  Bergen,  (STUDENT)  1950  Beach  St.,  Apt., 
B5-29,  Winston-Salem  27103 

Welch,  William  Calvin,  MD,  (GS)  Rt.  I.  Box  285-A,  Kenansville 
28349 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
the  Bowman  Gray.  Duke  and  UNC  Schools  of  Medicine,  Dorothea 
Dix,  Wayne  County  Hospital,  Burroughs  Wellcome  Company  and 
Broughton  Hospital  are  accredited  by  the  American  Medical  As- 
sociation. Therefore  CME  programs  sponsored  or  co-sponsored  by 
these  schools  automatically  qualify  for  AMA  Category  I credit 
toward  the  AMA’s  Physician’s  Recognition  Award 
and  for  North  Carolina  Medical  Society  Category  "A”  credit. 
Where  A AFP  credit  has  been  requested  or  obtained,  this  also  is 
indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

3.  The  East  Carolina  University  School  of  Medicine  has  submit- 
ted an  application  to  the  Council  on  Medical  Education  of  the 
American  Medical  Association  for  the  accreditation  of  its  Continu- 
ing Medical  Education  Program.  In  the  interim  period,  until  accredi- 
tation is  received,  physicians  who  attend  continuing  medical  educa- 
tion programs  presented  by  the  East  Carolina  University  School  of 
Medicine  will  be  able  to  receive  Category  I Credit  toward  the  AMA 
Physician’s  Recognition  Award  and  Category  A Credit  toward  the 
requirements  of  the  North  Carolina  Medical  Society. 

Until  such  time  as  East  Carolina  University  School  of  Medicine  is 
accredited,  continuing  medical  education  programs  will  be  co- 
sponsored with  the  Eastern  AHEC  which  is  affiliated  with  the 
University  of  North  Carolina  School  of  Medicine.  Physicians  who 
attend  these  programs  should  indicate  that  it  was  co-sponsored  by 
the  Eastern  AHEC. 

PPROGRAMS  IN  NORTH  CAROLINA 
April  3-7 

6th  Annual  Tutorial  Postgraduate  Course  on  “The  Radiology  of 
Neoplastic  Diseases” 

Place:  Durham 

Credit:  27  hours;  AMA  Category  I 

For  Information:  Robert  McLelland.  M.D..  Radiology — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

April  6 

Back  Disease  in  Job  Setting 

Place:  Jane  S.  McKimmon  Continuing  Education  Center 
Fee:  $80 

For  Information:  Mark  P.  Boone,  Engineering  Ext.  Education 
Specialist,  Industrial  Extension  Service,  Box  5506.  Raleigh  27607 

April  7-8 

Practical  Pediatrics 
Fee:  $35 
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Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

April  8-9 

Symposium  and  Workshop  on  Acute  Respiratory  Care 
Place:  The  Albemarle  Hospital.  Elizabeth  City 
Fee:  $20 

Credit:  16  hours;  AM  A Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  P.O.  Box  7224, 
Greenville  27834 

April  9 

Management  of  the  Diabetic  Family  in  the  1980s 
Place:  Catawba  Memorial  Hospital,  Hickory 
Sponsor:  Northwest  AHEC  of  Bowman  Gray 
Credit:  3V2  hours;  AMA  Category  I 

For  Information:  Marilyn  Frederick,  Catawba  Memorial  Hospital, 
Hickory  28601 

April  -12 

Basic  Science  Review  for  the  Family  Physician 

Place:  Pitt  County  Hospital,  Greenville 

Credit:  3 hours,  AMA  Category  I,  AAFP  approval  requested 

For  Information:  F.  M.  Simmons  Patterson,  MD,  Assistant 

Dean  for  Continuing  Education,  East  Carolina  University 

School  of  Medicine,  Greenville  27834 

April  14-15 

4th  Annual  Perinatology  Postgraduate  Course 
t’lace:  Berryhill  Hall 
Credit:  9 hours 

For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building,  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

April  21-22 

11th  Annual  Malignant  Disease  Symposium 
Place:  Berryhill  Hall 

For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building,  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

April  27 

Craven-Pamlico-Jones  Annual  Medical  Symposium  — Gastroen- 
terology 

For  Information:  William  B.  Hunt,  Jr.,  M.D.,513  Haywood  Creek 
Drive,  New  Bern  28560 

April  28-May  1 

Radiology  Symposium 
Place:  Berryhill  Hall 

For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building,  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

May  3 

Annual  Meeting  of  the  North  Carolina  Thoracic  Society 
Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
For  Information:  Mr.  C.  Scott  Venable,  Executive  Director,  North 
Carolina  Lung  Association,  P.O.  Box  127,  Raleigh  27602 

May  4-7 

124th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  10-11 

Respiratory  Care  Symposium 
Fee:  $35 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  For  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  10-12 

Annual  Meeting  and  Scientific  Session,  North  Carolina  Heart  As- 
sociation 

Place:  Radisson  Plaza  Hotel  and  Charlotte  Civic  Center 
For  Information:  North  Carolina  Heart  Association,  1 Heart  Circle, 
Chapel  Hill  27514 

May  12 

Annual  Meeting,  North  Carolina  Chapter,  American  College  of 
Cardiology 


Place:  Radisson  Plaza  Hotel,  Charlotte 

For  Information:  North  Carolina  Heart  Association,  1 Heart  Circle, 
Chapel  Hill  27514 

May  12-13 

American  College  of  Surgeons,  North  Carolina  Chapter,  Annual 
Meeting 

Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
For  Information:  James  S.  Mitchner,  Jr.,  M.D.,  P.O.  Box  1599, 
Laurinburg  28352 

May  18-20 

National  Conference  on  “The  Family  and  Older  Persons:  Policy, 
Research,  Practice” 

Place:  Grove  Park  Inn,  Asheville 

Sponsor:  Center  for  the  Study  of  Aging  and  Human  Development, 
Duke  University 

For  Information:  Ms.  Dorothy  Heyman,  Executive  Secretary, 
Center  for  the  Study  of  Aging  and  Human  Development,  Box 
3003,  Durham  27710 

May  19-20 

Frank  R.  Lock  OB/GYN  Symposium 
Fee:  $100 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  22-23 

Department  of  Obstetrics  and  Gynecology  — American  College  of 
Gynecology  Infertility  Symposium 
Place:  Great  Smokies  Hilton,  Asheville 

For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building,  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

May  31-June  3 

American  College  of  Physicians  Stroke  Symposium 
For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  2-3 

Dermatology  for  the  Non-Dermatologist 
Place:  Hyatt  House,  Winston-Salem 
Fee:  $50 

Credit:  7 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building,  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

June  9-1 1 

Advanced  Life  Support  (Cardio-pulmonary  Resuscitation) 

Credit:  15  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  15-18 

Seaboard  Medical  Association 
Place:  Holiday  Inn,  Kill  Devil  Hills 

For  Information:  Mrs.  Annette  S.  Boutwell,  P.O.  Box  10387, 
Raleigh  27605 

June  17-18 

Dermatology  for  the  Non-Dermatologist 
Place:  Islander  Motor  Inn,  Emerald  Isle 
Fee:  $50 

For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building,  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

June  20-22 

North  Carolina  Hospital  Association  Annual  Meeting 
Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
For  Information:  Mrs.  Diane  Turner,  North  Carolina  Hospital  As- 
sociation, Box  10937,  Raleigh  27605 

June  22-24 

25th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club,  Waynesville 
Sponsor:  Haywood  County  Academy  of  Family  Practice 
Credit:  20  hours;  AAFP  approval  requested 
For  Information:  Clinton  Border,  M.D.,  204  Depot  Street, 
Waynesville  28786 
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July  3-5 

8th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner,  Wrightsville  Beach 
Sponsor:  Committee  on  Medical  Aspects  of  Sports 
For  Information:  Frank  C.  Wilson,  M.D.,  North  Carolina  Memorial 
Hospital,  Chapel  Hill  27514 

July  10-14 

Annual  Duke  Medical  Postgraduate  Course 
Place:  Atlantic  Beach 

For  Information:  M.  Henderson  Rourk,  M.D.,  Duke  University 
Medical  Center,  Durham  27710 

July  23-28 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological 
Seminar.  Inc. 

Place:  Grove  Park  Inn,  Asheville 

Fee:  $100  for  Non-Members 

Credit:  21  hours;  AMA  Category  I and  AAFP 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F,  Mars  Hill  28754 

July  31-August  4 

Myrtle  Beach  Workshop 
Fee:  $125 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

July  31-August  5 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Atlantic  Beach 

Sponsors:  Department  of  Radiology,  Duke  University  Medical 
Center 
Fee:  $200 

Credit:  30  hours;  AMA  Category  I 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

September  8-9 

Annual  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 
Place:  Blockade  Runner,  Wrightsville  Beach 
For  Information:  David  R.  Williams,  M.D.,  Chapter  Chairman, 
Southgate  Shopping  Center,  Thomasville  27360 

September  27-October  1 

North  Carolina  Medical  Society  Annual  Committee  Conclave 
Place:  Mid-Pines  Club,  Southern  Pines 

Regular  meetings  will  be  scheduled  for  the  chairmen  and  members 
of  almost  all  regular  Committees  of  the  Medical  Society;  commit- 
tee members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

ITEMS  OF  SPECIAL  INTEREST 
April  8-14 

Third  Medical  Refresher  Cruise  Seminar 
Fee:  $50 
Credit:  21  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

April  17-20 

American  College  of  Physicians  — 59th  Annual  Session 
Place:  Boston,  Massachusetts 

For  Information:  American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pennsylvania  19104 

ANNOUNCEMENT 

The  Department  of  Radiology  and  the  Division  of  Continuing 
Education  of  the  Bowman  Gray  School  of  Medicine  will  be  offering 
a new  variety  of  continuing  education  beginning  Saturday,  January 
7,  1978,  and  running  through  Saturday,  May  27,  1978.  These  Satur- 
day morning  sessions  will  consist  of  videotape  and  slide  sound 
presentations  by  many  well  known  radiologists  as  well  as  original 
lectures  by  Dr.  Isadore  Meschan  and  Dr.  Gerald  Friedland.  The 
courses  will  consist  of  three  one-hour  sessions  from  9:30  a.m. -12:30 
p.m.  and  will  be  acceptable  for  3 credit  hours  in  Category  I.  Regis- 
tration fee  will  be  $25.00  per  course;  no  charge  for  residents. 

For  Information:  Isadore  Meschan,  M.D.,  Director,  Continuing 
Education,  Radiology  Section,  Bowman  Gray  School  of 
Medicine,  Winston-Salem,  North  Carolina  27103 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  /ug/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful =5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 
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PROGRAMS  IN  CONTIGUOUS  STATES 
June  14-18 

3rd  Annual  Symposium  on  Lung  Disease 
Place:  The  Cloister,  Sea  Island,  Georgia 
Sponsor:  Georgia  Lung  Association 

For  Information:  Betty  Rafshoon,  Georgia  Lung  Association,  1383 
Spring  Street,  N.W.,  Atlanta,  Georgia  30309 

July  6-9 

Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 
Fee:  $200 

Credit:  16  hours;  AMA-PRA  Category  I 

For  Information:  Vanderbilt  Continuing  Education,  305  Medical 
Arts  Building,  Nashville,  Tennessee  37212 


The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  27611,  by  the  10th.of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


Doctor’s  Day,  March  30,  is  just  around  the  corner. 
Its  purpose  is  to  honor  members  of  the  medical  profes- 
sion, both  living  and  dead.  This  has  been  an  auxiliary 
project  since  1935. 

Doctor’s  Day  was  suggested  by  Mrs.  C.  B.  Almond 
of  Georgia,  a physician’s  wife,  who  introduced  the 
following  resolution  to  her  auxiliary  in  1933: 
Whereas,  the  Auxiliary  to  the  Barrow  County 
Medical  Society  wishes  to  pay  lasting  tribute  to 
her  Doctors,  therefore  be  it  Resolved  by  the 
Auxiliary  to  the  Barrow  County  Medical  Soci- 
ety, that  March  30,  the  day  that  famous  Geor- 
gian, Dr.  Crawford  W.  Long,  first  used  ether 
anesthesia  in  surgery,  be  adopted  as  Doctor’s 
Day,  the  object  to  be  the  well-being  and  honor  of 
the  profession,  its  observance  demanding  some 
act  of  kindness,  gift  or  tribute  in  remembrance  of 
the  Doctors. 

The  resolution  was  adopted  by  the  Woman’s  Aux- 
iliary of  Southern  Medical  Association  in  1935  and  has 
since  become  synonymous  with  that  organization. 
The  date  was  not  chosen  at  random  but  to  commemo- 
rate one  of  the  greatest  discoveries  in  medical  history, 
the  use  of  ether  anesthesia  in  surgery. 

In  1949  the  auxiliary  adopted  the  red  carnation  as 
the  symbol  of  Doctor’s  Day.  The  flower  means  divine, 
rejoicing,  and  is  said  to  have  appeared  on  earth  for  the 
first  time  when  Christ  was  born.  The  color  red  denotes 
masculinity,  love,  charity,  sacrifice,  bravery  and 
courage.  It  is  used  when  plans  call  for  the  use  of 
flowers  in  paying  tribute  to  the  members  of  the  medi- 
cal profession.  Carnations  have  been  used  on  the  al- 
tars of  churches  during  Sunday  morning  worship,  on 
the  graves  of  deceased  doctors,  in  hospital  lobbies, 
and  as  decorations  during  social  activities  such  as 
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luncheons,  buffets,  dinners  and  dances.  Wives  and 
office  staff,  as  personal  tributes,  have  remembered 
their  husband-doctor  or  doctor  with  an  individual  car- 
nation to  pin  on  his  lapel. 

Doctor’s  Day  is  an  excellent  time  to  present  the 
doctor  to  the  public  not  only  as  a physician  but  also  as 
a PTA  member,  church  worker,  civic  leader  and  ad- 
viser. It  is  very  important  that  we  stress  the  fact  that 
the  idea  of  Doctor's  Day  is  not  “what  everyone  can  do 
for  our  doctors,  but  what  we,  as  auxiliary  members, 
can  do  for  our  community  in  honor  of  our  doctors.’’ 
Use  is  made  of  radio,  television  and  newspaper  cover- 
age and  many  auxiliaries  secure  state  and  city  procla- 
mations proclaiming  March  30  as  Doctor’s  Day. 

Doctors  have  been  honored  through  many  worth- 
while projects  undertaken  by  the  auxiliaries  across  the 
state.  Donations  have  been  made  to  AMA-ERF  to 
help  a young  person  further  his  education.  Atriums  in 
hospitals  have  been  planted  and  refurbished.  Mem- 
bers have  participated  in  and  worked  with  local  blood 
recruitment  programs.  Medical  histories  have  been 
compiled  entailing  months  of  preparation  and  re- 
search and  donated  to  local  societies  and  libraries. 
Many  scholarships  have  been  established  to  help 
young  people  in  the  allied  health  careers  program. 
Hospital  rooms  and  doctors’  lounges  have  been  fur- 
nished or  contributions  made  toward  these  projects. 
Poster  contests  have  been  sponsored  and  films  shown 
in  the  elementary  schools  for  health  education  as  well 
as  health  fairs.  The  auxiliaries  have  been  most  adap- 
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tive  and  creative  in  considering  the  needs  of  their 
communities  in  planning  these  programs  or  projects. 

The  Southern  Medical  Association  Woman's  Aux- 
iliary gives  monetary  awards  and  honorable  mention 
certificates  at  its  annual  convention  each  year  in  addi- 
tion to  two  trophies.  Each  state  prepares  an  exhibit 
which  includes  a scrapbook  that  shows  all  auxiliary 
projects  from  across  the  state.  Through  unique  and 
outstanding  observances  by  its  auxiliaries.  North 
Carolina  has  won  awards  for  each  of  the  last  five  years 
— an  outstanding  tribute  to  the  hard  work,  creativity, 
devotion  and  participation  of  auxiliary  members. 
Joan  A.  Pence 
Wilmington,  N.C. 

State  Doctor's  Day  Chairman 
N.C.  Medical  Auxiliary 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


A paper  co-authored  by  Dr.  Alvin  Volkman,  profes- 
sor of  pathology,  has  been  hailed  a “citation  classic” 
for  being  “one  of  the  most  cited  papers  in  its  field.” 
The  paper  was  given  the  tribute  by  Current  Contents. 

“The  origin  of  macrophages  from  bone  marrow  in 
the  rat,  “published  by  Volkman  and  James  L.  Gowans 
in  The  British  Journal  of  Experimental  Pathology  in 
1965,  has  been  cited  in  professional  papers  260  times, 
according  to  the  Science  Citation  Index. 

Volkman’s  research  established  the  blood  mono- 
cytes as  the  circulating  form  of  the  macrophages  seen 
in  inflammation.  Monocytes  of  the  blood  were,  in 
turn,  traced  to  an  origin  in  the  bone  marrow.  Together, 
these  observations  helped  lead  to  a better  understand- 
ing of  relationships  among  classes  of  white  blood  cells. 

Volkman's  studies  were  conducted  between  1961 
and  1963  at  Oxford  University’s  Sir  William  Dunn 
School  of  Pathology.  Gowans,  now  director  of  the 
National  Institute  for  Medical  Research,  London,  was 
a professor  at  the  School  of  Pathology  with  whom 
Volkman  worked. 

School  of  Medicine  Dean,  Dr.  William  E.  Laupus, 
recently  completed  two  terms  as  president  of  the 
American  Board  of  Pediatrics.  Major  changes  which 
occurred  during  Dr.  Laupus’  two  years  in  office  in- 
cluded revisions  of  both  the  written  and  oral  examina- 
tions required  for  candidates  seeking  ABP  certifica- 
tion. The  two-year  residency  training  requirement 
was  extended  to  three  years,  and  a closer  relationship 
was  promoted  between  the  ABP  and  residency  pro- 
gram directors  in  medical  schools  and  hospitals.  Plans 
were  also  finalized  for  recertification  of  practicing 
pediatricians  and  for  a special  competency  certifica- 


tion of  pediatric  endocrinologists.  Under  Dr.  Laupus’ 
direction  the  ABP  offices  in  Chicago  and  Philadelphia 
were  consolidated  in  Philadelphia. 

Dr.  Laupus  will  continue  to  serve  as  an  oral 
examiner  and  as  ABP  representative  to  the  American 
Board  of  Medical  Specialists.  He  is  also  collaborating 
with  board  members  in  writing  the  definitive  history  of 
the  ABP. 

Dr.  Laupus  has  been  a member  of  the  ABP  execu- 
tive board  for  six  years,  served  as  an  oral  examiner  for 
12  years  and  for  the  last  six  years  has  been  a member 
of  the  oral  and  written  examination  committees,  the 
credentials  committee  and  the  nominating  committee. 
He  served  as  vice  president  and  president-elect  of  the 
organization  prior  to  assuming  the  presidency. 

* * * 

Dr.  Andrea  Hunter,  assistant  professor  of  phar- 
macology, has  received  a $6,000  research  grant  to 
study  the  biotransformation  of  thiono-sulfur- 
containing  antithyroid  drugs.  The  one-year  renewable 
grant  was  awarded  by  the  Pharmaceutical  Manufac- 
turers Association  Foundation,  Inc. 

Hunter  is  studying  the  metabolism  of  antithyroid1 
drugs  to  determine  if  they  are  biotransformed  to 
hepatotoxic  compounds.  Her  research  involves  inject- 
ing three  groups  of  antithyroid  drugs  into  rats  and  then 
charting  the  drugs'  effects  on  the  livers. 

Hunter  conducted  similar  research  on  thiono-sulfui 
compounds  while  she  was  a post-doctoral  student  at 
Vanderbilt  University. 

* * * 

Are  you  afraid  of  seeing  a doctor?  How  do  you 
select  a physician?  How  many  miles  do  you  live  from  a 
hospital?  These  are  some  of  the  questions  being  asked 
residents  in  Pitt,  Chowan  and  Hyde  counties  as  part  ol 
eastern  North  Carolina's  first  health  care  attitude  sur- 
vey. 

Dr.  Marty  Zusman,  an  ECU  sociology  professoi 
and  director  of  the  project,  says  the  40-minute  inter- 
view will  be  conducted  in  the  homes  of  800  to  1,000 
residents  who  will  be  asked  to  discuss  their  percep- 
tions of  health  care  in  the  state. 

Walter  Shepherd,  assistant  to  the  dean  of  the  ECU 
School  of  Medicine,  and  Christopher  Mansfield,  as- 
sociate director  of  the  Eastern  Carolina  Health  Sys- 
tems Agency,  are  collaborating  with  Zusman  on  the 
project.  The  study  will  provide  the  medical  school  and 
HSA  with  information  useful  in  planning  adequate 
health  care  in  the  eastern  part  of  the  state. 

Hyde,  Pitt  and  Chowan  counties  were  selected  be- 
cause they  represent  the  worst,  average  and  best 
health  care  indices  in  the  29-county  region,  according 
to  figures  from  the  Department  of  Health,  Education 
and  Welfare. 

* * * 

Dr.  Arthur  E.  Kopelman  has  been  named  associate 
professor  of  pediatrics  and  director  of  Pitt  County 
Memorial  Hospital’s  neonatal  center.  Previously. 


184 


Vol.  39,  No. 


Kopelman  was  director  of  the  nurseries  and  the 
neonatology  programs  at  Rochester  General  Hospital 
and  Strong  Memorial  Hospital.  He  was  also  associate 
professor  of  pediatrics  at  the  University  of  Rochester 
School  of  Medicine. 


Dr.  James  R.  Markello  has  been  appointed  director 
of  ambulatory  pediatric  medicine  and  will  be  respon- 
sible for  developing  and  managing  the  program  as  well 
as  teaching  medical  students  and  residents.  Before 
joining  the  ECU  faculty,  Markello  was  director  of 
pediatrics  for  the  Roanoke  Memorial  Hospitals  and 
professor  of  pediatrics  at  the  University  of  Virginia 
School  of  Medicine.  Markello  is  on  the  board  of  direc- 
tors of  the  Ambulatory  Pediatric  Association  and 
serves  as  chairman  of  the  group's  regional  activities. 

% 

Dr.  Harish  C.  Verma  has  joined  the  Department  of 
Psychiatry  as  assistant  professor.  Verma' s primary 
interests  are  alcoholism  and  alcohol  abuse.  Prior  to  his 
appointment  Verma  was  assistant  clinical  professor  of 
psychiatry  at  the  State  University  of  New  York  and 
attending  psychiatrist  at  Nassau  County  Medical 
Center. 

* * * 

Joining  the  Department  of  Medicine  as  an  assistant 
professor  is  Dr.  Alan  K.  Halperin,  who  will  be  respon- 


sible for  implementing  the  primary  and  ambulatory 
care  activities  of  the  department.  Halperin,  formerly  a 
physician  with  the  National  Health  Service  Corps, 
was  most  recently  affiliated  with  Tri-County  Health 
Services,  Aurora,  N.C. 

sf:  sfc  ifc 

The  School  of  Medicine’s  new  assistant  dean  for 
administration  is  Ben  F.  Weaver,  formerly  a consul- 
tant to  the  North  Carolina  Joint  Conference  Commit- 
tee on  Medical  Care,  Inc.  Weaver  has  served  as  con- 
tract coordinator  at  Duke  University  and  has  been 
executive  director  of  the  North  Carolina  Regional 
Medical  Program  administered  by  Duke. 

* * * 

The  new  $1.8  million  dollar  Eastern  Carolina  Fam- 
ily Practice  Center  has  opened  its  doors  to  patients. 
Operated  by  the  School  of  Medicine,  the  center  con- 
tains nearly  28,000  square  feet,  making  it  the  largest 
center  in  the  United  States  used  exclusively  for  family 
practice.  The  building,  which  is  located  adjacent  to 
Pitt  County  Memorial  Hospital,  was  constructed  with 
funds  provided  by  the  Eastern  Area  Health  Education 
Center. 

Despite  its  size,  the  center  seems  more  like  a private 
office  than  a clinic  designed  to  accommodate  1 ,000 
patients  a week.  The  building  is  composed  of  four 
patient  care  modules,  each  a small  family  practice 
center  which  contains  a waiting  room,  six  examining 


We  can  help  you  help  your  patient . . . 

Problem  Pregnancy  Counseling 

without  charge,  anywhere  in  N.C. 

Caseworker  will  travel  to  client  if  your  patient 
cannot  go  to  CHS  office. 

To  refer  your  patient,  or  for  more  information, 
call  our  nearest  district  office: 


Asheville  (704)258-1661 

Chapel  Hill  (919)929-4708 
Charlotte  (704)372-7170 


Fayetteville  (919)483-8913 
Greensboro  (919)274-1538 
Greenville  (919)752-5847 


Wilmington  (919)763-9727 

The  Children’s  Home  Society 
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rooms  and  the  equipment  and  services  needed  to  de- 
liver quality  patient  care. 

Other  rooms  in  the  color-coded  modules,  however, 
make  the  center  a model  clinic.  Patient  education 
rooms  are  equipped  with  audio-visual  equipment, 
study  carrels  and  educational  materials.  Special  sup- 
port facilities  for  the  family  practice  residency  pro- 
gram include  six  offices  for  the  residents,  preceptor's 
room  with  closed  circuit  TV  monitors  and  two-way 
mirrors,  and  a residents’  lab. 

Some  facilities  are  located  between  two  modules 
and  are  shared.  These  include  a conference  room,  an 
observation  room  and  a special  procedures  room. 

Offices  for  faculty  members  in  the  Department  of 
Family  Medicine  are  located  in  the  building,  and  the 
center  has  a classroom  with  a seating  capacity  for  60 
students.  There  is  also  a module  designed  for  dental 
training. 

The  business  office,  central  X-ray  and  lab,  medical 
records,  pharmacy  and  a library  provide  the  core  sup- 
port needed  to  maintain  the  four  patient  care  modules. 

Program  director  Dr.  James  Jones  says  a team  ap- 
proach to  health  care  will  be  emphasized  at  the  center, 
which  is  attracting  patients  from  a 50-mile  radius. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Eugene  Braunwald,  an  internationally  known 
cardiologist  at  Harvard  Medical  School,  gave  the 
Wingate  M.  Johnson  Memorial  Lecture  Feb.  1 at  the 
Bowman  Gray  School  of  Medicine. 

His  topic  was  “Protection  of  the  Ischemic  Myocar- 
dium.” 

Dr.  Braunwald  is  the  Hersey  Professor  of  the 
Theory  and  Practice  of  Physics  at  Harvard  and 
Physician-In-Chief  at  Peter  Bent  Brigham  Hospital  in 
Boston. 

The  lecture  honored  Dr.  Wingate  M.  Johnson, 
former  professor  of  medicine  at  Bowman  Gray  who 
was  the  first  and  only  editor  of  the  North  Carolina 
Medical  Journal  until  his  death  in  1964. 

The  Wingate  M.  Johnson  Visiting  Professorship 
was  established  in  1972  through  a gift  from  his 
children.  Dr.  Livingston  Johnson  of  Shelby  and  Mrs. 
E.  W.  Jackson  of  Durham. 

The  professorship  is  awarded  “to  a physician  of 
national  renown,  who  can  illustrate  to  the  present 
generation  of  clinicians  at  Bowman  Gray  some  of  the 
personal  qualities  that  Dr.  Johnson  demonstrated  to 
earlier  generations.” 

Dr.  Braunwald  was  the  sixth  recipient  of  the  visiting 
professorship. 


The  18  residents  in  the  Department  of  Medicine  who 
took  last  June's  American  Board  of  Internal  Medicine 
examination  scored  exceptionally  well.  All  18  were 
taking  the  examination  for  the  first  time  after  having 
completed  at  least  three  years  of  residency  training. 

The  group  not  only  posted  a 100%  pass  rate,  but 
the  mean  score  for  the  group  ranked  in  the  top  25% 
nationally  in  each  of  the  nine  subspecialty  areas  of 
medicine  included  on  the  examination. 

* * * 

Dr.  Harry  M.  Schey  has  been  appointed  assistant 
professor  of  biostatistics  at  Bowman  Gray.  In  his  new 
position  in  the  Department  of  Medical  Social  Sci- 
ences, he  will  have  teaching  and  research  respon- 
sibilities. 

Schey  recently  completed  a two-year  fellowship  in 
biostatistics  at  the  University  of  North  Carolina  at 
Chapel  Hill.  He  has  served  on  the  faculties  of  the 
Massachusetts  Institute  of  Technology,  the  Univer- 
sity of  California  at  Livermore  and  Berkeley  and  St. 
Mary’s  College. 

* * * 

Paul  S.  Colby  Jr.  has  been  named  assistant  control- 
ler at  Bowman  Gray. 

Colby,  who  had  been  a senior  tax  consultant  with 
the  Hanes  Corporation  for  the  past  two  years,  is  a 
certified  public  accountant.  He  holds  the  B.S.  degree 
in  business  administration  from  East  Carolina  Univer- 
sity and  has  done  graduate  work  at  Virginia  Com- 
monwealth University. 

* * * 

The  Bowman  Gray  School  of  Medicine  has  received 
a $3 1 ,400  grant  from  the  Kate  Bitting  Reynolds  Health 
Care  Trust  to  develop  a program  which  illustrates  the 
value  of  registered  nurses  in  the  transfer  of  cancer- 
care  technology  from  the  Oncology  Research  Center 
at  Bowman  Gray  to  communities. 

The  one-year  grant  will  be  used  to  place  registered 
nurses  in  an  urban  and  a rural  setting  to  work  with 
physicians  who  belong  to  the  Piedmont  Oncology  As- 
sociation. The  association  has  more  than  50  physi- 
cians who  are  specialists  in  cancer  care.  They  are 
located  in  communities  in  Virginia,  Tennessee,  North 
Carolina  and  South  Carolina. 

The  nurses  in  the  new  program  will  assist  associa- 
tion members  in  the  collection  of  data  on  protocols 
used  by  the  members  in  treating  cancer  victims,  will 
keep  status  reports  on  those  patients,  will  provide  an 
additional  link  between  the  association  members  and 
the  cancer  research  center  and  will  work  with  health 
care  agencies  in  promoting  cancer  education  for  the 
public. 

* * * 

Dr.  Eben  Alexander  Jr.,  professor  of  neurosurgery, 
has  been  elected  to  the  Liaison  Committee  between 
the  Southern  Neurosurgical  Society  and  the  American 
Trauma  Society. 
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Dr.  George  D.  Revere,  associate  professor  of  or- 
hopedic  surgery,  was  presented  the  bronze  medal 
rom  the  American  Congress  of  Rehabilitation 
dedicine  for  his  scientific  exhibit  at  the  organization’s 
neeting  in  Miami,  Oct.  30-Nov.  4.  The  exhibit  was 
mtitled  “Guepar  Total  Knee  Replacement  Pros- 
hesis:  Indications,  Operative  Techniques  and  Opera- 
ive  Management.” 

The  first  of  three  annual  seminars  on  the  role  of 
>hysician  assistants  updating  their  medical  informa- 
ion  was  held  at  Bowman  Gray  in  January. 

Approximately  300  physicians  and  physician  assis- 
ants  attended  the  meeting,  which  featured  directors 
>f  several  of  the  nation’s  physician  assistant  programs 
is  speakers. 

Doctors  from  across  the  state  who  provide  Bowman 
Jray’s  physician  assistant  students  with  clinical  train- 
ng  came  to  the  seminar  to  contribute  their  perceptions 
>f  the  Bowman  Gray  program  and  to  make  recom- 
nendations  on  how  the  program  might  be 
trengthened. 


News  Notes  from  the 


UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Barbara  A.  McHugh,  social  research  associate  with 
he  UNC  Rehabilitation  Center  Planning  Office,  has 
)een  named  president-elect  of  the  Association  of  Re- 
labilitation  Nurses. 


*  *  * * 

Dr.  Colin  G.  Thomas,  chairman  of  the  department 
)f  surgery,  presented  “Approach  to  Nodular  Goiter 
md  Thyroid  Cancer”  at  the  Third  Annual  American 
rhyroid  Association  Workshop  on  the  Thyroid  at  Key 
3iscayne,  Florida. 

* * * 

Robert  W.  Heins,  executive  director  of  the  private 
Patient  service,  has  been  named  chairman  of  a special 
ask  force  on  Section  227,  Reimbursement  of  Teach- 
ng  Physicians,  of  the  University  Affiliated  Groups  of 
ihe  Medical  Group  Management  Association. 

i 

* * * 

Dr.  William  H.  Bowers,  Dr.  H.  Robert  Brashear 
nd  Dr.  Lawrence  C.  Hurst  of  'he  division  of  or- 
hopaedic  surgery,  attended  a meeting  of  the  North 
Carolina  Orthopaedic  Association  at  Wrightsville 
leach.  Bowers  presented  “Chronic  Mallet  Finger  — 
Central  Slip  Release;”  Brashear  spoke  on 
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one  tablet  usually  brings 
gentle,  overnight  relief 


“Fracture-Dislocations  of  the  Hip”;  and  Bowers  and 
Hurst  presented  “Gamekeeper’s  Thumb  Injuries,” 
which  won  a $250  award  for  the  best  presentation. 

* * * 

Dr.  William  W.  McLendon,  professor  of  pathology 
and  chairman  of  the  department  of  hospital 
laboratories,  spoke  at  the  seminar  on  Graduate  Medi- 
cal Education  in  Pathology  held  in  conjunction  with 
the  annual  meeting  of  the  American  Society  of  Clinical 
Pathologists. 

* * * 

Elaine  M.  Hill,  director  of  volunteer  services  at 
N.C.  Memorial  Hospital,  was  elected  president  of  the 
American  Society  of  Directors  of  Volunteer  Services 
at  the  organization’s  annual  meeting  and  educational 
conference  in  Chicago. 

* * * 

Dr.  William  Grady  Thomas,  associate  professor  of 
surgery  and  director  of  the  hearing  and  speech  center, 
has  been  appointed  by  Mayor  James  Wallace  to  a 
committee  to  make  recommendations  on  possible 
amendments  to  Chapel  Hill’s  anti-noise  ordinance. 

* * * 

Dr.  Christopher  C.  Fordham,  III,  dean  of  the 
School  of  Medicine,  presided  over  the  44th  N.C.  Re- 
gional Meeting  of  the  American  College  of  Physicians 


and  the  12th  Joint  Meeting  with  the  N.C.  Society  of 
Internal  Medicine  Dec.  3.  Participants  included  de- 
partment of  medicine  members  Dr.  John  T.  Sessions, 
Jr.,  professor,  who  extended  greetings;  Dr.  Thomas 
Sattler,  resident,  “Balkan  Nephropathy  — a Unique 
Renal  Tubular  Disorder”;  Dr.  James  W.  Woods,  Jr., 
professor,  “Hypertension  — 1977”;  Dr.  William  B. 
Blythe,  professor,  “Nephrology  — 1977”;  Dr.  Wil- 
liam D.  Heizer,  associate  professor,  “Clinical  Nutri- 
tion,” and  Dr.  David  A.  Ontjes,  professor,  “Diag- 
nosis of  Pituitary  Disorders.” 

* * * 

Dr.  John  Ewing,  director  of  the  center  for  alcohol 
studies,  presented  “Etiologic  Factors  in  Alcohol  Use 
and  Abuse”  to  the  medical  staff  of  the  Forsyth  Memo- 
rial Hospital  in  Winston-Salem. 

* * * 

Dr.  Lawrence  R.  McCarthy,  assistant  professor  of 
bacteriology  and  immunology  and  pathology,  has 
been  appointed  to  the  American  Academy  of  Mi- 
crobiology’s Committee  on  Post-Doctoral  Educa- 
tional Programs. 

* * * 

Five  members  of  the  department  of  bacteriology 
and  immunology  participated  in  a Conference  on 
Mechanisms  of  Microbial  Virulence  sponsored  by  the 
American  Society  for  Microbiology  at  Clearwater 


Court  Reporting/National  Depovision  Services 
Depositions  • Color  Videotaping 


THERE  IS  AN  ALTERNATIVE! 

As  of  July,  1977,  when  House  Bill  905  was  ratified,  it  is  no  longer 
necessary  for  you  to  take  time  from  your  busy  schedule  to  testify  in 
court. 

House  Bill  905  states: 

p The  deposition  of  a witness,  whether  or  not  a party,  may  be  used 
by  any  party  for  any  purpose  if  the  court  finds:  ....the  witness  is 
an  expert  witness  whose  testimony  has  been  procured  by  video- 
tape as  provided  by  Rule  30  (b)  (4). 

We  are  the  only  agency  in  North  Carolina  offering  court  reporting 
and  videotaping  services. 


Charlotte,  N.C. 
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Hillsborough,  N.C.- 
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KAON"  ELIXIR  was  introduced  in  1954, 
followed  by  KAON"  TABLETS  in  1963.  Decades  of  clinical 
experience  indicate  acceptability,  effectiveness,  and  safety 
in  the  majority  of  patients;  should  abdominal 
pain  occur,  therapy  should  be  discontinued.  Both  have  been 
taken  by  patient  after  patient,  day  after  day,  year  after 
year,  to  correct  potassium  deficiencies.  Both  have 
consistently  demonstrated  their  value  when  diet  alone  is 
inadequate  for  potassium  replacement. 


Kaon  Elixir 

(potassium  gluconate) 


Kaon  Tabs 


(potassium  gluconate) 


BRIEF  SUMMARY 

Kaon  Tablets/Kaon  Elixir 

KAON®  (potassium  gluconate)  TABLETS 

Description:  Each  sugar-coated  tablet  supplies 
5 mEq.  of  elemental  potassium  (as  potassium 
gluconate  1.17  Cm,).  Kaon  Tablets  are  sugar 
coated,  not  enteric  coated,  which  favors  dis- 
solution in  the  stomach  and  absorption  before 
reaching  the  small  intestine  where  the  lesions 
with  enteric  potassium  chloride  have  occurred. 
The  sugar  coating  merely  adds  to  palatability 
and  ease  of  swallowing,  not  to  delay  absorp- 
tion as  does  the  enteric  coating. 

Indications:  Oral  potassium  therapy  for  the  pre- 
vention and  treatment  of  hypokalemia  which 
may  occur  secondary  to  diuretic  or  cortico- 
steroid administration.  It  may  be  used  in  the 


treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

Contraindications:  Severe  renal  impairment 
with  oliguria  or  azotemia,  untreated  Addison's 
disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause. 

Warning:  There  have  been  several  reports,  pub- 
lished and  unpublished,  concerning  nonspecific 
small-bowel  lesions  consisting  of  stenosis,  with 
or  without  ulceration,  associated  with  the  ad- 
ministration of  enteric-coated  potassium  tablets 
alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides  or  certain  other  oral  di- 
uretics. These  small-bowel  lesions  have  caused 
obstruction,  hemorrhage  and  perforation.  Sur- 
gery was  frequently  required  and  deaths  have 
occurred.  Available  information  tends  to  impli- 
cate enteric-coated  potassium  salts,  although 


lesions  of  this  type  also  occur  spontaneously. 
Therefore,  coated  potassium-containing  formu- 
lations should  be  administered  only  when  indi- 
cated and  should  be  discontinued  immediately  il 
abdominal  pain,  distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur.  Coated  potas- 
sium tablets  should  be  used  only  when  adequate 
dietary  supplementation  is  not  practical. 
Precautions:  In  response  to  a rise  in  the  concen- 
tration of  body  potassium,  renal  excretion  of  the 
ion  is  increased.  With  normal  kidney  function, 
it  is  difficult,  therefore,  to  produce  potassium 
intoxication  by  oral  administration.  However, 
potassium  supplements  must  be  administered 
with  caution,  since  the  amount  of  the  deficiency 
or  daily  dosage  is  not  accurately  known.  Fre- 
quent checks  of  the  clinical  status  of  the  patient, 
and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentra- 


Time  is 
the  test  of 
all  things 


ons  of  potassium  ion  may  cause  death  through 
tardiac  depression,  arrhythmias  or  arrest.  This 
rug  should  be  used  with  caution  in  the  presence 
f cardiac  disease. 

In  hypokalemic  states,  especially  in  patients 
n a salt-free  diet,  hypochloremic  alkalosis  is  a 
ossibility  that  may  require  chloride  as  well  as 
otassium  supplementation.  In  these  circum- 
stances, Kaon  (potassium  gluconate)  should  be 
upplemented  with  chloride.  Ammonium  chlo- 
lide  is  an  excellent  source  of  chloride  ion  (18.7 
lEq.  per  Gram),  but  it  should  not  be  used  in 
atients  with  hepatic  cirrhosis  where  ammonium 
alts  are  contraindicated.  Other  sources  for 
hloride  are  sodium  chloride  and  Diluted 
llydrochloric  Acid,  U.5.P. 

It  should  also  be  kept  in  mind  that  ammonium 
ycle  cation  exchange  resin,  sometimes  used  to 
reat  hyperkalemia,  should  not  be  administered 


to  patients  with  hepatic  cirrhosis. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea 
and  abdominal  discomfort  have  been  reported. 
The  symptoms  and  signs  of  potassium  intoxi- 
cation include  paresthesias  of  the  extremities, 
flaccid  paralysis,  listlessness,  mental  confusion, 
weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart 
block.  Hyperkalemia  may  exhibit  the  following 
electrocardiographic  abnormalities:  disappear- 
ance of  the  P wave,  widening  and  slurring  of 
QRS  complex,  changes  of  the  S-T  segment,  tall 
peaked  T waves,  etc. 

Overdosage:  Potassium  intoxication  may  result 
from  overdosage  of  potassium  or  from  thera- 
peutic dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  de- 
tected, must  be  treated  immediately  because 
lethal  levels  can  be  reached  in  a few  hours. 


KAON®  (potassium  gluconate)  ELIXIR 
Description:  Each  15  ml.  (tablespoonful)  sup- 
plies 20  mEq.  of  elemental  potassium  (as  potas- 
sium gluconate,  4.68  Gm.)  with  saccharin  and 
aromatics.  Alcohol  5%. 

Indications:  See  Kaon  Tablets. 

Precautions:  See  Kaon  Tablets. 

In  hypochloremic  alkalosis,  potassium 
replacement  with  potassium  chloride 
(e.g.,  Kaochlor®  10%  Liquid)  may  be  more  ad- 
vantageous than  with  other  potassium  salts. 
Adverse  Reactions:  See  Kaon  Tablets. 
Overdosage:  See  Kaon  Tablets 
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TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DW1DE 

Each  capsule  contains  50  mg.  of  Dyrenium"  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION! 
SERUM  K+AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

'Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 
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Beach,  Florida,  in  December.  Dr.  Joel  B.  Baseman, 
‘assistant  professor,  presented  a paper  to  the  session 
an  "Extra-Cellular  Parasites.”  Dr.  George  P.  Manire, 
Kenan  professor  and  chairman,  presented  a paper 
:o-authored  with  Dr.  Priscilla  B.  Wyrick,  assistant 
irofessor,  to  the  "Obligate  Intracellular  Parasites” 
ession.  Dr.  John  K.  Spitznagel,  professor,  presented 
i paper  to  the  "Phagocyte-Parasite  Interactions”  ses- 
;ion. 


A North  Carolina  medical  clinic  has  been  selected 
is  one  in  a network  of  10  model  rural  practices  in  the 
lation  as  part  of  the  Rural  Practice  Project  at  the 
JNC-CH  School  of  Medicine. 

The  Bakersville  Community  Medical  Clinic,  Inc., 
las  received  a four-year  $280,000  development  grant 
rom  the  Robert  Wood  Johnson  Foundation,  which 
provides  funding  for  the  project  and  for  the  model 
iractices  it  selects. 

The  clinic  is  the  first  North  Carolina  practice  in- 
:luded  in  the  project.  Others  are  in  Vermont,  New 
fork.  South  Carolina,  Kentucky,  Indiana,  Min- 
lesota,  Utah,  Montana  and  Oregon. 

UNC-CH  administers  the  national  program, 
;reated  in  1975  by  the  Johnson  Foundation,  a national 
lealth  philanthropy. 

"The  project  is  based  on  a conscious  strategy  of 
nvesting  in  leadership,”  said  project  director  Dr. 
)onald  Madison,  an  associate  professor  in  the  de- 
lartment  of  family  medicine.  Its  purpose  is  "identify- 
ng  individuals  with  talent,  commitment,  energy  and 
deas,  and  then  assisting  them  in  establishing 
:ommunity-oriented  medical  practices  which  can 
*tand  as  innovative  national  models.” 

* * * 

An  $8.9  million  clinical  sciences  building,  part  of 
JNC-CH’s  health  complex,  will  be  named  the 
Jurnett-Womack  building,  honoring  the  memory  of 
he  late  Dr.  Charles  H.  Burnett  and  the  late  Dr. 
Nathan  A.  Womack. 

Dr.  Burnett  was  the  founding  chairman  of  the 
JNC-CH  department  of  medicine.  His  contributions 
o the  field  of  metabolism  and  kidney  physiology  were 
ecognized  nationally. 

Dr.  Womack,  the  first  chairman  of  the  UNC-CH 
lepartment  of  surgery,  was  a leader  in  medical  educa- 
ion  and  a Kenan  professor  of  surgery. 

* * * 

Dr.  John  C.  Merritt  has  been  appointed  associate 

professor  in  the  department  of  ophthalmology . Merritt 

earned  his  B.A.  at  Hampton  Institute  and  his  M.D.  at 
doward  University.  He  comes  to  Chapel  Hill  from 
doward  University  Hospital  where  he  served  as  as- 
sociate professor  and  acting  chairman  of  ophthalmol- 
)gy  in  1977. 

* * * 

Newly  appointed  assistant  professors  in  the  School 
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of  Medicine  include:  Dr.  Jean  H.  Bowdre,  department 
of  bacteriology  and  immunology;  Dr.  Edward  E. 
Lawson,  department  of  pediatrics;  and  Dr.  P.  Richard 
Olson,  department  of  family  medicine. 

Dr.  Bowdre  comes  from  St.  Joseph  Mercy  Hospital 
and  the  University  of  Michigan  School  of  Public 
Health  where  she  has  been  a postdoctoral  fellow  in 
microbiology.  She  earned  her  B.S.  and  Ph.D.  from 
Virginia  Polytechnic  Institute  and  State  University. 
Lawson  earned  his  B.A.  at  Harvard  University  and 
his  M.D.  at  Northwestern  University.  He  has  been  a 
research  fellow  in  pediatrics  at  Harvard  for  the  past 
two  years.  Olson  comes  from  the  University  of  Mas- 
sachusetts Medical  School  where  he  has  been  an  assis- 
tant professor  since  1974.  He  earned  his  M.D.  at  the 
University  of  Vermont. 

Hs  sfc  :fs 

Dr.  J.  Dieter  Geratz,  professor  of  pathology,  has 
been  named  principal  investigator  for  a $42,307  re- 
search grant  from  the  National  Heart,  Lung  and  Blood 
Institute. 

^ 

Lawrence  F.  Guymon,  a research  associate  in  the 
School  of  Medicine,  has  received  a $2 1 ,974  grant  from 
the  National  Institute  of  Allergy  and  Infectious  Dis- 
eases. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Scientists  here  have  developed  what  they  consider 
to  be  a useful  model  for  studying  the  biochemical 
defects  responsible  for  two  of  the  most  common  forms 
of  muscular  dystrophy. 

Their  research  indicates  that  proteins  found  in  red 
blood  cells  taken  from  patients  with  Duchenne  and 
myotonic  muscular  dystrophy  seem  to  mirror  abnor- 
malities that  may  affect  the  muscles  of  those  patients. 

The  discovery  is  important,  according  to  Dr.  Allen 
D.  Roses,  chief  of  neurology,  because  it  provides  re- 
searchers at  Duke  and  elsewhere  with  a reliable,  re- 
producible source  of  tissue  for  laboratory  tests. 

"The  first  need  of  a biochemist  is  to  have  something 
to  put  in  his  test  tube  to  study,”  he  said.  "But  you 
can’t  in  all  good  conscience  do  repeated  muscle  biop- 
sies on  these  patients.” 

"What  everyone  has  always  done  has  been  to  say, 
'Well,  since  we  can’t  get  muscle  tissue  from  humans, 
let’s  study  it  in  mice  or  chickens  or  some  other  ani- 
mal,’ ” Roses  explained.  “Unfortunately,  there  is  no 
animal  model  that  is  truly  representative  of  either 
Duchenne  or  myotonic  muscular  dystrophy.” 

"If  we  could  find  out  what  goes  wrong  on  a 
biochemical  level,  we  could  reliably  detect  carriers 
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and  do  excellent  genetic  counseling,”  Roses  said. 
“Eventually,  this  information  also  should  lead  to  bet- 
ter specific  treatment.” 

The  scientist  and  his  colleagues  believe  that 
Duchenne  muscular  dystrophy  may  be  due  to  a muta- 
tion of  a species  of  muscle  protein  known  as  myosin. 
They  are  currently  testing  their  theory,  he  said. 

* * * 

Twenty-two  new  members  have  been  inducted  into 
the  Duke  chapter  of  Alpha  Omega  Alpha,  honor  medi- 
cal society. 

Students  inducted  from  the  medical  school's  junior 
class  were  Stuart  Adler,  David  Browning,  John  Fitz, 
Jean  Guyton,  Lisa  Kaufman,  Mary  Markert,  Bruce 
Schirmer  and  Margaret  Walsh. 

Inducted  from  the  senior  class  were  Kim  Boekel- 
heide,  Thaddeus  Dunn,  Margaret  Dydek,  E.  Wilson 
Griffin,  Anton  Nielson,  Celeste  Robb-Nicholson, 
Carlton  Sexton,  Peter  Sims,  Matthew  Stern  and  John 
Wood. 

Dr.  Catherine  M.  Wilfert,  associate  professor  of 
microbiology  and  pediatrics,  was  elected  from  the 
faculty. 

Duke  medical  school  alumni  inducted  were  Glenn 
C.  Newman,  ’39  (posthumous),  R.  David  Daniel  ’42 
and  Lowell  S.  Miller  '45. 


Dr.  Rebecca  H.  Buckley,  professor  of  pediatrics 
and  associate  professor  of  immunology,  has  been 
named  president-elect  of  the  Southeastern  Allergy 
Association  for  1977-78.  She  is  president  of  the  South- 
ern Society  for  Pediatric  Research  and  of  the  Tri- 
Council  which  represents  that  organization  and  two 
other  research  societies. 

* * * 

Dr.  Diane  E.  McGrath  has  been  appointed  director 
of  cancer  control  at  the  Comprehensive  Cancer 
Center,  University  Provost  Frederic  N.  Cleveland 
announced. 

Dr.  McGrath,  a specialist  in  communication,  will 
have  overall  responsibility  for  the  center’s  public,  pa- 
tient and  professional  education  programs,  for  media 
relations  and  publications,  and  for  the  center’s  toll- 
free  telephone  service  for  North  Carolina. 

She  will  shape  a unified  cancer  screening  program  at 
Duke.  In  addition,  she  will  expand  the  cancer  center’s 
efforts  to  rehabilitate  patients  being  treated  for 
cancer,  helping  them  resume  their  regular  activities  as 
quickly  as  possible. 

The  new  director  succeeds  Dr.  Donald  S.  Miller, 
who  has  entered  private  practice  in  Shelby. 

A resident  of  Chapel  Hill , Dr.  McGrath  received  her 


TEGA-VERT  TABLETS 

VERTIGO  • MOTION  SICKNESS  • NAUSEA  • MOOD  ELEVATION 
EACH  SUGAR  COATED  TABLET  CONTAINS: 


PENTYLENETETRAZOL  (Metrazol) s0mg 

NIACIN 50mg 

DI  MEN  HYDRIN  ATE  (Dramamine) 25mg 


ADMINISTRATION  AND  DOSAGE:  One  or  two  tablets  three  or  four  times  daily  before  or  after  meals. 

INDICATIONS:  TEGA-VERT  is  indicated  in  the  symptomatic  management  of  idiopathic  vertigo,  as  well  as  that 
associated  with  Meniere’s  Syndrome.  Arterial  Hypertension,  Labyrinthitis,  Fenestration  Procedures,  Radiation 
Sickness  and  Tonic  Effect.  TEGA-VERT  has  also  been  of  value  in  patients  with  clinical  symptoms  of  senility  and 
functional  cerebral  impairment  as  well  as  symptomatic  nausea. 

CONTRAINDICATIONS:  TEGA-VERT  should  not  be  used  in  patients  with  known  history  of  sensitivity  to  any  of  its 
ingredients.  Because  of  its  vasodilating  effects,  niacin  is  contraindicated  in  the  presence  ot  arterial  hypotension. 

PRECAUTIONS  AND  SIDE  EFFECTS:  Although  there  are  not  absolute  contraindications  to  oral  pentylenetet- 
razol, it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold. 
Dimenhydrinate.  like  other  antihistamines  may  produce  sedative  side  effects,  therefore,  caution  against  operating 
mechanical  equipment  should  be  observed.  I his  has  not  been  a significant  problem  with  TEGA-VERT  since  it 
contains  a mild  central  nervous  system  stimulant.  Niacin  can  produce  transient  Bushing  and  sensations  ol  warmth. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without  a prescription. 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTABLES  IN  THE  SOUTHEAST  AT  THE 
VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY 


ORTEGA  PHARMACEUTICAL  CO.,  INC.:  JACKSONVILLE,  FLORIDA  32205 
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Ph.D.  degree  in  communication  from  Pennsylvania 
State  University. 

Using  the  same  principle  that  allows  a child  to  see 
light  through  his  hand  when  he  presses  a flashlight 
against  it,  a Duke  researcher  has  devised  a method  of 
determining  how  well  brain  cells  take  up  oxygen  from 
blood. 

Dr.  Frans  Jobsis,  professor  of  physiology,  said  he 
believes  the  new  technique  eventually  may  help  to 
save  lives  in  hospital  intensive  care  units  and  have  a 
number  of  other  useful  medical  applications  as  well. 

It  involves  sending  harmless  infrared  light  through 
the  skull  and  to  the  brain  and  then  measuring  how 
much  of  the  light  emerges  on  the  opposite  side  of  the 
bead. 

Jobsis,  who  performed  the  first  human  experiments 
nn  himself,  said  -there  is  no  pain  involved  and  no 
■adioactivity.  Less  infrared  light  is  required  than  a 
nerson  would  receive  walking  in  bright  sunshine. 

The  scientist  explained  that  when  blood  squeezes 
Trough  capillaries  in  the  brain,  hemoglobin  molecules 
:ontained  in  red  cells  release  oxygen  to  a respiratory 
inzyme  found  in  nerve  cells. 

This  enzyme,  called  cytochrome  aa-3,  changes 
:olor  as  it  becomes  rich  in  oxygen  and  absorbs  more 
nfrared  light  particles  than  it  does  when  it  is  oxygen 
deficient. 

A device  known  as  a photomultiplier  transforms 
nfrared  light  that  has  passed  all  the  way  through  the 
lead  into  an  electric  current  that  can  be  continuously 
nonitored.  Jobsis  said  that  increases  in  the  amount  of 
ight  recorded  correspond  to  decreases  in  oxygen. 

* * * 

Dr.  Reginald  D.  Carter,  adjunct  assistant  professor 


of  community  and  family  medicine  and  assistant  pro- 
fessor of  physiology,  has  been  appointed  to  the  board 
of  trustees  of  North  Carolina  Baptist  Hospitals,  Inc. 

Carter  is  associate  director  of  Duke’s  Physician’s 
Associate  Program. 

* * * 

Promoted  from  assistant  professor  to  associate  pro- 
fessor were  Dr.  Andrew  T.  Huang,  medicine;  Dr. 
Robert  A.  Older,  radiology;  Dr.  William  Derek 
Shows,  psychiatry;  and  Dr.  John  Weinerth,  urology. 

New  appointments  include  Dr.  Amo  L.  Greenleaf, 
assistant  professor  of  biochemistry;  Dr.  Michael  E. 
McCrory,  assistant  professor  of  radiology;  Dr.  Sandra 
Preissig,  assistant  professor  of  pathology;  Dr.  Kwan- 
sa  You,  assistant  professor  of  pediatrics;  Dr.  Sharyn 
A.  Endow,  assistant  professor  of  microbiology  and 
immunology;  and  Dr.  Elizabeth  June  Fox,  associate 
professor  of  anesthesiology. 


AMERICAN  ACADEMY  OF 
FAMILY  PHYSICIANS 

Four  North  Carolina  physicians  were  named  to 
committees  of  the  American  Academy  of  Family 
Physicians  when  the  academy’s  directors  met  in 
November  in  Palm  Springs,  Calif. 

Dr.  Robert  H.  Shackelford  of  Mount  Olive  was 
named  chairman  of  the  Committee  on  Members’ 
AAFP  Insurance  & Financial  Services;  Dr.  Donald  L. 
Copeland  of  Winston-Salem  was  named  to  the  Com- 
mittee on  Continuing  Medical  Education;  Dr. 
Thornton  R.  Cleek  of  Asheboro,  to  the  Finance  Com- 
mittee; and  Dr.  C.  Clement  Lucas  Jr.  of  Edenton,  to 
the  Publication  Committee. 


Month  in 
Washington 


The  federal  government  has  released  a second  ver- 
sion of  the  controversial  health  planning  guidelines, 
saying  the  revised  rules  exhibit  “enough  flexibility  to 
3e  fair,  and  are  tough  enough  to  be  effective.” 
When  the  original  guidelines  were  published  last  fall 
n the  Federal  Register,  the  Department  of  Health, 
Education  and  Welfare  received  more  than  55,000 
:omments,  mostly  critical,  the  bulk  from  Texas,  Iowa, 
ind  Montana  stating  the  belief  that  the  rules  were 
infair  to  small,  rural  hospitals. 

The  response  took  the  agency  by  surprise  and  the 
guidelines  were  withdrawn  to  be  revised  in  such  form 


as  to  be  more  acceptable.  The  revised  rules  were  open 
to  comment  until  March  6 at  which  time  the  final 
regulations  were  published. 

HEW  Secretary  Joseph  Califano  emphasized  that 
the  guidelines  are  to  serve  as  national  standards  for 
local  Health  System  Agencies  and  state  health  plan- 
ning bodies,  which  must  make  the  final  decisions. 

The  secretary  said  HEW's  ability  to  enforce  the 
guidelines  is  limited  to  two  areas.  One,  if  a local  hospi- 
tal proceeded  with  capital  expenditures  in  violation  of 
a state  adopted  plan.  HEW  could  withhold  funds  that 
are  provided  for  reimbursement  of  depreciation  costs. 
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Two,  HEW  does  have  the  power  to  "decertify”  local 
Health  Systems  Agencies  that  completely  disregard 
the  guidelines.  However,  Califano  stressed  that  plan- 
ning authority  rests  in  local  hands. 

The  revised  guidelines  propose  these  major  stan- 
dards: 

**A  maximum  of  four  hospital  beds  per  1,000 
people. 

**  An  average  annual  occupancy  rate  of  at  least  80% 
for  hospitals  in  a Health  Service  Area. 

**At  least  a 75%  average  occupancy  rate  and  at 
least  1,500  births  annually  for  hospitals  that  provide 
care  for  complicated  obstetrical  problems. 

**No  more  than  four  neonatal  intensive  and  inter- 
mediate care  beds  per  1 ,000  live  births. 

**A  minimum  of  20  beds  for  pediatric  units  in  urban 
areas. 

**  Average  annual  occupancy  rate  ranging  from  65% 
to  75  % for  pediatric  units,  based  on  their  size. 

**At  least  200  open  heart  procedures  annually  in 
any  institution  in  which  open  heart  surgery  is  per- 
formed for  adults,  and  at  least  100  heart  operations 
annually  in  any  institution  in  which  pediatric  open 
heart  surgery  is  performed. 

**At  least  300  cardiac  catheterizations  annually  in 
any  adult  catheterization  unit,  and  at  least  150  cardiac 
catheterization  units  annually  in  any  pediatric 
catheterization  unit. 

**A  service  area  with  a population  of  at  least 
150,000  people,  or  treatment  of  at  least  300  cancer 
cases  annually,  for  megavoltage  radiation  therapy 
units. 

**At  least  2,500  procedures  per  year  for  each  com- 
puted tomography  scanner. 

**Plans  consistent  with  already  established  HEW 
standards  and  procedures  for  suppliers  of  end-stage 
renal  disease  services. 

* * * 

Painting  cigarette  smoking  as  "slow-motion 
suicide”  HEW  Secretary  Califano  has  launched  a 
stepped-up  government  program  against  smoking. 

Most  of  the  effort  will  be  to  increase  public  aware- 
ness of  the  hazards  of  smoking,  but  Califano,  an  ex- 
smoker, has  asked  the  U.S.  Treasury  Department  to 
"examine  a range  of  possible  measures,  including  a 
general  increase  in  the  federal  excise  tax  on  cigarettes 
and  a graduated  tax  according  to  the  tar-nicotine  con- 
tent of  cigarettes.” 

Califano  also  asked  the  Federal  Trade  Commission 
to  “consider  recommendations  to  strengthen  warn- 
ings on  cigarette  packages  and  in  advertisements  and 
to  empower  the  federal  government  to  set  maximum 
levels  for  tar,  nicotine  and  carbon  monoxide  in 
cigarettes.” 

He  also  requested  major  providers  of  health,  fire, 
life  and  disability  insurance  to  "consider  offering  spe- 
cial premium  discounts  and  other  advantages  to 
nonsmokers,  so  that  they  will  no  longer  have  to  bear 
so  heavy  a part  of  the  enormous  cost  generated  by 
smokers.” 


The  Secretary  announced  that  the  Food  and  Drug 
Administration  is  revising  the  patient  labeling  of  oral 
contraceptives,  and  adding  a prominent  warning 
against  smoking.  The  warning  will  read:  "Women 
who  use  birth  control  pills  should  not  smoke.”  Sub- 
sequently, the  FDA  made  such  an  announcement. 

Califano  also  said  he  would  ask  the  FDA  “to  inves- 
tigate the  interaction  of  smoking  with  therapeutic 
drugs,  so  that  users  who  smoke  can  be  made  aware  of 
the  special  dangers  they  face.” 

The  White  House  displayed  a notable  lack  of  en- 
thusiasm for  Secretary  Califano’s  anti-smoking  drive, 
according  to  a by-line  story  in  the  Baltimore  Morning 
Sun. 

"Aides  to  President  Carter  fear  that  the  campaign 
will  be  ineffective  and  that  it  will  be  interpreted  as 
excessive  government  interference  in  Americans’  pri- 
vate lives,”  the  Sun  reported. 

"We’re  certainly  worried  about  the  danger  smoking 
poses  to  health,”  says  Dr.  Peter  Bourne,  Mr.  Carter's 
adviser  on  health  issues.  "But  we’re  also  concerned 
about  a major  fanfare  over  new  initiatives,  whose 
results  are  likely  to  be  unclear.” 

"We  are  eager  that  a program  like  this  be  very 
practically  oriented,  where  the  goals  are  clearly  laid 
out  and  able  to  be  achieved,”  Dr.  Bourne  added  in  an 
interview. 

"The  feeling  at  the  White  House  is  that  the  HEW 
plan  is  not  such  a program,”  the  Sun  concluded. 

* * * 

More  than  2,400  doctors  and  druggists  providing 
subsidized  health  services  to  needy  persons  have  been 
identified  as  having  "patterns  of  practice  indicating  a 
likelihood  of  fraud  and  abuse,”  HEW  Secretary 
Califano  has  said. 

He  announced  new  details  of  Project  Integrity,  a 
program  of  HEW  searching  for  corruption  in  sub- 
sidized medical  care. 

HEW  has  issued  regulations,  required  under  1977 
anti-fraud  legislation,  that  set  requirements  for  states 
creating  fraud  and  abuse  control  units  to  monitor  the 
federal-state  Medicaid  program. 

The  units  should  operate  separately  from  the 
agency  administering  a state  Medicaid  plan,  have  the 
capacity  to  prosecute  fraud  or  refer  allegations  of 
fraud  to  prosecutors,  and  investigate  complaints  from 
patients  in  nursing  homes  and  mental  institutions. 

If  states  create  such  units,  HEW  will  reimburse 
them  for  90%  of  their  operational  costs,  a government 
spokesman  said. 

Califano  said  Project  Integrity  has  screened  the  bill- 
ing claims  of  all  275,000  Medicaid  physicians  and 
pharmacists  "and  identified  over  2,400  with  patterns 
of  practice  indicating  a likelihood  of  fraud  and  abuse.” 

More  than  450  of  the  2 ,400  doctors  and  druggists  are 
being  investigated  for  potential  Medicaid  abuses. 

Another  400  are  undergoing  "detailed  field  checks 
for  potential  criminal  fraud,”  Califano  said. 

Cases  involving  about  200  have  been  closed  as  not 
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warranting  further  investigation.  The  other  cases  are 
still  in  the  investigation  pipeline,  Califano  said. 

HEW  also  plans  to  review  another  44,000  cases 
where  preliminary  information  has  indicated  the  pos- 
sibility of  fraud  and  abuse. 

if: 

The  number  of  Americans  living  in  areas  officially 
designated  as  having  a physician  shortage  could  in- 
crease by  56%  to  a total  of  25  million  under  new 
criteria  proposed  by  HEW. 

Communities  designated  as  having  a physician 
shortage  are  eligible  to  apply  for  physicians’  services 
provided  through  HEW’s  National  Health  Service 
Corps  or  related  federal  programs.  Of  the  estimated  25 
million  people,  15  million  reside  in  inner  cities  accord- 
ing to  the  definition  of  what  constitutes  a shortage 
area.  The  remaining  10  million  are  in  rural  areas. 

A shortage  area  under  both  new  and  former  criteria 
may  range  in  size  from  a group  of  neighboring  counties 
to  an  urban  neighborhood.  Previously,  a critical 
shortage  level  was  reached  when  there  were  4,000  or 
more  people  per  primary  care  physician.  The  new 
criteria  lowers  the  level  to  3,500  or  more  per  physician 
and  even  lower  levels  may  be  designated  if  indicators 
of  need  — infant  death  rates,  health  status  of  popula- 
tion and  access  to  health  services  — are  considered 
significantly  adverse. 

Separate  shortage  criteria  are  proposed  for  dentists. 


psychiatrists,  pharmacists,  podiatrists,  optometrists 
and  veterinarians. 

* * * 

After  years  of  wrangling  politics.  President  Carter 
has  decided  to  push  for  the  establishment  of  a sepa- 
rate, Cabinet-level  department  of  education  as  part  of 
his  plan  for  governmental  reorganization. 

To  remove  the  decision  as  much  as  possible  from 
the  political  arena,  the  President  will  appoint  a special 
commission  to  study  the  need  for  such  a move.  Insid- 
ers say,  however,  that  the  commission  will  be  stacked 
to  assure  the  recommendation  of  the  new  department. 

Long  a strong  opponent  of  splitting  up  HEW, 
Secretary  Califano  said  in  reference  to  the  White 
House  proposal:  “The  President  has  made  his  deci- 
sion, and,  as  I have  repeatedly  stated,  I will  work  to 
achieve  the  President’s  objectives  in  this  area,  as  in  all 
others.’’ 

^ ^ ^ 

The  cost  of  health  care  has  risen  for  the  population 
as  a whole  from  6.2%  of  the  Gross  National  Product  in 
1967  to  8.6%  of  the  GNP  in  1976.  During  these  same 
years  the  cost  for  a semi-private  hospital  room  rose 
169%  and  operating  room  costs  rose  175%. 

According  to  HEW’s  Annual  Report  on  Health,  life 
expectancy  in  the  United  States  has  continued  to 
lengthen  and  is  now  at  a new  high  of  72.5  years  for 
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those  born  in  1975.  Life  expectancy  for  those  over  65 
years  has  also  increased,  climbing  2.2  years  since 
1950. 

HEW  reports  that  29%  of  the  nation's  health  care 
expenditures  in  1976  were  for  treating  those  over  65. 
Per  capita  annual  expense  in  this  age  group  was 
$1,521. 

The  share  of  public  funding  for  health  care  in  the 
elderly  has  risen  from  30%  in  1966  to  68%  in  1976,  and 
the  number  of  beds  in  nursing  homes  tripled  between 
1963  and  1973. 

Between  1950  and  1974  the  number  of  physicians  in 
the  United  States  rose  70%  from  232,697  to  394,448. 
The  ratio  of  physicians  to  population  increased  22%  in 
this  period  from  14.9/1,000  to  18.2/1,000. 

Physician  visits  per  person  per  year  was  5.0  in  1973 
and  4.9  in  1976.  The  average  length  of  a hospital  stay 
was  8.1  days  in  1973  and  7.9  days  in  1976.  The 
percentage  of  persons  with  one  or  more  hospitaliza- 
tions in  one  year  was  10.7  percent  in  1973  and  1976. 
Hospital  discharges  per  100  persons  per  year  totaled 
13.9  in  1973  and  14.1  in  1976. 

The  report  also  noted  the  rates  of  immunization 
among  American  children.  In  1975,  32%  of  children 
aged  1-4  years  were  not  protected  against  measles, 
38%  were  not  protected  against  rubella,  and  35%  had 
no  protection  against  polio. 

* * * 

Under  a HEW  contract,  the  American  Association 
of  Professional  Standards  Review  Organizations  has 
identified  1 1 surgical  procedures  which  it  says  “have  a 
significant  potential  for  inappropriate  utilization." 

The  association’s  national  council  has  adopted  a 
set  of  screening  criteria  for  these  procedures  which 
will  be  sent  to  local  PSROs.  The  surgical  criteria 
“must  not  be  viewed  by  local  PSROs  as  mandating 
national  standards,”  says  the  Chairman  of  the  Associ- 
ation’s Surgical  Criteria  Committee,  John  Bussman, 
M.D.,  of  Portland,  Ore. 

Rather,  the  local  PSRO  “may  wish  to  adopt  or  adapt 
the  screening  criteria  for  local  use.”  In  a letter  to  the 
association's  national  council  — “our  committee  has 
learned  through  experience  and  communications  with 
PSROs  across  the  country,  that  the  1 1 procedures 
have  a significant  potential  for  inappropriate  utiliza- 
tion,” Dr.  Bussman  said.  The  11  surgical  procedures 
are: 

abdominal  hysterectomy,  vaginal  hysterectomy, 
coronary  arteriography,  cataract  removal,  dila- 
tion and  curettage,  tonsillectomy  and  adenoidec- 
tomy,  cholecystectomy,  hiatial  hernia  repair, 
lumbar  disc  excision  for  rupture  or  protrusion, 
meniscectomy  and  appendectomy. 

With  respect  to  vaginal  and  abdominal  hysterec- 
tomy, a subject  of  national  attention,  the  national 
council  said: 

“Sterilization  by  abdominal  (or  vaginal)  hysterec- 
tomy is  acceptable  only  in  the  presence  of  concomi- 
tant uterine  disease.” 


All  whole  blood  drawn  after  May  15,  1978,  for  trans- 
fusion must  be  labeled  “paid"  or  “volunteer”  donor. 

The  final  regulation  of  the  FDA  specifies  that  per- 
sons who  do  not  receive  monetary  payment  for  blood 
are  classified  as  volunteers.  The  “volunteer"  designa- 
tion includes  those  who  receive  benefits  other  than 
money,  such  as  membership  in  a blood  assurance 
program  or  leave  from  work. 

The  labeling  requirement  also  covers  red  blood 
cells,  anti-hemophiliac  factor,  platelet  concentrate, 
and  single  donor  plasma. 

The  blood  labeling  rule  caps  a lengthy  nationwide 
debate  on  national  blood  policy.  In  issuing  the  regula- 
tion, FDA  Commissioner  Donald  Kennedy,  Ph.D., 
said,  “the  labeling  rule  is  consistent  with  the  goals  of 
the  government's  national  blood  policy  to  move  the 
country  to  an  all  volunteer  system.” 

The  incidence  of  post-transfusion  hepatitis  has  been 
reported  to  be  three  to  ten  times  higher  with  blood 
from  paid  donors  versus  blood  from  volunteers. 

Dr.  Kennedy  said  that  10,000  to  30,000  cases  of 
post-transfusion  hepatitis  occur  each  year  in  the 
United  States  with  at  least  400  deaths  resulting. 

* * * 

Last  October  HEW  conducted  more  than  100  hear- 
ings around  the  country  to  assess  public  opinion  on 
national  health  insurance  (NHI). 

Now  HEW  has  published  its  summary  of  the  hear- 
ings, saying  that  the  nation  wants  a NHI  system  to 
“build  on  the  strengths  of  the  existing  system,  reflect 
the  lessons  learned  in  other  countries  having  'mature' 
health  insurance  programs,  develop  approaches  for 
coping  with  the  current  and  anticipated  cost  pres- 
sures, and  stress  preventive  care  and  health  education 
efforts.” 

The  report  notes  “while  the  public  recognizes  the 
need  for  NHI  policy  development,  it  urged  that  HEW 
proceed  with  extreme  caution  and  gain  from  the  posi- 
tive and  negative  experiences  of  other  nations,  such  as 
England,  Sweden  and  Canada.  The  public’s  attitude  is 
one  of  'caveat  emptor’  for  they  do  not  want  to  de- 
crease the  quality  and  availability  of  medical  care  nor 
significantly  increase  the  costs." 

Over  8,600  individuals  and  organizations  presented 
their  view  at  the  hearings  and  the  report,  written 
largely  by  HEW  staff  in  the  Atlanta  Regional  Office, 
says  “while  these  hearings  demonstrated  that  a major- 
ity of  the  American  public  favors  development  of  a 
NHI  plan,  there  was  no  agreement  on  the  type  ot  plan 
we  should  establish.” 

At  least  one  area  of  the  country,  the  Midwest, 
strongly  opposes  NHI  in  any  form.  The  majority  in 
Kansas.  Missouri,  Iowa  and  Nebraska  is  on  record  as 
being  against  the  idea. 

With  respect  to  physician  reimbursement  the  report 
says  “virtually  all  respondents  other  than  practicing 
physicians  who  dealt  with  the  issue  of  physician  reim- 
bursement supported  something  other  than  fee-for- 
service,  and  a great  many  non-physicians  expressed 
the  opinion  that  the  allowable  fee  (in  whatever  way 
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:hat  is  to  be  determined)  should  constitute  payment  in 
'ull  from  a NHI  program.” 

The  HEW  report  also  claims  that  "there  was  strong 
support  voiced  for  utilizing  primary  care  practitioners 
physician  assistants,  nurse  practitioners,  etc.)  in  lieu 
pf  physicians.” 

There  was  a “clear  consensus,”  in  eight  of  the  ten 
jHEW  regions  that  “there  should  be  a mix  of  public 
and  private  financing”  of  NHI. 

The  New  England  states  were  divided  on  the  mixing 
af  public  and  private  financing  of  health  care. 

“There  was  even  stronger  support  for  the  view  that 
;hose  presently  without  health  insurance  should  be 
:overed  through  public  financing,  the  majority  of 
Americans  continuing  to  be  covered  through  private 
nsurance  plans,”  the  report  says. 


The  report  is  titled  “The  National  Health  Insurance 
National  Outreach  Report.” 

* * * 

President  Carter  has  proposed  in  his  tax  message  to 
the  Congress  changing  medical  deductions  on  per- 
sonal income  tax  by  combining  the  separate  deduc- 
tions for  medical  expenses  and  uninsured  casualty 
losses  into  anew  “extraordinary  expense”  deduction. 
The  new  deduction  would  be  available  only  to  the 
extent  that  these  items  together  exceeded  10%  of  the 
adjusted  gross  income. 

The  American  Medical  Association  has  before  the 
Congress  a proposal  (H.R.  5188)  that  would  permit  a 
taxpayer  to  deduct  the  full  amount  of  medical  and 
drug  expenses  paid  for  the  medical  care  of  himself,  his 
spouse  and  dependents. 


Jtt  Utemartam 


Floyd  Lafayette  Knight,  M.D. 

Floyd  Knight  was  born  into  a dedicated  Christian 
family,  son  of  Joseph  Lafayette  and  Isabel  Campbell 
Knight.  He  decided  in  the  early  years  of  his  life  to 
become  a physician  and  surgeon  and  in  pursuit  of  this 
:areer  prepared  himself  by  attending  Davidson  Col- 
lege and  the  University  of  Virginia,  receiving  B.S.  and 
M.D.  degrees. 

Early  in  his  adult  life  he  married  Dorothy  Ward,  and 
this  union  was  blessed  with  four  fine  children, 
Katherine  Ann,  Floyd.  Jr.,  Priscilla  and  John  Allen. 
It  was  a happy  family,  characterized  by  love  and  devo- 
tion by  the  husband  and  father. 

For  more  than  50  years  Dr.  Knight  practiced  his 
profession  as  a physician  and  surgeon  in  this  commu- 
nity. A man  of  many  talents,  ever  a Christian  gentle- 
jman,  he  ministered  not  only  to  sick  and  injured  bodies 
but  to  the  spiritual  needs  of  his  patients  as  well. 

As  dedicated  as  he  was  to  his  profession,  he  gave  of 
his  talents  and  abilities  generously  in  the  civic  life  and 
affairs  of  his  community.  For  more  than  20  years  he 
served  with  distinction  on  the  Sanford  School  Board, 
eight  of  those  years  as  chairman.  The  Floyd  Knight 
School  bears  his  name  as  testimony  of  his  devotion  to 
public  education.  He  was  a long-time  member  of  the 
Sanford  Rotary  Club,  an  organization  dedicated  to 
community  service  and  brotherhood.  His  leadership 
excelled  in  this  organization  where  he  served  as  presi- 
dent and  district  governor. 

His  church.  First  Presbyterian,  loomed  large  in  his 
interest.  He  served  it  loyally  and  with  distinction  as 
elder  and  elder  emeritus  for  more  than  40  years.  His 
love  of  his  Church  is  further  evidenced  by  his  devotion 
to  its  beliefs,  by  support  of  its  programs,  and  by  a faith 
that  was  an  inspiration  and  an  example  to  his  fellow 
'man,  both  within  and  without  the  church.  He  believed 
in  the  place  of  the  church  in  higher  education,  and  in 


the  private  Presbyterian  colleges  of  Peace  and 
Queens.  He  served  as  trustee  for  many  years  and 
supported  them  enthusiastically. 

In  his  passing  we  are  conscious  of  the  loss  of  a 
fellow  member  of  our  society,  a personal  friend,  a 
distinguished  leader  with  whom  we  have  enjoyed  a 
happy  professional  and  Christian  fellowship.  By  his 
moral  courage  we  have  been  inspired.  His  unselfish 
devotion  has  set  for  us  a noble  example. 

Lee  County  Medical  Society 

Patrick  Henry  Winston,  M.D, 

Dr.  Patrick  Henry  Winston,  76,  the  oldest  practic- 
ing physician  in  Mecklenburg  County,  Clarksville, 
Virginia,  died  October  6,  1977. 

Dr.  Winston  attended  Oak  Ridge  Military  Academy 
in  Oak  Ridge,  N.C.,  received  his  B.S.  degree  from  the 
University  of  North  Carolina,  then  attended  Wake 
Forest  College  for  two  years  studying  pre-medicine. 
Dr.  Winston  received  his  medical  degree  in  1929  from 
the  Medical  College  of  Virginia.  As  an  undergraduate, 
he  worked  at  N.C.  State  Hospital  in  Raleigh,  with  his 
first  full  practice  in  the  field  of  psychiatry. 

He  served  in  the  Army  during  World  War  II.  He 
established  a general  medicine  practice  in  Clarksville, 
Va.,  in  1936.  Dr.  Winston  became  Mecklenburg  Coun- 
ty’s medical  examiner  in  1950.  a post  which  he  held 
until  his  death.  Until  a few  years  ago,  he  also  main- 
tained an  office  in  Townsville,  N.C. 

He  was  a member  of  Grassy  Creek  Baptist  Church 
and  had  served  on  the  board  of  directors  of  Fidelity 
American  Bank  since  1938.  He  was  a member  of 
Adoniram  Lodge  No.  149  in  the  Cornwall  community 
of  Granville  County. 

Surviving  are  his  wife,  Mrs.  Lillian  Gayle  Winston; 
a son,  Patrick  H.  Winston,  Jr.,  of  Vienna,  Va.;  and  a 
daughter,  Mrs.  Ann  Gayle  W.  Roberts  of  Clarksville. 
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Classified  Ads 


COASTAL  NORTH  CAROLINA  — Beautiful  and  historic  Edenton 
on  Albemarle  Sound.  Ophthalmologist  to  join  primary  care  group 
in  new  modern  25,000  sq.  ft.  comprehensive  fee  for  service  am- 
bulatory care  center.  Modern  eye  lanes,  retina  room,  minor 
surgery,  optician's  shop.  Contact  Dr.  C.  Lucas,  P.O.  Box  J,  Eden- 
ton, 27932.  Phone  919-482-8461. 

N.  C.  — Family  Physicians  needed  in  beautiful  and  historic  Edenton 
located  on  Albemarle  Sound  near  famous  Outer  Banks.  Board 
Certified/eligible  to  join  primary  care  group  with  pharmacy  in  new 
modern  25,000  sq.  ft.  comprehensive  innovative  problem  oriented 
ambulatory  health  center  utilizing  team  modules/protocols/audit 
serving  rural  area  of  40,000  persons.  Sophisticated  computerized 
data  systems.  Rotating  call.  No  Ob.  Comprehensive  JC  AH  120  bed 
hospital.  Active  teaching  affiliation  with  three  medical  schools. 
Close  referral  centers.  Fee  for  service.  Salary  negotiable  — - plus 
fringes  plus  bonuses.  No  investment.  Reasonable  hours.  Time  to  be 
with  family.  Friendly  people.  Scenic  beauty.  Cultural  activities  and 
good  schools.  Unpolluted.  Progressive  atmosphere.  Metropolitan 
Norfolk,  Va.  70  miles.  Contact  C.  Lucas,  M.D.,  P.O.  Box  J, 
Edenton,  27932.  Night  919-482-8461. 


NORTH  HILLS  PROFESSIONAL  PARK  — Raleigh  — medical 
space  available,  ideal  for  psychiatry,  excellent  location,  ample 
parking,  all  facilities  furnished;  also  additional  space  which  can  be 
laid  out  to  individual  needs  — phone  (919)  787-9375 

MEDICAL  OFFICE  BUILDING  for  lease.  Owen  Drive,  Fayetteville. 
Walk  to  Cape  Fear  Valley  Hospital.  Call  collect  (919)  755-7905 

NC  HOSPITAL  HAS  OPENINGS  for  two  GP’s,  Orthopedic  Surgeon 
and  Urologist.  Space  available  in  modern  medical  building.  Income 
guarantee  and  relocation  expenses  available.  Forward  curriculum 
vitae  to:  NCMJ-5,  P.O.  Box  27167,  Raleigh,  N.C.  27611. 

FOR  SALE:  Two  man  Clinic.  Reception  room.  Business  Office.  Six 
examining  rooms.  Two  consultation  rooms.  Laboratory,  X-ray, 
Nurses  station.  Utility  room.  Parking  lot.  Hospital  available.  Good 
Location.  Well  populated  industrial  area.  Selling  because  of  re- 
tirement. Contact:  Joseph  A.  Young,  M.D.,  222  West  A Street, 
Newton,  N.C.  28658,  telephone  704-465-0303. 

EMERGENCY  PHYSICIANS,  Full  and  part-time:  Needed  im- 
mediately several  part-time  and  full-time  emergency  physicians 
with  fees  to  $28  per  hour  or  $52,000  per  year,  mal-practice  fur- 
nished. Central  Carolina  Area.  All  inquiries  strictly  confidential. 
Write:  C.M.S.,  P.O.  Box  2154,  Chapel  Hill,  N.C.  27514 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  with  P.A.  in  expansion  of  established  multi-specialty 
group;  118  JCAH  hosp.,  delightful  small  historic  town  on  Al- 
bemarle Sound;  Salary  & %.  Life,  health,  disability,  malpractice 
ins.  etc.  All  available.  Send  resume  to  David  Wright,  M.D.,  Cho- 
wan Medical  Center,  Edenton,  N.C.  27932  Tel:  919-482-2116. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits.  Con- 
tact T.  P.  Cooper,  M.D.  at  1-800-325-3982. 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 

through 

caring 

and 

sharing 
if  Y<?u're 

willing 
there's  , 
a way/ 

BOX  508  STATESBORO,  GA  30458  (912)  764-6236 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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CAROLINAS’  HOUSE  OF  SERVICE 


Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phene  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  IV,  Section  1: 


HOUSE  OF  DELEGATES 
Meetings  scheduled 

Notice  to:  Delegates,  Alternate  Delegates,  Officials 
of  the  North  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 
the  Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North 
Carolina,  at  the  following  times: 

Thursday,  May  4,  19711 — 2:00  p.m. — Opening  Session 
Saturday,  May  6,  1978 — 2:00  p.m. — Second  Session 


A member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the 
Desk  in  the  Hotel  West  Lobby,  Thursday,  May  4,  1978,  from  8:30  a.m.  to 
12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their  Cre- 
dential Cards  for  presentation  at  the  Registration  Desk.  Delegate  Badges 
must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 

Reference  Committee  hearings  are  scheduled  to  begin  Friday,  May  5,  19/8,  at  2:00  p.m. 


E.  Harvey  Estes,  Jr.,  M.D.,  President 
Marvin  N.  Lymberis,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard.  Executive  Director 
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Program 


NORTH  CAROLINA  MEDICAL  SOCIETY 
124th  ANNUAL  SESSION 
May  4-7,  1978 

RESUME 

THURSDAY,  MAY  4,  1978 

9:00  a. m. -5:00  p.m.  — Audio-Visual  Program  — 
(HMS  Bounty) 

10:30  a. m. -12:00  Noon  — Section  on  Urology  Meet- 
ing — (Game  Room) 

2:00  p.m.  — HOUSE  OF  DELEGATES  — Opening 
Session  — (Cardinal  Ballroom) 

5:30  p.m.  — Section  on  Urology  — Social  Hour  — 
(HMS  Bounty) 

5:30  p.m.  — University  of  Virginia  Medical  Alumni 
— (Room  240  Dr. /Mrs.  A.  J.  Crutchfield's 
Room) 

6:00  p.m. -7:30  p.m.  — Reception  — Mecklenburg 
County  Medical  Society  — (Crystal  Room) 

6:30  p.m.  — MCV  Medical  Alumni  Social  Hour  — 
(Room  439) 

8:00  p.m.  — MCV  Medical  Alumni  Dinner  — (Crys- 
tal Room) 


IFRIDAY,  MAY  5,  1978 

! 9:00  a.m.  — FIRST  GENERAL  SESSION  — (Car- 
dinal Ballroom) 

1 9:00  a.m. -5:00  p.m.  — Audio-Visual  Program  — 
(HMS  Bounty) 

9:30  a.m. -12  Noon  — Section  on  Otolarynology  & 
Maxillofacial  Surgery  — (Game  Room) 

1 1:00  a.m.  — Section  on  Pediatrics  — Liaison  Com- 
mittee Meeting  (Banquet  Room  — New 
Member’s  Club  — Pinehurst  Country  Club) 

12:00  Noon  — Section  on  Pediatrics  — Luncheon  — 
(Banquet  Room  — New  Member’s  Club  — 
Pinehurst  Country  Club) 

12:00  Noon  — Section  on  Obstetrics  & Gynecology 
Business  Meeting  (Room  129) 

2:00  p.m.  — Section  on  Pediatrics  — Meeting  — 
(Banquet  Room  — New  Member’s  Club  — 
Pinehurst  Country  Club) 

12:15  p.m.  — Section  on  Ophthalmology  — Lunch 
(Crystal  Room) 

2:00  p.m. -5:00  p.m.  — Section  on  Ophthalmology 
Scientific  Session  — (Crystal  Room) 

2:00  p.m. -5:00  p.m.  — Section  on  Plastic  & Recon- 
structive Surgery  Meeting  (Carolina  Board 
Room) 


2:00  p.m.  — REFERENCE  COMMITTEE  MEET- 
INGS: 

I.  Cardinal  Ballroom 

II.  Game  Room 

5:30  p.m. -7:30  p.m.  — Bowman  Gray  Medical 
Alumni  Social  Hour  — (Game  Room) 

6:00  p.m.  — UNC  Medical  Alumni  Social  Hour  — 
(HMS  Bounty) 

6:00  p.m.  — Exhibitors’  Social  Hour  — (Land  Sales 
Office) 

6:30  p.m.  — Duke  Medical  Alumni  Social  Hour  & 
Dinner  (Pinehurst  Country  Club) 

7:00  p.m.  — MEDPAC  Banquet  — (Cardinal  Ball- 
room) 


SATURDAY,  MAY  6,  1978 

8:00  a.m. -12:00  Noon  — Section  on  Pathology  Meet- 
ing (Crystal  Room) 

8:45  a.m. -12: 15  p.m.  — Section  on  Family  Practice 
& Section  on  Neurology  & Psychiatry  — (Din- 
ing Room  — Pinehurst  Country  Club) 

9:00  a.m.  — SECOND  GENERAL  SESSION  — 
(Cardinal  Ballroom) 

9:00  a.m. -12:00  Noon  — Section  on  Nuclear 
Medicine  Meeting  — (HMS  Bounty) 

9:00  a.m. -12:30  p.m.  — Section  on  Anesthesiology 
Meeting  — (Game  Room) 

12:00  Noon-2:00  p.m.  — Section  on  Dermatology  — 
LUNCH  — (Poolside) 

2:00  p.m.  — HOUSE  OF  DELEGATES  — Second 
Session  — (Cardinal  Ballroom) 

2:00  p.m. -5:00  p.m.  — Section  on  Radiology  — 
(Crystal  Room) 

2:00  p.m. -5:00  p.m.  — Section  on  Dermatology 
Meeting  — (Game  Room) 

5:30  p.m. -6:30  p.m.  — Section  on  Radiology  Social 
Hour  — (HMS  Bounty) 

6:30  p.m.  — President's  Reception  — (Land  Sales 
Office) 

7:30  p.m.  — President’s  Dinner  & Ball  — (Cardinal 
Ballroom) 


SUNDAY,  MAY  7,  1978 

9:00  a.m.  —THIRD  GENERAL  SESSION  — (Car- 
dinal Ballroom) 
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SECOND  GENERAL  SESSION 


GENERAL  SESSIONS 
FIRST  GENERAL  SESSION 

Friday,  May  5,  1978  Cardinal  Ballroom 

9:00  a. m. -12:00  Noon 

Convene  Session 

Presiding:  E.  Harvey  Estes,  Jr.,  M.D.,  President 
Durham 

Invocation: 

Surgical  Session 

Department  of  Surgery,  Duke  University  Medical 
Center,  Durham 

MODERATOR:  David  C.  Sabiston,  Jr.,  M.D., 
James  B.  Duke  Professor  and  Chairman,  De- 
partment of  Surgery,  Duke  University  Medical 
Center,  Durham 

9:00  a.m.  OPENING  REMARKS:  Dr.  Ewald  W. 
Busse 

Associate  Provost  and  Dean 
Medical  and  Allied  Health  Education 
Duke  University  Medical  Center 

9:05  a.m.  THE  PRESENT  STATUS  OF  HYPER- 
ALIMENTATION 
John  P.  Grant,  M.D. 

9:20  a.m.  — HYPERPARATHYROIDISM:  SUR- 
GICAL MANAGEMENT  AND  RESULTS: 
Samuel  A.  Wells,  Jr.,  M.D. 

9:35  a.m.  — CURRENT  STATUS  OF  REPLAN- 
TATION OF  DIGITS  AND  EXTREMITIES 
James  R.  Urbaniak,  M.D. 

9:50  a.m.  — OPTICAL  MANAGEMENT  OF 
CARCINOMA  OF  THE  COLON 
William  W.  Shingleton,  M.D. 

10:05  a.m.  — SURGICAL  MANAGEMENT  OF 
THORACIC  AORTIC  ANEURYSMS 
Walter  G.  Wolfe,  M.D. 

10:20  a.m.  — COFFEE  BREAK 
10:45  a.m.  — SEVERE  MULTI-SYSTEM 
TRAUMA:  RESULTS 
Joseph  A.  Moylan,  M.D. 

11:00  a.m.  — RECONSTRUCTION  OF  THE 
BREAST  FOLLOWING  MASTECTOMY: 
CURRENT  STATUS 
Nicholas  G.  Georgiade,  M.D. 

11:15  a.m.  — THE  ROLE  OF  NONINVASIVE 
RADIONUCLIDE  IMAGING  IN  SURGICAL 
DIAGNOSING 
Robert  H.  Jones,  M.D. 

11:30  a.m.  — SURGICAL  MANAGEMENT  OF 
MYOCARDIAL  ISCHEMIA 
Andrew  S.  Wechsler,  M.D. 

12:00  Noon  — ANNOUNCEMENTS 
ADJOURNMENT 

(This  CONTINUING  MEDICAL  EDUCATION 
offering  meets  the  criteria  for  3 hours  of  credit  in 
CATEGORY  I for  the  PHYSICIANS'  RECOGNI- 
TION AWARD  of  the  American  Medical  Association 
and  3 hours  of  prescribed  credit  by  the  North  Carolina 
Academy  of  Family  Physicians.) 


Saturday,  May  6,  1978  Cardinal  Ballroom 

9:00  a.m. -12:30  p.m. 

Convene  Session 

Presiding:  Josephine  E.  Newell,  M.D.,  First  Vice- 
President  Bailey 

Medical  Session 

Department  of  Medicine,  UNC  School  of  Medicine 
Chapel  Hill 

MODERATOR:  Robert  L.  Ney,  M.D.,  Professor 
and  Chairman  Department  of  Medicine,  UNC 
School  of  Medicine,  Chapel  Hill 
9:00  a.m.  — OPENING  REMARKS 

Christopher  C.  Fordham  III,  M.D.,  Dean, 
UNC  School  of  Medicine 

9:15  a.m.  —THE  APPROACH  TO  THE  PATIENT 
WITH  MUSCLE  DISEASE 
Colin  D.  Hall,  M.D.,  Associate  Professor 
of  Neurology,  UNC  School  of  Medicine 
9:35  a.m.  — DISCUSSION 
9:45  a.m.  — PNEUMONIA:  NEW  PROBLEMS 
(LEGIONNAIRE’S  DISEASE)  AND  PROS- 
PECTS (PNEUMOCOCCAL  VACCINE) 
Terrence  J.  Lee,  M.D.,  Assistant  professor 
of  Medicine,  UNC  School  of  Medicine 
10:05  a.m.  — DISCUSSION 
10:15  a.m.  — HODGKIN'S  AND  NON-HODG- 
KIN'S LYMPHOMAS 
Robert  L.  Capizzi,  M.D.,  Professor  of 
Medicine,  UNC  School  of  Medicine 
10:35  a.m.  — DISCUSSION 
10:45  a.m.  — COFFEE  BREAK 
11:00  a.m.  — BYSSINOIS:  DISTINGUISHABLE 
FROM  CHRONIC  BRONCHITIS 
Mario  C.  Battigelli,  M.D.,  Professor  of 
Medicine  and  Epidemiology  UNC  School  of 
Medicine 

11:00  a.m.  — DISCUSSION 

11:30  a.m.  — UP-DATE  ON  ANTICOAGULANT 
THERAPY 

Harold  R.  Roberts,  M.D.,  Professor  of 
Medicine  and  Pathology  UNC  School  of 
Medicine 

11:50  a.m.  — DISCUSSION 
12:00  Noon  — ANNUAL  ADDRESS  OF  THE 
PRESIDENT 

E.  Harvey  Estes,  Jr.,  M.D.,  President 
Durham 

12:00  p.m.  — ANNOUNCEMENTS 
ADJOURNMENT 


(This  CONTINUING  MEDICAL  EDUCATION 
offering  meets  the  criteria  for  3 hours  of  credit  in 
CATEGORY  I for  the  PHYSICIANS'  RECOGNI- 
TION AWARD  of  the  American  Medical  Association 
and  3 hours  of  prescribed  credit  by  the  North  Carolina 
Academy  of  Family  Physicians.) 
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THIRD  GENERAL  SESSION 

Convene  Session 

Presiding:  R.  Bertram  Williams,  Jr.,  M.D.,  Second 
Vice-President  Wilmington 
9:30  a.m.  — CONJOINT  SESSION  — 

North  Carolina  Medical  Society  and  North 
Carolina  Division  of  Health  Services 
Jacob  Koomen,  M.D.,  State  Health  Director, 
Raleigh 

Socio-Economic  Session 

10:15  a.m.  — Address: 

Theodore  Cooper,  M.D.,  Dean 
Cornell  University  Medical  College 
New  York 

(Joseph  W.  Hooper,  Sr.,  M.D.,  Lecture) 

11:00  a.m.  — Address: 

AMA  Representative 

11:30  a.m.  — Address: 

D.  E.  Ward,  Jr.,  M.D.,  President 
North  Carolina  Medical  Society 
Lumberton 

12:00  Noon  — AWARDING  OF  PRIZES 
H.  J.  Fowler,  M.D.,  Walnut  Cove 
ADJOURN  SINE  DIE 


AUDIO-VISUAL  PROGRAM 


HMS  BOUNTY  — PINEHURST  HOTEL 


Pinehurst,  North  Carolina 
Albert  Stewart,  Jr.,  M.D.,  Chairman  — Fayetteville 

THURSDAY,  MAY  4,  1978 

Morning  Session 

9:00  a.m. -12:00  Noon 

MODERATOR:  J.  Benjamin  Warren,  M.D.,  New 
Bern 


9:00-  9:23  — EVALUATING  CLINICAL  TRIALS 
IN  CANCER 

9:23-  9:46  — EARLY  CANCER  DETECTION  IN 
THE  PHYSICIAN’S  OFFICE 

9:46-10:14  — RADIOLOGICAL  EVALUATION 
OF  RENAL  MASSES 

10:14-10:39  — CANCER  OF  THE  LARYNX  & 
HYPOPHARYNX 

10:39-11:04  — EARLY  DETECTION  OF  COLO- 
RECTAL CANCER 

1 1 :04-l  1 :37  — COMPUTERIZED  TOMOGRAPHY: 
APPLICATIONS  FOR  THE  CLINI- 
CAL PRACTITIONER 

1 1:37-12:00  — MEETING  THE  PRESS 


Afternoon  Session 
2:00  p.m.-5:00  p.m. 

MODERATOR:  James  H.  Askins,  M.D.,  Fayetteville 
2:00-  2:25  — A SHORT  PHYSICAL  EXAMINA- 
TION OF  THE  ARTICULAR  SYS- 
TEM 

2:25-  2:50  — THE  ARTHROSCOPE  IN  DIAG- 
NOSIS & TREATMENT 
2:50-  3:20  — EXAMINATION  OF  THE  HAND 
3:20-  4:00  — SKI  INJURIES 


4:00-  4:25  — PAGET’S  DISEASE  OF  THE  BONE 
(OSTEITIS  DEFORMANS) 

4:25-  5:00  — GOUT  — A CLINICAL  COMPRE- 
HENSIVE 


Morning  Session 

Friday,  May  5,  1978 
9:00  a.m. -12  Noon 

MODERATOR:  Jack  P.  McDaniel,  M.D.,  Fayette- 
ville 

9:00-  9:35  — NEW  CONCEPTS  IN  THE  CON- 
TROL OF  URINARY  INFECTIONS 
9:35-10:05  — SEX  AND  THE  PROFESSIONAL 
10:05-10:40  — SEX  AND  THE  HEART  PATIENT 
10:40-10:55  — SMALL-CARION  PENILE  PROS- 
THESIS 

10:55-11:10  — SURGICAL  TREATMENT  OF 
PEYRONIE’S  DISEASE 
11:10-11:25  — VASECTOMY  PROCEDURES 
11:25-12:00  — COPPER  7 — IUD 


Afternoon  Session 
2:00  p.m. -5:00  p.m. 

MODERATOR:  Hervey  B.  Kornegay,  M.D.,  Mount 
Olive 

2:00-  2:35  — MEDICAL  PROBLEMS  OF  THE 
ADDICT 

2:35-  3:00  — PEDICULOSIS  & SCABIES:  QUES- 
TIONS OF  CONCERN 
3:00-  3:30  — THE  SEA  WITHIN  US 
3:30-  4:05  — STRESS,  PERSONALITY  & CAR- 
DIOVASCULAR DISEASE 
4:05-  4:30  — THE  INFLAMMATORY  PROCESS 
IN  RHEUMATOID  ARTHRITIS 
4:30-  5:00  — DRUG  INDUCED  PULMONARY 
DISEASE 


SECTION  ON  UROLOGY 

Thursday,  May  4,  1978 

10:30  a.m. -2:00  p.m Game  Room 

Chairman:  A.  J.  Coppridge,  M.D.,  Durham 
Scientific  Session 

Socio-economic  and  Clinical  Practice  in  Urology 
Informal  discussion 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate 
Delegate  for  1978-79 


SECTION  ON  OTOLARYNGOLOGY  AND 
MAXILLOFACIAL  SURGERY 

Friday,  May  5,  1978 

9:30  a.m. -12  Noon Game  Room 

CHAIRMAN:  W.  Paul  Biggers,  M.D.,  Chapel  Hill 
Scientific  Session 

THE  REPAIR  OF  NASAL  SEPTAL  DEFECTS 
AND  SEPTO-RHINOPLASTY 
Louis  L.  Patseavouras,  M.D.,  Greensboro 
THE  TREATMENT  OF  SPASTIC  DYSPHONIA 
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BY  SECTION  OF  THE  RECURRENT 
LARYNGEAL  NERVE 

W.  Fred  McGuirt,  M.D.,  Bowman  Gray  School  of 
Medicine,  Winston-Salem 

SOFT  TISSUE  TECHNIQUES  IN  FACIAL 
SURGERY 

Carl  N.  Patterson,  M.D.,  Durham 

COSMETIC  BLEPHAROPLASTY  WITH  BROW 
LIFT 

Ellison  F.  Edwards,  M.D.,  Charlotte 

TO  BE  ANNOUNCED 

Patrick  D.  Kenan,  M.D..  Duke  University  Medical 
Center,  Durham 

TO  BE  ANNOUNCED 

W.  Paul  Biggers,  M.D.,  University  of  North 
Carolina  School  of  Medicine,  Chapel  Hill 

RECONSTRUCTION  OF  NOSE  WITH  RE- 
GIONAL FLAPS 

John  F.  Tannehill,  M.D.,  Waynesville 
Business  Session 

Election  of  Officers 

Delegate  and  Alternate  Delegate  for  1978-79. 

(Luncheon  — 12:30  p.m.  — East  End,  Main  Dining 
Room) 


SECTION  ON  PEDIATRICS 

Friday,  May  5,  1978 

1 1 :00  a. m. -5:00  p.m New  Member’s  Club 

Pinehurst  Country  Club 

CHAIRMAN:  David  R.  Williams,  M.D.,Thomasville 
PROGRAM  CHAIRMAN:  Robert  P.  Schwartz, 
M.D.,  Charlotte 

1 1:00  a.m.  — MEETING  — PEDIATRIC  LIAISON 
COMMITTEE 
12:00  Noon  — LUNCH 

2:00  p.m.  — JUVENILE  DIABETES  MELLITUS: 
ETIOLOGY  AND  GENETICS 
Robert  P.  Schwartz,  M.D. 

2:15  p.m.  — MANAGEMENT  OF  DIABETIC 
KETOACIDOSIS  IN  CHILDREN: 
SUBCUTANEOUS  VS.  CONTINUOUS  I.V. 
INSULIN 

Robert  P.  Schwartz,  M.D. 

2:50  p.m.  — QUESTION  PERIOD 

3:00  p.m.  — EVALUATION  OF  THE  SMALL 
CHILD 

Mary  Ann  Morris,  M.D. 

3:30  p.m.  — BREAK 

3:50  p.m.  — MANAGEMENT  OF  THE  "BRIT- 
TLE DIABETIC” 

Robert  P.  Schwartz,  M.D. 

4:20  p.m.  — EVALUATION  OF  THE 
HYPOTHYROID  INFANT  AND  CHILD 
Mary  Ann  Morris,  M.D. 

4:50  p.m.  — QUESTION  PERIOD 
PARTICIPANTS 

Mary  Ann  Morris,  M.D. 

Assistant  Professor  of  Pediatrics 
Department  of  Pediatric  Endocrinology 
Duke  University  Medical  Center 


Robert  P.  Schwartz,  M.D. 

Assistant  Chairman 
Department  of  Pediatrics 
Charlotte  Memorial  Hospital  and  Medical 
Center 

5:00  p.m.  — BUSINESS  MEETING:  Election  of 
Officers,  Delegate  and  Alternate  Delegate  for 
1978-79. 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 

Friday,  May  5,  1978 

12:00  Noon  Parlor  #129 

CHAIRMAN:  R.  G.  Brame,  M.D.,  Greenville 

Business  Meeting 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1978-1979. 


SECTION  ON  OPHTHALMOLOGY 

Friday,  May  5,  1978 

CHAIRMAN:  H.  Maxwell  Morrison,  Jr.,  M.D., 
President,  Pinehurst 

12:15  p.m.  — Luncheon  & Business  Meeting 

Crystal  Room 

Election  of  Officers,  Delegate  and  Alternate 
Deletate  for  1978-79. 

Scientific  Session 

2:00  p.m.  — CALL  TO  ORDER  — Maurice  B. 
Landers,  III,  M.D. 

Program  Chairman  and  President-Elect 
2:05  p.m.  — CATARACT  TECHNIQUE  AND 
SUBSEQUENT  APHAKIC  RETINAL  DE- 
TACHMENT 

Harold  N.  Jacklin,  M.D.,  Greensboro 
2:20  p.m.  — VITREOUS  SURGICAL  TECH- 
NIQUES ON  OCULAR  TRAUMA 
Madison  Slusher,  M.D.,  and  William  E.  Hut- 
ton, M.D. 

Winston-Salem 

2:40  p.m.  — UNUSUAL  ASPECTS  OF  PTOSIS 
James  P.  Pressly,  M.D.,  Charlotte 
2:55  p.m.  —CAPSULAR  FIXATION  PROBLEMS 
WITH  LENS  IMPLANTATION 
Steven  M.  White,  M.D.,  Greenville 
3: 10  p.m.  — COFFEE  BREAK 
3:30  p.m.  — CATARACT  EXTRACTION  COM- 
BINED WITH  PLACEMENT  OF  COPE- 
LAND IOL 

Martin  J.  Kreshon,  M.D.  and  John  A.  Young, 
M.D.,  Charlotte 

3:45  p.m.  — SURGICAL  MANAGEMENT  OF 
LOWER  LID  LESIONS 
A.  C.  Chandler,  M.D.,  Durham 
4:00  p.m.  — CRANIAL  NERVE  IV  PALSIES  IN 
THE  HEAD  TILT  TEST 
Charles  Sydnor,  M.D.  and  Judy  Seaber,  B.A. 
(Orthoptist)  Durham 

4:15  p.m.  _ RESULTS  OF  LENS  IMPLANTA- 
TION AFTER  CATARACT  EXTRACTION 
Charles  W.  Tillett,  M.D.,  Charlotte 
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4:30  p.m.  — DISCUSSION 
4:45  p.m.  — ADJOURNMENT 


SECTION  ON  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

Friday,  May  5,  1978 

2:00  p.m. -5:00  p.m Carolina  Board  Room 

CHAIRMAN:  C.  Hal  Chaplin,  M.D.,  Charlotte 


SECTION  ON  PATHOLOGY 

Saturday,  May  6,  1978 

8:00  a.m.-12  Noon  Crystal  Room 

CHAIRMAN:  Robert  D.  Langdell,  M.D.,  President 
North  Carolina  Society  of  Pathologists 
PROGRAM  CHAIRMAN:  Charles  L.  Wells,  M.D., 
President-Elect 

North  Carolina  Society  of  Pathologists 

Scientific  Session 

8:00  a.m.  — SKIN  APPENDAGE  TUMORS 

Donald  D.  Leonard,  M.D.,  Dermatopathology 
Service,  Moses  H.  Cone  Memorial  Hospital, 
Greensboro 

9:00  a.m.  — CLINICO-PATHOLOGIC  CORRE- 
LATIONS IN  GAUCHER’S  DISEASE 
Robert  E.  Lee,  M.D.,  Professor  of  Pathology, 
University  of  Pittsburgh  Director  of 
Laboratories,  Presbyterian-University 
Hospital,  Pittsburgh,  Pennsylvania 
10:00  a.m.  — BREAK 

10:15  a.m.  — PRODUCT  EVALUATION  PRO- 
GRAM 

College  of  American  Pathologists 
Thomas  M.  Sodeman,  M.D. 

Irwin  M.  Weisbrot,  M.D. 

CAP  Committee 

11:15  a.m.  — 1st  ANNUAL  WILEY  D.  FORBUS 
AWARD 

Address  by  Pathology-Resident  Recipient 
N.C.  Society  of  Pathologists 

Business  Session 

11:45  a.m.  — Business  Meeting  — Election  of  Offi- 
cers, Delegate  and  Alternate  Delegate  for  1978- 
79. 

Robert  D.  Langdell.  M.D.,  President 
N.C.  Society  of  Pathologists 


SECTION  ON  ORTHOPAEDICS 

Saturday,  May  6,  1978 

8:30  a.m. -12  Noon New  Member's  Club 

Pinehurst  Country  Club 

CHAIRMAN:  Robert  G.  Underdal,  M.D.,  Winston- 
Salem 

(program  to  be  announced) 


SECTION  ON  FAMILY  PRACTICE  AND 
SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 

Saturday,  May  6,  1978 

8:45  a.m. -12: 15  p.m Dining  Room 

Pinehurst  Country  Club 

CHAIRMAN:  SECTION  ON  FAMILY  PRACTICE 
— Henry  Jackson  Fowler,  M.D. 

CHAIRMAN:  SECTION  ON  NEUROLOGY  AND 
PSYCHIATRY  — Marianne  Breslin,  M.D. 
Sponsored  by  the  Committee  on  Marriage  Counsel- 
ing and  Family  Life  Education 

Scientific  Session 
8:45  a.m.  — PANEL  A 

Chaired  by  Henry  Jackson  Fowler,  M.D. 
PROBLEMS  IN  SEXUAL  PERFORMANCE 
DUE  TO  EFFECTS  OF  DRUGS,  MEDICAL 
PROCEDURES  AND  PSYCHOLOGICAL 
CONFLICT 

Hervy  Basil  Kornegay,  Sr.,  M.D. 

Family  Practice,  Mount  Olive 
John  F.  Steege,  M.D. 

Department  of  Obstetrics  and  Gynecology, 
Duke  University,  Durham 
Elizabeth  Steinbock,  Ph.D. 

Division  of  Community  and  Social  Psychiatry 
Department  of  Psychiatry,  Duke  University, 
Durham 

Stephen  J.  Weiler,  M.D. 

Department  of  Psychiatry,  Duke  University, 
Durham 

10:30  a.m.  PANEL  B 

Chaired  by  Marianne  Breslin,  M.D. 

MODELS  FOR  MANAGEMENT  OF  SEX- 
UAL ASSAULT 
Mary  Susan  Fulghum,  M.D. 

Private  Practice,  OB-GYN,  Raleigh 
Kathryn  E.  Hummer,  B.A. 

State  Coordinator  of  Services  to  Victims  of 
Sexual  Assault,  Raleigh 
John  B.  Reckless,  M.D. 

Private  Practice  of  Psychiatry  and  Sexual 
Counseling,  Durham 
Godfrey  D.  Ripley,  M.B. 

Health  Teams  Division,  Department  of  Com- 
munity and  Family  Medicine 
Duke  University,  Durham 
LUNCH  BREAK  (on  your  own) 

Business  Session 

2:00  p.m.  Separate  Meeting:  Neurologists 

Psychiatrists 
Family  Practice 

Election  of  Officers,  Delegate  and  Alternate  Delegate 
for  1978-79. 


SECTION  ON  NUCLEAR  MEDICINE 

Saturday,  May  6,  1978 

9:00  a.m. -12  Noon HMS  Bounty 

CHAIRMAN:  Robert  H.  Wilkinson,  Jr.,  M.D. 
PROGRAM  CHAIRMAN:  Robert  J.  Cowan,  M.D. 


March  1978,  NCMJ 
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Scientific  Session 

9:00  a.m.  — RENAL  NUCLEAR  MEDICINE 
STUDIES 

J.  Randolph  Perry,  M.D.,  Chapel  Hill 
9:45  a.m.  — QUESTION  AND  ANSWER  SES- 
SION 

10:00  a.m.  — RADIONUCLIDE  CARDIAC 
EVALUATION  IN  A LARGE  COMMUNITY 
HOSPITAL 

Edward  J.  Easton,  Jr.,  M.D.,  Charlotte 

10:45  a.m.  — QUESTION  AND  ANSWER  SES- 
SION 

11:00  a.m.  — IMAGING  OF  MECKEL'S  DIVER- 
TICULA 

Luther  J.  Jarvis,  M.D.,  Gastonia 

Business  Session 

1 1:20  a.m.  — Business  Meeting  — Election  of  Offi- 
cers, Delegate  and  Alternate  Delegate  for  1978- 
79. 


SECTION  ON  ANESTHESIOLOGY 

Saturday,  May  6,  1978 

9:00  a.m. -12:30  p.m Game  Room 

CHAIRMAN:  Herbert  A.  Ferrari,  M.D.,  Charlotte 
Scientific  Session 

PRE-ANESTHESIA  ADMINISTRATION 
OF  LOW  FLOW  O2  FOR  ELECTIVE  CAR- 
DIAC SURGERY  IN  PATIENTS  WITH  AN- 
GINA PECTORIS 

Enrico  M.  Camporesi,  M.D.,  Durham 
CARDIAC  OUTPUT  DETERMINATION  IN 
THE  OPERATING  ROOM;  A USEFUL 
CLINICAL  TOOL 

Kenneth  D.  Hall,  M.D.,  Durham 
ANESTHESIA  FOR  PHEOCHROMO- 
CYTOMA 

Lennart  Fagraeus,  M.D.,  Ph.D.,  Durham 
THERMOGRAPHIC  EVALUATION  OF 
MYOCARDIAL  PERFUSION  DURING 
THE  ANESTHETIC-SURGICAL  PROCE- 
DURE 

Keith  Partney,  C.R.N.A.,  Charlotte 
Business  Session 

Election  of  Officers,  Delegate  and  Alterate  Delegate 
for  1978-79. 


SECTION  ON  DERMATOLOGY 

Saturday,  May  6,  1978 


12:00  Noon -2: 00  p.m.  — LUNCH  Poolside 

2:00  p.m. -5:00  p.m Game  Room 


CHAIRMAN:  Bernard  A.  Wansker,  M.D.,  Charlotte 
PROGRAM  CHAIRMAN:  John  H.  Hall,  M.D., 
Greensboro 


DEVELOPMENTS  IN  DERMATOLOGY  AT  DUKE 

Division  of  Dermatology,  Duke  University  Medical 
Center 

NEW  TREATMENTS  FOR  DRY  SKIN 
Lowell  Goldsmith,  M.D.,  Durham 
AESTHETICS  OF  KELOIDS 
Sheldon  Pinnell,  M.D..  Durham 
NEW  CONCEPTS  IN  THE  PATHOPHYSIOLOGY 
AND  TREATMENT  OF  PSORIASIS 
Robert  Gilgor,  M.D.,  Durham 
BUSINESS  MEETING:  Election  of  Officers,  Dele- 
gate and  Alternate  Delegate  for  1978-79 


SECTION  ON  RADIOLOGY 

Saturday,  May  6,  1978 

1:30  p.m. -5:00  p.m Crystal  Room 

CHAIRMAN:  Otis  N.  Fisher,  M.D.,  Greensboro 
PROGRAM  CHAIRMAN:  Robert  L.  Green,  M.D., 
Winston-Salem 
Scientific  Session 

1:30  p.m.  — WELCOMING  AND  INTRODUC- 
TORY REMARKS 
Otis  N.  Fisher,  M.D.,  President 
NCCACR,  Greensboro 
INTRODUCTION  OF  SPEAKERS 
Robert  L.  Green,  M.D.,  Program  Chairman 
Winston-Salem 

1:40  p.m.-  2:20  p.m.  — NEURORADIOLOGY  IN 
A COMMUNITY  HOSPITAL 
Thomas  H.  Milner,  III,  M.D.  and 
Frank  W.  Farrell,  M.D.,  Department  of 
Radiology,  Forsyth  Memorial  Hospital 
Winston-Salem 

2:20  p.m.-  3:00  p.m.  — MAMMOGRAPHY 
Robert  McLelland,  M.D. 

Professor  Department  of  Radiology,  Duke 
University  Medical  Center,  Durham 
3:00  p.m.-  3:15  p.m.  — COFFEE  BREAK 
3:15  p.m.-  3:55  p.m.  — IMAGING,  WHERE  ARE 
WE  GOING? 

C.  Douglas  Maynard,  M.D.,  Professor  and 
Chairman,  Department  of  Radiology,  Bowman 
Gray  School  of  Medicine 

3:55  p.m.-  4:35  p.m.  — UPDATE  ON  COMPUTER 
TOMOGRAPHY  IN  NORTH  CAROLINA 
PARTICULARLY,  RELATIONS  WITH 
GOVERNMENTAL  AGENCIES  AND 
BLUE  CROSS 

Edward  V.  Staab,  M.D.,  Professor  of  Radiol- 
ogy, UNC  School  of  Medicine 
4:35  p.m.  — BUSINESS  MEETING 
5:30  p.m.-  6:30  p.m.  — SOCIAL  HOUR  — HMS 
Bounty  Room 
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Now,  Iwo  dosage  forms 

Nalfon 

fenoprofen  calcium 

300-mg.  Pulvules  ond  600-mg.  Tablets 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1978  Annual  Sessions 
May  4-7 — Pinehurst 


1978  Committee  Conclave 
Sept.  27-0ct.  1 — Southern  Pines 


FRANCtSOCJ 
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1979  Leadership  Conference 
February  2-3  , . 


A pharmacokinetic 
character  all  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension,  anx- 
iety, apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local  pa- 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10  mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


oxazepam 


thology;  spasticity  caused 
by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man 
syndrome;  convulsive  disor- 
ders (not  for  sole  therapy). 

The  effectiveness  of 
Valium  (diazepam)  in  long- 
term use,  that  is,  more 
than  4 months,  has  not 
been  assessed  by  system- 
atic clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness 
of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures.  Ad- 
vise against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar 
to  those  with  barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal  and  muscle  cramps,  vomiting  and  sweat- 
ing). Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  pharma- 
cology of  agents  employed;  drugs  such  as  phenothi- 
azines,  narcotics,  barbiturates,  MAO  inhibitors  and 
other  antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  overseda- 
tion. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia,  con- 
stipation, headache,  incontinence,  changes  in  saliva- 
tion, slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 
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Roche  Laboratories 
► Division  of  Hoffmann-La  Roche 
Nutley,  New  Jersey  07110 
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Prompt, 

Economical 


Holter  monitor  Scanning 
Service  and  Equipment. 


Graphic  Cardiology  provides  prompt,  professiona 
scanning  service  and  the  equipment  for 
24-hour  Holter  Monitor  cardiac 
recordings.  A complete  report  is 
sent  to  you  within  24  hours.  If  the 
condition  is  serious,  you  will  be  notified 
by  telephone  immediately.  The  scan- 
ning is  done  by  a trained  Cardiovascular 
Technician  with  more  than  7 years  of 
experience  in  scanning  and  cardiology. 

For  more  information  and  a free 
detailed  brochure,  contact  Graphic 
Cardiology,  P.O.  Box  713,  1239 
Pine  Knolls  Road,  Kernersville, 
N.C.  27284.  Telephone  — 
919/996/5362. 


Graphic  ^Cardioloou 


I □ Please  have  a technician  call  for  an  appointment 
I to  discuss  your  Holter  Monitoring  Services, 
j □ Please  send  a free  brochure. 
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ORGANIZATION 


Lift  the  Quality 
Medicine  You  Practice 
to  A New  High! 


American  Medical  Association/127th  Annual  Convention 
June  17-21,  1978/St.  Louis 


Continuing  Medical  Education  Highlights! 

The  whole  purpose  of  the  AMA’s  CME  program  is 
to  help  you  do  what  attracted  you  to  medicine  in 
the  first  place:  provide  the  high  quality  care  your 
patients  need. 

The  scientific  program  is  geared  to  help  you  do 
exactly  that.  Emphasis  is  on  th e practical  aspects 
of  new  developments — clinical  information  of  im- 
mediate use  in  your  practice.  Whether  you  re  in 
primary  care  or  a specialty,  the  large  selection  of 
courses  allows  you  to  focus  on  those  areas  in 
which  you  want  to  update  your  knowledge.  The 
program  features: 

• 55  Category  1 Postgraduate  Courses 

• 30  Sessions,  20  Telecourses,  13  Clinical 
Dialogues,  3 Motion  Picture  Seminars  — all 
Category  1 and  FREE  OF  CHARGE 

• 100  Scientific  and  125  Industrial  Exhibits 

• 3 AMA  Auxiliary  Sessions  (no  credit) 

The  New  Spirit  of  St.  Louis! 

New  convention  center.  New  hotels.  New  attrac- 
tions. There’s  a whole  new  look  and  spirit  in  St. 
Louis  today.  With  lots  of  things  to  do  and  see. 


Soar  to  the  top  of  the  nation’s  tallest  monument, 
the  Gateway  Arch.  . .beat  your  feet  to  rollicking 
ragtimers  aboard  a showboat.  . .dine  on  gourmet 
French  cuisine  whose  recipes  came  up  the  rivei 
from  New  Orleans.  . .visit  the  hospitality  room  ol 
the  world’s  largest  brewer.  The  new  Spirit  of  St 
Louis  is  yours  to  enjoy  at  the  127th  AMA  Annual 
Convention. 

PLAN  NOW  TO  ATTEND 

For  complete  information,  return  this  coupon  to 

day.  

r 

• Dept,  of  Meeting  Services 
! American  Medical  Association 
| 535  N.  Dearborn/Chicago,  IL  60610 

Please  send  me  complete  information  on  the 
S 127th  AMA  Annual  Convention  in  St.  Louis  as 
| soon  as  it  becomes  available. 

i 

i 

J Name — 

i 

i 

J Address 

i 

i 

| City/State/Zip 


We know 
a lot  about 
caring,  too. 

Because 
it’s  our 
business. 


And,  our  experiences  with 
you  in  the  past  have  illustrated 
the  dedication  you,  as  a 
professional,  administer  in 
your  practice. 

We  also  appreciate  the 
opportunity  to  offer  you,  as  a 
member  of  the  North  Carolina 
Medical  Society,  an  important 
insurance  plan. 


That’s  what  caring’s  all  about, 
isn’t  it? 

If  you’re  under  age  55  and  a 
member  of  the  North  Carolina 
Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today. 
Mutual  of  Omaha  will  provide 
personal  service  in  furnishing 
the  full  details.  Of  course,  there 
is  no  obligation. 


Disability  income  Protection 
for  younger  doctors. 

A plan  that  can  help  protect 
one  of  your  most  cherished 
assets  — the  ability  to  earn 
a living. 


UNDERWRITTEN  BY 

Mutual 

s'lOmaha.^L/ 

People  you  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaha 




1 Mutual  of  Omaha  Insurance  Company 
I Dodge  at  33rd  Street 
I Omaha,  Nebraska  68 1 3 1 

| Please  send  me  complete  infor 
I mation  on  the  Disability  Income 
I Protection  Plan  available  to  mem 
bers  of  the  North  Carolina  Medical 
Society  who  are  under  age  55. 

| NAME  

I ADDRESS  

I CITY  _ 

I STATE 


ZIE_ 


-J 
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TRIAMTERENE  LIMITS  POTASSIUM  LOSS 
AS  HYDROCHLOROTHIAZIDE  LOWERS 
BLOOD  PRESSURE 


Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene,  SK&FCo.) 
and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


The  difference  in  ‘Dyazide’  is  its  ‘Dyrenium’  component,  which 
acts  to  reduce  thiazide-induced  excessive  excretion  of  potassium. 
Dietary  potassium  supplements  or  potassium  salts  should  not  be 
used  with  ‘Dyazide’  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired. 

‘Dyazide’  can  occasionally  cause  hyperkalemia.  Serum  potassium 
and  BUN  should  be  checked  periodically  during  therapy,  particu- 
larly in  patients  with  suspected  or  confirmed  renal  insufficiency 
(e.g.,  elderly  or  diabetic  patients).  If  hyperkalemia  develops, 
‘Dyazide’  should  be  withdrawn  and  a thiazide  alone  substituted. 
Routine  use  of  diuretics  in  healthy  pregnant  women  is 
inappropriate. 


See  next  page  for  indications  and  brief  summary  of  prescribing 
information.  Not  for  initial  therapy.  Dosage  should  be  titrated  to 
the  individual  (See  Box  Warning). 
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Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE  FOR 
LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  A brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  convenient 
in  patient  management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


•k  Indications:  When  the  combination  represents  the  dosage 
determined  by  titration:  Adjunctive  therapy  in  edema 
associated  with  congestive  heart  failure,  hepatic  cirrhosis, 
the  nephrotic  syndrome.  Corticosteroid  and  estrogen- 
induced  edema,  idiopathic  edema;  hypertension,  when  the 
potassium  sparing  action  of  triamterene  is  warranted. 

(See  Box  Warning.)  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indicated  in 
pregnancy  only  when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium.  Hypersensitivity  to  either  component 
or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary 
potassium  is  needed,  potassium  tablets  should  not  be  used. 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill, 
with  urine  volume  less  than  one  liter/ day,  the  elderly  and 


diabetics  with  suspected  or  confirmed  renal  insufficiency. 
Periodically,  serum  K‘  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K1  intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  preg- 
nancy requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocyto- 
penia, other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their 
use  is  essential,  the  patient  should  stop  nursing.  Adequaie 
information  on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impending  coma  in 
severe  liver  disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K frequently;  both  can  cause  K retention 
and  elevated  serum  K * . Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been  reported 
with  thiazides.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly. 
Antihypertensive  effect  may  be  enhanced  in  post-sympa- 
thectomy patients.  Use  cautiously  in  surgical  patients.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 
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All  Children 


$288.00 

384.50 

499.00 

722.00 


PLAN  B 

$300  DEDUCTIBLE 


PLAN  C 

$500  DEDUCTIBLE 


PLAN  D 

$1,000  DEDUCTIBLE 


Under  40 
40-49 
50-59 
60-64* 


$ 50.00 
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118.50 
180.00 
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82.50 
138.50 

58.00 


Under  40 
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$ 23.50 
38.50 
62.00 

104.00 

43.00 
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176.00 

254.00 

402.00 
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118.50 

182.50 

308.00 

170.00 


$ 51.50 
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137.00 

231.00 

127.00 
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141.00 
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$ 68.50 
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Premiums  apply  at  current  aBe  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annua,  p.us  50  cents. 


Term  Life  Insurance  Program 


Member’s 

Age 

$10,000 

$20,000 

$30,000 

Under  30 

$ 27 

$ 54 

$ 81 

30-34 

29 

58 

87 

35-39 

38 

76 

114 

40-44 

56 

112 

168 

45-49 

84 

168 

252 

50-54 

131 

262 

393 

55-59 

203 

406 

609 

60-64 

306 

512 

918 

65-69 

242 

484 

726 

$40,000 

$50,000 

Spouse’s 

Age 

$5,000 

$ 108 

$ 135 

Under  30 

$ 11 

116 

145 

30-34 

12 

152 

190 

35-39 

15 

224 

280 

40-44 

22 

336 

420 

45-49 

34 

524 

655 

50-54 

52 

812 

1,015 

55-59 

81 

1,224 

1,530 

60-64 

122 

968 

1,210 

65-69 

97 

All  Children— $12  annually.  $2,500  after  age  6 months 
The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full  Information— Write  or  Call 


Golden-Brabham  Insurance  Agency,  Inc. 


Ralph  J.  Golden 


Van  Brabham  III 


108  E.  Northwood  St.,  Phone:  BRoadway  5-3400,  Box  6395,  Greensboro,  N.  C.  27405 


From  time  to  time  individuals  may  experience  extreme 
problems  in  living  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
fa  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Medical  Staff 
Richard  B.  Boren,  M.D. 
Psychiatrist-in-Chief 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Lauy  T.  Burch,  M.D. 
Director,  In-Patient  Services 
Richard  M.  Aderhold,  M.D. 
Staff  Psychiatrist 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 


For  information,  please  contact 
Richard  V,  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 
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SIONAL LIABILITY  COVERAGE. 

Soon  to  offer  counseling  and  service  for  all  your  insurance  needs  with  a 
program  specifically  designed  for  M.D.’s,  their  offices  and  their  personal 
requirements. 


Full  details  on  this  program  will  be  announced  in  May.  Why  not  visit  with 
us  at  our  booth  at  the  annual  sessions  in  Pine  hurst  and  find  out  how  we  can 
be  of  further  service  to  you. 
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701  Vick  Avenue,  Raleigh  27609 

Plastic  A Reconstructive  Surgery C.  Hal  Chaplin,  M. 

1330  Scott  Ave.,  Charlotte  28204 

Public  Health  <4  Education Alfred  G.  Siege,  M . 

Moore  County  Health  Dept.,  Carthage  28328 

Radiology Otis  N.  Fisher,  M. 

Moses  Cone  Hospital,  Greensboro  27402 

Surgery Lockert  B.  Mason,  M.  ' 

New  Hanover  Memorial  Hosptial,  Wilmington  28401 

Urology A.  J.  Coppridge,  M r 

923  Broad  Street.  Durham  27705 
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PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


April  10,  1978 


On  April  5 most  of  our  AMA  Delegates  and  Alternate  Delegates,  along  with  those 
from  other  Southeastern  States,  met  with  the  Vice-Speaker  of  the  AMA  House  of 
Delegates  and  four  members  of  the  AMA  Board  of  Trustees  in  Atlanta. 

This  was  one  of  a series  of  such  area  meetings,  designed  to  discuss  some  of  the 
issues  and  concerns  facing  both  state  societies  and  the  AMA.  Among  the  topics 
discussed  were  (1)  the  voluntary  cost  containment  efforts  with  hospitals, 

(.2)  the  Joint  Commission  on  Accreditation  of  Hospitals,  (3)  the  Report  of  the 
National  Commission  on  the  Cost  of  Medical  Care,  (4)  membership  trends.  All  are 
extremely  important  matters,  and  a word  or  two  about  each  seems  in  order. 

As  mentioned  previously  in  the  Newsletter,  there  is  a voluntary  effort  underway 
to  control  the  rising  cost  of  hospital  care,  sponsored  by  the  AMA  and  the 
American  Hospital  Association.  All  the  area  states,  including  North  Carolina, 
reported  ongoing  efforts  in  cooperation  with  this  effort.  It  is  obvious  that 
t is  will  not  be  an  easy  task.  Dr.  Glasson  pointed  out  one  reason.  Each  hospital 
has  an  annual  budget,  including  a budget  for  each  department.  If  the  medical 
staff  decides  to  tighten  up  the  use  of  radiographic  services,  for  example,  this 
will  probably  have  no  major  immediate  effect  on  the  cost  of  running  the  radiology 
department.  The  budget  must  be  met,  and  if  not,  then  the  price  of  each  film  must 
e increased  to  cover  these  costs.  In  the  longer  run,  the  department  might  be 
a le  to  trim  its  staff,  or  to  avoid  hiring  new  staff,  but  in  a given  year  this 
effort  may  cause  some  real  stresses  within  the  hospital  structure.  All  seemed 
to  agree,  however,  that  these  cost  saving  efforts  must  be  made. 

A number  of  physicians  have  been  highly  critical  of  the  Joint  Commission  on 
ospital  Accreditation,  citing  the  high  costs  of  compliance  with  certain  regula- 
tions and  the  apparently  unreasonable  demands  of  certain  examiners.  It  was 
pointed  out  that  the  JCAH  is  one  of  the  few  successful  examples  of  a voluntary 
e fort  at  self-regulation  in  the  medical  area  and  that  the  organization  was, 
in  contrast  to  certain  governmental  regulatory  agencies,  sensitive  to  and  responsive 
o constructive  criticism  from  member  organizations. 

Careful  study  is  being  given  to  the  value  of  certain  new  safety  standards  in 
relation  to  the  cost  of  compliance  with  these  standards.  We  are  asked  to  be 
aware  of  the  fact  that  the  JCAH  is  trying  to  coordinate  its  visits  with  those 
o others,  so  that  one  visit  will  serve  two  or  three  organizations.  One  regula- 
tion  which  is  being  modified  in  response  to  complaints  is  that  which  requires 
that  all  tissues  removed  in  surgery  be  submitted  to  the  pathology  department. 

ertam  tissues,  such  as  lenses  removed  at  cataract  surgery,  and  teeth,  will 
be  excepted  from  this  rule. 


The  National  Commission  on  the  Cost  of  Medical  Care  is  an  independent  group, 
with  representatives  from  many  sectors  of  society,  convened  by  the  AMA  to  consider 
possi  le  action  m controlling  the  cost  of  care.  This  group  has  submitted  its 
summary  report,  containing  48  recommendations,  and  this  has  been  printed  and 
widely  distributed  by  the  AMA.  The  most  important  conclusion  is  that  free 
enterprise  rather  than  governmental  regulations  should  be  the  means  to  achieve 
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cost  control.  However,  there  are  a number  of  individual  recommendations  which 
have  evoked  criticism  of  some  of  our  members.  We  are  asked  to  remember  that 
this  is  a report  by  an  independent  group,  and  that  it  has  now  been  submitted  to 
the  AMA  for  review  and  for  adoption  or  rejection  of  each  of  the  recommendations. 

The  AMA  House  of  Delegates  will  consider  each  one  of  the  48  recommendations  at 
its  June  meeting,  and  we  are  urged  to  carefully  consider  these  before  that  time. 
While  this  is  understood  by  those  present,  concern  was  expressed  that  some  will 
consider  this  report  as  having  the  endorsement  of  the  AMA  m its  entirety, 
anyone  would  like  a copy  of  this  report,  please  drop  us  a note  at  the  NCMS  head 

quarters . 

We  were  told  that  the  AMA's  paid  membership  is  holding  its  own,  but  that  the 
doctor  population  is  increasing,  thus  the  percentage  of  doctors  belonging  to  the 
AMA  is  declining  over  the  entire  U.S.  This  is  not  uniform.  Some  states,  including 
North  Carolina,  have  shown  modest  growth  in  membership,  while  others,  such  as  New 
York  and  California,  have  experienced  a decline  in  AMA  membership.  The  rise  in 
membership  dues  to  $250  in  1976  was  an  obvious  factor  in  the  loss  of  some  members. 

One  very  encouraging  fact  is  the  sharp  growth  in  student  and  intern/ resident 
members.  Many  of  these  are  remaining  active  as  they  enter  practice.  AMA  is 
given  consideration  to  a reduced  dues  level  for  the  first  two  years  of  practice, 
so  as  to  make  the  transition  from  intern/resident  membership  to  full  membership 

less  traumatic. 

Everyone  seemed  to  feel  that  the  area  meeting  was  useful  and  should  be  repeated 
from  time  to  time. 

County  society  officers  should  be  reminded  of  the  upcoming  meeting  of  the  North 
Carolina  House  of  Delegates  and  of  the  important  issues  to  be  debated  at  this 
meeting.  Among  the  most  controversial  are  resolutions  in  opposition  to  AMA 
endorsement  of  any  form  of  national  health  insurance,  and  a resolution  in  opposi 
tion  to  compulsory  continuing  medical  education  for  NCMS  membership. 

We  have  received  a letter  from  Mr.  Kenneth  E.  Aronhime,  Chairman  of  the  Public 
Relations  Committee  of  the  North  Carolina  Academy  of  Physician  s Assistants. 

Mr.  Aronhime  states  that  his  organization  is  quite  concerned  that  our  Society, 
or  individual  members  thereof,  might  mistakenly  group  physician  s assistants 
with  other  professional  groups,  who  wish  to  establish  themselves  as  independent 
practitioners.  He  states  that  physician’s  assistants  recognize  and  value  their 
dependent  relationship  with  employing  physicians,  and  wish  to  inform  jur  members 
that  'thii  is  the  established  position  of  the  North  Carolina  Academy  of  Physician  s 
Assistants.  Mr.  Aronhime  expressing  a hope  that  his  organization  can  wor  very 
closely  with  the  North  Carolina  Medical  Society  in  this  and  other  areas  of  mutual 

interest . 


Sincerely , 


E.  Harvey  Estes,  Jr.,  M.D. 
President 


If  you  were  suddenly  hit  by  a long 
crippling  disability , would  you  have 
adequate  tax  free  income  to  meet 
your  Financial  Needs?  ? ? 

If  you  do  not  have  the  full  $21 66 /mo. 
benefit  available  through  your  Soci- 
ety sponsored  program  then  you 
should  for  it  could  well  mean  the  dif- 
ference between  financial  ruin  and 
financial  independence. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 


J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.— P.0.  Box  8500—27707—919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 

P.O.  Box  17824 — 28211 — 704-366-9359 

Dan  Haley  — Associate  — Greensboro,  N.C. 

P.O.  Box  5367 — 27403 — 919-299-0411 


Approved  Administrators  for  following  Professional  Groups. 


Physicians: 
we  treat  you 
seriously  in  the 
Air  Force 


gram  to  complement 
your  own  skills  and 
objectives.  Air  Force 
Medical  Centers  offer 
a full  range  of  op- 
portunities in  clin- 
ical medicine, 
including  clini- 
cal investiga- 
tion. 


As  an  Air  Force  Medi- 
cal Officer,  you’ll  prac- 
tice in  a professional 
environment  sup- 
ported by  a 
team  of  high- 
ly qualified 
technical 
assistants. 

You’ll  treat 
your  patients 
in  modern,  well- 
equipped  health 
care  facilities. 

The  Air  Force  Med- 
ical Service  will  pro- 
vide unlimited  pro- 
fessional develop- 
ment, with  a carefully 
designed  individual  pro 

FOR  COMPLETE  INFORMATION  CONTACT: 

C.  A.  ESTES  or  J.  C.  DOTSON 
AF  Health  Professions  Recruiting 
310  New  Bern  Avenue,  Room  606 
Raleigh,  North  Carolina  27611 
919/755-4134  Please  Call  Collect. 

Air  Force.  A great  way  of  life. 


Avoid  the 
time  consum- 
ing burdens 
of  private  prac- 
tice. Consider  the 
benefits  of  Air 
Force  medicine. 
F4ealth  care  at  its 
very  best. 


AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

11091  Main  Street 
Fairfax,  Virginia  22C  '>0 
Phone:  (703)  273-7400 


ELECTROPHORESIS 


ACUTE-PHASE  PROTEINS 

Alpha-l-acid  glycoprotein 

Alpha-l-antitrypsin 

C-Reactive  Protein  (C-RP) 

Ceruloplasmin 

Fibrinogen 

Haptoglobin 

COMPLEMENT 

Q esterase  inhibitor 

C3 

C4 

Cs 

Total  hemolytic  activity,  CH^o  units 

HEMOGLOBINOPATHIES 

A2  quantitation  by  column 
Alkaline  and  acid  electrophoresis 
Fetal  Hemoglobin 
Solubility  testing 

IMMUNOELECTROPHORESIS 

STUDY 

Immunoelectrophoresis 
Protein  Electrophoresis 
Quantitation  of  IgG,  IgA,  IgM 


TUMOR  MARKER  PROTEINS 

Alpha-fetoprotein 
Alpha-l-acid  glycoprotein 
Acid  Phosphatase 
CEA 

Human  Chorionic  Gonadotropin, 
Beta  subunit 

Regan  Alkaline  Phosphatase 

IMMUNOGLOBULINS 

IgA 

IgD 

IgE  by  RIA 

IgG 

IgM 

ISOENZYMES 

Alkaline  phosphatase 

CPK 

LDH 

LIPOPROTEINS  AND 
HYPERLIPOPROTEINEMIA 


AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory 
andTctr'e  reUsuksV1Sed  ^ Pathol°8istS'  and  dedi«ted  *°  Providing  prompt 

GENTLEMEN:  PLEASE  SEND  ME 

□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 


NAME 


ADDRESS 


NOW 


a two-piece  14oz.  can 
for  Soyalac 


A two-piece  can 
means  no  soldered 
seam.  No  solder  means 
no  possibility  of  lead 
contamination  from  the 
container.  Soyalac  is  the 
first  infant  formula  with  this 
packaging  innovation. 

There  are  improvements,  too, 
in  the  formulation.  Soyalac  now  has 
25%  more  iron  than  known  competitive 
hypoallergenic  milk -free  formulae.  In  fact, 
the  entire  formula  has  been  slightly  modi- 


fied to  reflect  the  cur- 
rent U.S.  RDA  levels 
set  by  the  Food  and 
Drug  Administration. 
Soyalac  — formula  for 
infants  on  regular  feed- 
ing and  for  those  who  re- 
quire milk-free  diets;  concen- 
trate and  single  strength,  ready- 
to-use.  Made  from  the  whole  soybean. 
I-Soyalac  concentrate,  made  from  soy 
isolate,  with  no  soy  carbohydrates  and  no 
corn  products. 


For  detailed  information  and  samples  call  or  write: 


Western  U.S. 

LOMA  LINDA  FOODS 
11503  Pierce  Street 
Riverside,  CA  92515 
(714)  785-2444 


Eastern  U.S. 

LOMA  LINDA  FOODS 
13246  Wooster  Road 
Mount  Vernon,  OH  43050 
(614)  397  7077 


COLACE  prevents  hard,  dry  stools  common  to  constipation 
and  does  it  without  laxative  stimulation.  COLACE  assists 
peristalsis  by  simply  letting  intestinal  water  permeate  stools. 

COLACE  helps  to  prevent  painful  straining  at  stool -particularly 
important  in  patients  with  delicate  anorectal  disorders. 

Safe  and  non-habit  forming  . . . COLACE,  the  simple  water  way 
to  ease  constipation  from  infancy  to  old  age. 


Simple  drops  of  water 

help  make  COLACE* 

the  most  widely  used 
stool  softener. % 


GOLAGE 

dioctyl  sodium  sulfosuccinate 

Meaiptiwi 

PHARMACEUTICAL  DIVISION 


ext  breath... 

Deis  active 
he’s  effectively 
maintained  on 


Quibron 

Each  capsule  or  tablespoonful  (15  ml)  elixir  contains 
theophylline  (anhydrous)  150  mg  ond  glyceryl  guoiocolote 
(guaifenesin)  90  mg.  Elixir:  alcohol  15% 


high  theophylline  for  effective 
around-the-clock  therapy 

Quibron  may  give  the  asthmatic  up  to  eight  hours  of 
bronchodi lotion  with  each  dose  and  provides  the 
high  dosages  of  theophylline  which  ore  now  believed 
necessary  to  keep  patients  free  of  acute  attacte  and 
chronic  wheezing. 

100%  free  theophylline 

Quibron  helps  achieve  high  serum  theophylline  levels 
with  minimal  dosage  volume. ..delivers  100%free 
theophylline  in  comparison  to  many  other  com- 
pounds which  contain  from  47%  to  91  % effective 
theophylline. 

individualized  theophylline 
dosage  schedule 

Today's  more  efficient  usage  of  theophylline  includes 
individualizing  dosoge  ond  monitoring  serum  theo- 
k phylHrie  levels.  The  usual  recommended  dosages  of 
Quibron  ore:  Adults  — 1 to  2 capsules  or  tablespoon- 
fuls every  6 to  8 hours;  dosoge  may  be  cautiously 
on™  ed  uPWQrd  when  necessary  to  a maximum  of 
2U00  mg  theophylline  per  24  hours.  Children  under 
12-4  to  6 mg  theophylline  per  kg/body  weight 
every  6 to  8 hours;  dosage  may  be  cautiously  ad- 
justed up  to  9 or  10  mg/kg  every  6 hours. 


Now,  for  the  asthmatic 
who  requires 
high-dose  theophylline 
therapy  for  therapeutic 
serum  concentrations 


Me  ad  Johnson 
Pharmaceutical  Division 
announces 

QUIBRON-300 

Each  capsule  contains  300  mg  theophylline 
(anhydrous)  ond  1 80  mg  glyceryl 
guaiacolote  (guaifenesin) 


For  Brief  Summary, 
please  see  fhe  lost  page 
of  fhis  advertisement. 


QUIBRON'300 

Eoch  copsule  contains  300  mg  theophylline  (onhydrous) 
ond  180  mg  glyceryl  guoiocolote  (guoifenesin) 

The  new  high-dose  theophylline  capsule... 
for  dependable  theophylline  therapy 
when  products  of  lower  dosage  do  not 
adequately  control  asthma  symptoms. 


Specially  formulated 

...for  optimal  efficacy 

Quibron-300  is  appropriate  therapy  for  asthma 
patients  whose  symptoms  ore  not  adequately  con- 
trolled on  lower  doses  of  theophylline,  partic- 
ularly for  patients  whose  theophylline  dosage  has 
been  adjusted  upward  to  achieve  therapeutic 
serum  levels.  In  one  study,'  on  overage  peak  in- 
crease in  FEV,  of  35%  was  demonstrated  after  o 
single  dose  equivalent  to  one  Quibron-300  cop- 
sule, ond  significant  improvement  in  this  pul- 
monary function  lasted  for  nearly  eight  hours  after 
administration. 

...for  optimal  predictability 

One  Quibron-300  capsule  q6-8h  yields  therapeutic 
serum  levels  (10-20  meg/ ml)  in  many  odults. 

With  o single  dose,  more  than  7 5%  of  patients 
achieved  serum  levels  potentially  providing  clinical 
benefit  (5- 1 5 mcg/ml).  Half-life  of  theophylline 
varies  widely  from  patient  to  patient,  making 
monitoring  of  theophylline  therapy  important. 
Patient  response  may  be  monitored  clinically  if 
blood  levels  ore  not  available  os  long  os  dosage 
does  not  exceed  1200  mg  in  24  hours  for  adults. 


...for  optimal  dosage  convenience 

The  simple,  convenient  dosage  of  new 
Quibron-300  -one  capsule  every  six  to  eight 
hours  - mokes  if  easy  for  patients  to  comply  with 
high-dose  regimens  often  required  to  achieve 
therapeutic  serum  levels.  Quibron-300  capsules 
may  provide  maximum  therapeutic  value  with 
maximum  convenience.  In  fact,  the  switch  from  o 
low-dose  to  o high-dose  regimen  may  be  accom- 
plished by  merely  switching  capsules,  by  stepping 
up  to  Quibron-300  capsules. 

...for  minimal  theophylline 
side  effects 

Adverse  reactions  to  theophylline  ore  related  to 
serum  levels  and  ore  usually  not  o problem  of 
concentrations  below  20  mcg/ml.  Of  45  patients 
studied’  after  o single  dose,  only  seven  reported 
adverse  reactions.  The  most  common  reaction  wo 
a feeling  of  lightheadedness  by  three  of  these 
seven  patients. 

Reference  I Dotoonfile  Mead  Johnson  Pharmaceutical  Division 


Indications:  For  the  symptomatic  treatment  of  bronchospostic  conditions 
such  os  bronchial  osthmo.  asthmatic  bronchitis,  chronic  bronchitis,  ond 
pulmonary  emphysema. 

Dosage:  Quibron -Adults  1-2  capsules  or  1-2  toblespoonfuls  elixir  every 
6-8  hours  Children  under  12:  4-6  mg  theophylline/kg  body  weight 
every  6-8  hours. 

Quibron-300- Adults;  1 copsule  every  6-8  hours. 

Theophylline  dosage  may  be  cautiously  increased  to  2000  mg/  24  hour 
in  odults  and  9 or  10  mg/kg  every  6 hours  in  children.  Monitoring  of 
serum  theophylline  levels  at  higher  dosages  is  recommended 
Precautions:  Do  not  administer  more  frequently  than  every  6 hours,  or 
within  12  hours  after  rectal  dose  of  any  preparation  containing  theo- 


hylline  or  aminophyllme.  Do  not  give  other  xonfhme  derivatives  con- 
jrrently.  Use  in  cose  of  pregnancy  only  when  clearly  needed, 
dverse  Reactions:  Theophylline  may  exert  some  stimulating  effect  on 
re  central  nervous  system.  Its  administration  may  couse  local  irritation 
re  gastric  mucoso,  with  possible  gastric  discomfort,  nauseo.  ond  vomii 
ra  The  frequency  of  adverse  reactions  is  related  to  the  serum  theo- 
ihylline  level  ond  is  not  usually  o problem  or  serum  theophylline  levels 

lelow  20/ig/ml.  _ , 

low  Supplied:  Quibron  Elixir:  Dottles  of  1 pint  ond  1 gallon.  Quibron 
rapsules:  Dottles  of  100  ond  1000  ond  unit-dose  packs  of  100. 
5uibron-300  Capsules  Dottles  of  100. 


Meadj^inuni 


PHARMACEUTICAL  DIVISION 


©1978  Mead  Johnson  & Company  • Evansville.  Indiana  47721  U S A 


MJL  7-43 


Your  Patient 
Saws  Dollars 

with  Generics 

by  PUREPAC 

Here's  Proof! 


QUANTITY 

30 

100 

100 

100 

100 

100 


These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 


BRAND  NAME 

Polycillin(250mg.) 
Equanil  (400mg.)(3 
Darvon  Comp.  65  (3 . . 

Pavabid  (isomg.) 

Thorazine  (50  mg.) 
Libriumoo  mg.)(3 


PRICE  PUREPAC  GENERIC 

$8.70  Ampicillin  (250  mg.) 

8.09  Meprobamate  (ioo  mg.)(3 

7.83  Propoxyphene  HC1  Comp.  65  (3 
11.73  Papaverine  HCI  T.R.ooo  mg.) 

6.03  Chlorpromazine  HCI  (50  mg.) 

7.11  Chlordiazepoxide  HCI  (iomg.)(3 


PRICE  SAVINGS 

$2.40  $6.30 
1.83  6.26 

4.63  3.20 

4.33  7.40 

3.23  2.80 

4.89  2.22 


The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac 
the  largest  generic  manufacturer  in  America. 


rand  names  are  registered  trademarks  of 
nstol  Labs.,  Wyeth  Labs.,  Eli  Lilly  & Co., 
larion  Labs.,  Smith  Kline  & French  Labs., 
oche  Labs,  respectively. 


Purepac 

a •«  Elizabeth,  NJ  07207 

AMERICA  S LEADING  NATIONAL  BRAND  OF  GENERICS 


Systemedics  specializes  in  the  implementation  and  operatior 
of  computerized  systems  for  medical  practices,  and  has  bees 
serving  the  medical  profession  for  over  a decade  offering 
the  most  complete  and  accurate  program  available. 


• Insurance  claim  form  preparation. 

• Patient  billing. 

• Year-to-date  ledger  on  microfilm 
for  each  patient. 

• Special  aging  reports. 

• Diagnostic  analysis. 

• Batch  or  terminal  on-line  service. 

Post  Office  Box  30782 
Raleigh,  North  Carolina  27612 
919/787-5706 


Time  is  the  test  of  all  things 


BRIEF  SUMMARY 

Indications  Oral  potassium  therapy  for  the  prevention  and  treatment  of 
hypokalemia  which  may  occur  secondary  to  diuretic  or  corticosteroid 
administration.  May  be  used  in  the  treatment  of  cardiac  arrhythmias  due 
to  digitalis  intoxication. 

Contraindications:  Severe  renal  impairment  with  oliguria  or  azot°mia, 
untreated  Addison  s disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia  from  any  cause. 
Precautions:  Potassium  intoxication  by  oral  administration 
rarely  occurs  in  patients  with  normal  kidney  function,  however, 
potassium  supplements  must  be  administered  with  caution, 
since  the  amount  of  the  deficiency  or  daily  dosage  is  not 
accurately  known.  Frequent  checks  of  the  clinical  status  of 
the  patient,  and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentrations  of 
potassium  ion  may  cause  death  through  cardiac 
depression,  arrhythmias  or  arrest.  This  drug  should 
be  used  with  caution  in  the  presence  of  cardiac 
disease. 

In  hypokalemic  states,  especially  in  pa- 
tients on  a low-salt  diet,  hypochloremic 
alkalosis  is  a possibility  that  may  require 
chloride  as  well  as  potassium 
supplementation. 

Adverse  Reactions:  Nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 
have  been  reported.  The  most  se- 
vere adverse  effect  is  hyper- 
kalemia. 

Overdosage:  Potassium  intoxica- 
tion may  result  from  overdosage 
of  potassium  or  from  therapeutic 
dosage  in  conditions  stated  under 
Contraindications ”.  Hyperkale- 
mia, when  detected,  must  be 
treated  immediately  because  le- 
thal levels  can  be  reached  in  a few 
hours. 
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SPECIAL  ARTICLE 

Confederate  Laboratory  for  Preparation 
of  Medicines  Near  Lincolnton 


OREWORD  The  South  during 
he  Civil  War  truly  hung  at  and  later 
ill  over  the  brink  of  disaster.  Its 
gricultural  society  was  unfavorable 
>r  manufacturing,  pharmaceutical 
r otherwise,  and  the  blockade  of  her 
orts  cut  off  European  sources  of 
rugs  and  many  other  necessities.  So 
le  was  left  to  make  do  as  best  she 
tight,  to  cope  with  sinking  re- 
>urces,  sick  soldiers  and  Grant’s 
nd  Sherman’s  armies.  Her  efforts  in 
ledicine  as  in  battle  were  heroic  but 
navailing.  As  the  war  continued  and 
outhern  ports  fell,  the  Confederacy 
as  forced  to  manufacture  its  own 
rugs  but  it  was  unable  to  meet  these 
?eds  satisfactorily  partly  because 
»me  raw  materials  were  no  longer  to 
i had.  Morphine  and  quinine, 
nong  the  few  specifics  of  the  time, 
icame  extremely  dear  and  eventu- 
ly  could  not  be  found.  One  of  the 
*ug  factories  established  to  meet 
lese  shortages  was  located  outside 
incolnton,  N.C.,  * which  had  excel- 
nt  rail  connections  through  Char- 
tte  for  shipping  its  products  to 
ee’s  armies  or  to  the  troops  facing 
lerman  to  the  South.  After  Ap- 
)mattox  and  the  collapse  of  the 
mthern  economy,  the  plant  closed, 

his  "medical  laboratory”  is  mentioned  in  Confederate 
,les  Medical  and  Surgical  Journal,  a volume  highly  rec- 
mended  by  RWP  in  his  review  in  the  NC  Med  J 38:1 12, 
those  interested  in  Southern  medicine  during  the 
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eventually  to  reopen  as  a textile  mill. 
On  the  N.C.  150  bypass  around  Lin- 
colnton, there  is  a sign  pointing  to 
Laboratory,  site  of  the  original  fac- 
tory, which  lies  to  the  south  on  State 
Road  1222  but  there  is  no  historical 
marker.  The  old  mill  was  torn  down 
several  years  ago  but  not  before  its 
story  had  been  told  in  the  old  Tri- 
State  Medical  Journal  in  June  1933 
by  Dr.  Lester  A.  Crowell,  Jr.,  of  Lin- 
colnton who  has  graciously  given 
permission  for  the  republication  of 
his  paper. 

J.H.F.  & R.W.P. 


MANY  circumstances  have 
served  to  obscure  the  com- 
plete history  of  the  medical  and 
pharmaceutical  activities  of  the 
Confederate  States  Government. 
Fire  and  raids  have  left  many  large 
hiatuses,  thus  for  the  most  part  pre- 
cluding a detailed  statement  based 
upon  official  records. 

This  brief  article  on  one  of  the 
Confederate  laboratories  is  largely 
based  on  reminiscences  of  old  resi- 
dents, although  sufficient  documen- 
tary evidence  exists  to  serve  as  a 
framework  for  the  material  pre- 
sented. 

Since  there  were  practically  no 
drug  manufacturing  plants  in  the 
South  at  the  outbreak  of  the  War  of 


Secession,  the  action  of  the  United 
States  Government  in  making 
medicines  contraband  of  war  added 
greatly  to  the  sufferings  of  Southern 
soldiers  and  civilians  and  of  North- 
ern prisoners  in  the  South.  The 
small  supply  of  drugs  on  hand,  to- 
gether with  those  smuggled,  block- 
aded or  captured,  made  up  the  sum 
total  of  available  drugs  during  these 
four  horrible  years,  except  for  those 
manufactured  from  indigenous 
plants. 

For  the  purpose  of  manufacturing 
drugs  from  indigenous  plants  the 
Confederacy  set  up  at  least  five 
medicine  laboratories  to  augment 
the  supply  of  drugs;  one  at  Tyler, 
Texas;  one  at  Macon,  Georgia;  one 
at  Augusta,  Georgia;  one  at  Colum- 
bia, S.C.,  and  one  near  Lincolnton, 
N.C.  It  is  to  this  laboratory  near 
Lincolnton  that  the  remainder  of 
this  discussion  shall  be  devoted. 

This  laboratory  was  built  proba- 
bly late  in  1861  or  early  in  1862  on 
the  right  bank  of  the  South  Fork  of 
the  Catawba  River,  two-and-a-half 
miles  south  of  Lincolnton,  on  the 
site  now  occupied  by  the  Labora- 
tory Cotton  Mill.  It  consisted  of  an 
oblong  brick  building,  running 
parallel  with  the  river.  The  brick 
were  made  by  hand  of  clay  dug  from 
the  river  bank  about  three-quarters 
of  a mile  downstream,  and  burned 
by  wood  hauled  from  the  surround- 
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ing  hills.  Local  workmen  did  the 
major  portion  of  the  work.  The 
machinery  was  operated  by  water 
power. 

Surgeon  A.  S.  Piggott,  a short 
stocky  Yankee,  was  director  and  a 
man  named  Wizzell  was  his  first  as- 
sistant. These  two  collected  and 
classified  indigenous  plants  and 
superintended  their  conversion  into 
forms  convenient  for  administra- 
tion. A plot  of  ground  near  the 
Laboratory  schoolhouse,  half  a 
mile  away,  is  known  as  Wizzell 
field.  Surviving  witnesses  say  that 
Piggott  had  a decided  “Yankee 
brogue,"  attended  the  old  white 
church  in  Lincolnton  (used  by  both 
Lutheran  and  German  Reformed 
congregations)  and  was  a man  hav- 
ing staunch  friends  and  bitter 
enemies.  Apparently  Piggott  was  a 
Northerner  whose  Southern  sym- 
pathies had  caused  him  to  migrate 
south  at  the  beginning  of  the  conflict 
and  tender  his  services  to  the  Con- 
federacy. It  seems  that  Dr.  Piggott 
was  very  exacting  and  this,  com- 
bined with  his  being  a Yankee, 
caused  him  to  be  hated  by  many, 
while,  on  the  other  hand,  his  tine 
traits  of  character  and  personality 
endeared  him  to  many.  He  was  mai  - 
ried  and  had  children. 

Working  under  Piggott  and  Wiz- 


zell was  a group  of  skilled  and  un- 
skilled laborers,  composed  of  men 
and  boys  too  old  or  too  young  or 
unfit  for  active  military  service, 
loosely  organized  along  military 
lines.  Some  say  there  were  many 
Yankees  among  them.  A Captain 
Brown  was  in  charge  of  this  military 
unit  at  first;  later,  when  he  was  sent 
to  the  front.  Captain  Augustus 
Pinckney  James  succeeded  him  and 
remained  the  military  officer  in 
charge  until  the  end  of  the  war. 

Little  is  known  of  the  products  of 
this  laboratory.  Apparently  indig- 
enous plants  from  a wide  territory  in 
western  North  Carolina  were  col- 
lected and  taken  there.  According 
to  Howell,  the  laboratory  drew  its 
crude  drug  supply  from  the  moun- 
tains. He  further  states  that  Wilkes- 
boro,  Asheville  and  Statesville  were 
collecting  points,  but  does  not  state 
if  all  the  plants  collected  at  these 
points  were  brought  to  Lincolnton. 
Tinctures,  extracts  and  syrups  were 
among  the  preparations.  Old  resi- 
dents speak  of  large  poppy  and  sor- 
ghum fields  in  the  vicinity  at  that 
time.  The  poppies  and  syrup  from 
these  were  supposedly  made  into 
palatable  opiates.  The  laboratory 
was  closely  guarded  and  none  re- 
members having  been  inside  while  it 
was  in  operation;  but  several  speak 
of  having  seen  through  the  windows 


crocks,  bottles,  machinery,  book' 
and  glassware.  I have,  so  far,  beei 
unable  to  locate  any  of  these  relics 
One  witness  states  that  his  fathe 
was  a teamster  and  he  saw  hin 
many  times  drive  away  from  th< 
laboratory  with  large  wagon-load 
of  medicine,  sometimes  going  to 
ward  Lincolnton  and  sometime 
southward. 

Toward  the  end  of  the  war,  as  th 
Federal  blockade  became  mor 
completely  effective,  the  deman 
for  drugs  greatly  increased,  an 
another  larger  building  was  begur 
When  the  four  walls  of  this  secon 
building  had  been  finished,  befor 
any  roofing  or  woodwork  had  bee 
done,  the  war  ended,  and  th 
laboratory  was  abandoned.  Th 
original  laboratory  stood  until  188< 
when  the  greater  portion  was  toi 
down  to  make  room  tor  the  presei 
Laboratory  Cotton  Mill,  built  by  tt 
late  Daniel  E.  Rhyne.  The  fourwal 
of  the  second  laboratory  buildii 
were  incorporated  into  the  cottx 
mill.  The  remaining  portion  of  tl 
original  laboratory,  a part  of  whi< 
is  still  standing,  was  for  many  yea 
used  as  an  office,  later  as  a part 
the  mill  store  and  still  later  as 
storeroom.  Now  it  is  a storage  roc 
for  junk. 

Sic  transit  gloria  mundi. 


4 I measured  the  Blood  as  it  run  out  of  the  Artery,  and  after  each  Quart  of  Blood  was  run  0UtT  ^fixed 
the  elass  Tube  to  the  Artery,  to  see  how  much  the  Force  of  the  Blood  was  abated,  tins  I repeated  to  t 
eiehth  Quart  and  then  its  Force  being  much  abated,  I applied  the  glass  Tube  after  each  Pint  a owe 
outTheResultofeachTrial  was  as  is  set  down  in  the  following  Table,  in  which  are  noted  the  greates 
Heights6 it^reached  after  every  Evacuation:  It  was  usually  about  a Minute  before  it  rose  to  these  severa 
Heights  and S not  rise  gradually,  but  would  stand  dunng  several  Pulses  much  lower,  than  what  it 
would  at  length  reach  to!  so  that  I often  thought  it  had  done  rising,  when  on  a sudden  it  would  nse  for 
some  time  four  eight,  twelve  or  sixteen  Inches  higher,  where  it  would  stay  for  some  time,  and  then  o 
sSen  fall  four,  eight,  twelve  or  sixteen  Inches.  - Statical  Essay:  Containing  Haemastaticks  by 
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MEDICAL  EDUCATION 


A Student’s  Perspectives  on  a 
Primary  Care  Clerkship 

John  C.  Wood*  and  Collin  Baker,  M.D.** 


'HE  controversy  over  the  ap- 
propriateness of  including  an 
>erience  in  primary  care  practice 
the  training  of  all  medical  stu- 
lts  is  far  from  settled.  Many 
demic  clinicians  believe  that  the 
patient  clinic  of  the  teaching 
pital  provides  all  that  is  needed 
:he  way  of  preparation  for  am- 
atory care.  Family  doctors  and 
er  primary  care  practitioners  feel 
>ngly  that  there  are  subtle  factors 
sing  in  training  of  that  type  and 
t an  experience  in  actual  practice 
vides  a perspective  that  cannot 
gained  from  traditional  training 
ings. 

’his  paper  is  the  distillation  of  the 
erience  of  one  student  (J.W.)  in 
mily  medicine  clerkship.  He  ap- 
ached  the  clerkship  with  mixed 
ings  and  considerable  doubt 
ut  his  desire  for  a career  in  pri- 
e practice,  away  from  the 
>ratory  and  the  academic  set- 
. His  insights  present  a powerful 
iment  for  the  inclusion  of  such  a 
jkship  as  a means  of  broadening 
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the  outlook  of  medical  students, 
whatever  their  career  inclinations. 

Things  I Never  Knew  Till 
Now  (About  Family  Medicine) 

The  past  eight  weeks  have  served 
to  solidify  in  my  mind  concepts  that 
had  previously  occurred  to  me  but 
about  which  I was  uncertain.  These 
are  philosophical  concepts  which 
are  admittedly  subjective  but  which 
seem  to  be  quite  important, 
nevertheless.  Some  are  positive, 
some  negative,  but  all  are  challeng- 
ing. 

1 . 1 have  found  that  I can’t  always 
fulfill  the  expectations,  of  patients.  It 
is  frustrating  to  feel  unable  to  inter- 
vene effectively  in  many  of  the 
problems  which  trouble  patients  — 
I can’t  cure  a URI  or  bring  back  a 
lost  spouse,  and  I can’t  always  get 
the  patient  to  take  medication  for 
things  that  can  be  treated.  It  is  hard 
to  discard  the  idea  that  the  doctor  is 
always  able  to  do  something  that 
will  surely  help. 

2.  Learning  medicine  in  the  fam- 
ily practice  setting  forces  one  to 
construct  one’s  own  workable  body 
of  knowledge  from  many  sources. 
Authorities  frequently  differ,  as  do 
patients  — and  plans  of  manage- 
ment must  be  varied  according  to 
circumstances.  Few  conditions  call 
for  a clearly  accepted  course  of  ac- 


tion or  an  unquestioned  drug  of 
choice.  The  proof  of  a plan’s  worth 
is  whether  it  works  for  that  particu- 
lar patient.  It  is  a real  challenge  to 
learn  to  tap  all  possible  sources  that 
might  contribute  to  the  solution  of  a 
patient’s  problems. 

3.  In  the  ambulatory  practice  set- 
ting, one  must  be  constantly  aware 
of  the  cost  effectiveness  of  one’s 
actions.  A $10  test  hurts  more  when 
it  comes  out  of  a patient’s  pocket 
than  when  it  is  included  in  a 20-day 
hospital  bill.  Weighing  the  cost  fac- 
tors in  one’s  diagnostic  and 
therapeutic  plan  is  a difficult  skill  to 
learn  and  to  practice. 

4.  Being  responsive  to  the  re- 
quirements of  the  total  care  of  a 
group  of  patients,  whether  as  a resi- 
dent or  as  a practitioner,  can  be  ex- 
ceedingly demanding  of  one’s  time, 
regardless  of  the  call  schedule. 
Obstetric  patients  don’t  deliver  only 
on  your  night  on  call,  for  example, 
and  learning  the  fine  art  of  planning 
time  for  oneself  and  one’s  family 
seems  hard. 

5.  The  awareness  of  one’s  limita- 
tions in  a constant  search  for  perfec- 
tion is,  to  me,  the  most  potentially 
difficult  aspect  of  family  practice  to 
grasp  and  be  comfortable  with.  As  a 
family  doctor.  I’ll  never  know  as 
much  about  certain  medical  condi- 
tions as  the  specialist  in  that  field. 


- 1978,  NCMJ 


237 


and  I must  know  when  to  refer  and 
when  to  manage  on  my  own.  Theie 
are  no  real  standards  for  this  sort  ot 
decision;  it  is  something  that  I must 
decide  for  myself,  and  this  requires 
self-awareness  and  realism. 

6.  Unlike  some  other  areas  of 
medicine,  family  practice  offers  the 
exciting  possibility  ot  using  all  of 
one’s  skills.  In  addition  to  the  diver- 
sity of  clinical  work.  I have  learned 
that  family  practice  can  encompass 
teaching  and  research  as  well.  Any 
combination  of  these  three  can  be 
realistically  achieved  because 
teaching,  research  and  practice  are 
all  carried  out  in  the  same  environ- 
ment. The  “laboratory  vs.  clinic” 
dichotomy  is  virtually  non-existent. 

7.  It  is  challenging  and  enjoyable 
to  be  able  to  say  to  oneself,  “lam 


going  to  manage  whatever  patients 
come  to  me,  in  whatever  manner 
they  approach  me.’  This  perspec- 
tive allows  one  to  see  newborns, 
OBs,  widows,  business  people  and 
the  elderly,  treating  and  advising  on 
the  majority  of  their  problems. 

8.  While  it  may  be  frustrating  not 
to  be  able  to  do  something  for  every 
patient,  it  is  pleasant  to  be  able  to  let 
down  one's  guard  and  to  be  open 
and  honest  with  patients.  1 have 
learned  that  in  some  ways  I have 
built  up  a shield  of  “knowledge" 
around  myself  as  a protection  from 
the  myriad  challenges  represented 
by  the  complaints  and  problems  ot 
patients.  I’m  learning  that  patients 
want  honesty  as  well  as  expeitise  in 
their  physician,  and  it  is  satisfying 
to  deal  with  patients  openly, 
acknowledging  one’s  limitations 


while  trying  to  remedy  them,  and 
giving  the  patient  as  much  support 
as  possible.  Following  patients  over 
a long  period  of  time  gives  one  more 
freedom  to  relate  closely  to  them 
than  when  one  must  make  one’s  1 
total  contribution  in  just  one  en-  ( 
counter. 

9.  Finally,  and  most  important  to  - 
me,  I have  confirmed,  by  seeing 
people  in  practice,  that  family  prac-  ! 
tice  can  be  fun.  In  contrast  to  some 
other  specialty  areas,  the  resident, 
preceptors,  nurses  and  clerical  per- 
sonnel all  seem  to  be  enjoying  what 
they  are  doing.  I get  a strong  posi- ' 
tive  feeling  from  the  whole  scene.  If 
I weren’t  sure  about  this  before,  Ij 
am  now,  and  to  me  this  is  the  most 
positive  thing  I’ve  learned.  If  you 
can't  enjoy  your  work,  it’s  not 
worth  doing. 


\\ 
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TO  THE  KING’S  MOST  EXCELLENT  MAJESTY 

S' Your  Majesty’s  gracious  Acceptance  of  my  former  Volume  of  Experiments,  has  encouraged  me.  both 
further  to  nursue  these  natural  Researches,  and  also  to  lay  the  Result  of  them  at  Your  Feet. 

Th  • Studv  of  Nature  will  ever  yield  us  fresh  Matter  of  Entertainment,  and  we  have  great  reason  to 
bless  Goi  for ^the  FacuItTes  and  Abilities  he  has  given  us.  and  the  strong  Desire  he  has  implanted m our 
Minds,  to  search  into  and  contemplate  his  Works  in  which  the  fart  we 

Signatures  of  his  Wisdom  and  Power,  every  Thing  pleases  and  instructs  us,  because  y g 

SeM  the  beautiful  Fabrick  of  this  World  was  chiefly  framed  for  and  adapted  to  the  Use  ofMansothe 

m ThatVour  Majesty'  atoto.'ing  long  continued  a Blessing  to  Your  Subjects  in  a prosperous  Re.gn 
heTe  on  Earth  S Ueafter  enjo‘y  a happy  Immortality  in  Heaven.  ,s  the  s.ncere  Prayer  of. 

A/ay  it  please  Your  Majesty, 

Your  Majesty’s 
most  humble  and 
dutiful  Subject, 

STEPHEN  HALES.  , „ , . . 17„ 

Statical  Essays:  Containing  Haemastaticks  by  Stephen  Hales,  London,  1733. 
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Industry,  Genius,  Judgment  — 
19th  and  20th  Century  Styles 


Benson  R.  Wilcox,  M.D. 


BSTRACT  A professor  of  sur- 
?ry  at  Washington  University  and 
len  the  University  of  Iowa,  Nathan 
/omack  returned  to  his  home  state 
' become  the  first  chairman  of  the 
epartment  of  Surgery  at  the  Uni- 
srsity  of  North  Carolina.  He  served 
this  capacity  from  1951  to  1967, 
lucating  scores  of  students  and 
'use  officers  in  the  fundamentals  of 
rgical  care.  After  his  retirement,  a 
oup  of  his  students,  seeking  to  per- 
tuate  the  spirit  of  learning  they  had 
perienced  with  him,  formed  the 
ithan  A.  Womack  Surgical  Soci- 
h which  meets  biennially  in  Chapel 
11  to  renew  old  friendships  and 
are  new  experiences  in  a scientific 
ogram  conducted  by  the  members. 
?ht  days  after  the  society’s  1975 
meting,  Dr.  Womack  died.  The  fol- 
ding, presented  at  the  fourth  bien- 
il  meeting  of  the  Womack  Society 
February,  1977,  provides  an  in- 
ht  into  Womack’s  personality  by 
awing  parallels  between  his  life 
1 that  of  John  Abernethy,  a 19th 
ntury  English  surgeon. 

|VER  the  past  several  years  I 
have  been  interested  in  collect- 
books  that  have  been  important 
the  development  of  cardio- 

Division  of  Cardiothoracic  Surgery 
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thoracic  surgery.  About  two  years 
ago  I found  a little-known  essay  on 
the  function  of  the  skin,  written  by 
an  early  19th  Century  English  sur- 
geon, John  Abernethy.1  This  par- 
ticular essay  caught  my  eye  be- 
cause it  included  two  illustrations  of 
a heart  that  were  quite  interesting. 
First  of  all,  my  curiosity  was 
aroused  as  to  why  pictures  of  the 
heart  would  accompany  a treatise 
on  diseases  of  the  skin.  After  read- 
ing only  a few  words,  it  was  clear 
that  the  patient’s  skin  problem  was 
its  color.  He  had  blue  skin,  known 
in  those  days  as  “blue  icterus”  or 
blue  disease.  The  word  “cyanosis” 
had  not  come  into  use.  Of  course, 
the  basis  for  his  blue  skin  was  a con- 
genital cardiac  anomaly.  As  it 
turned  out,  this  particular  report 
was  an  account  of  a patient  with 
transposition  of  the  great  arteries. 
The  book  lay  on  my  shelf  until  last 
summer  when  I took  a few  days  off 
to  investigate  the  possibility  that 
this  was  perhaps  the  original  de- 
scription of  transposition.  In  the 
course  of  my  research,  I began  to 
read  about  the  author,  John  Aber- 
nethy, and  became  quite  intrigued 
with  him  as  an  individual.  The  more 
I read  about  Abernethy,  the  more  I 
began  to  see  parallels  between  his 
life  as  a surgical  educator  in  the 
early  19th  Century  and  the  life  of 
Nathan  Womack  in  the  middle 


years  of  the  20th  Century.  It  is  my 
hope  that,  as  I relate  some  details  of 
the  life  of  John  Abernethy,  you  can 
also  draw  some  parallels  with  Dr. 
Womack’s  life  as  a student  of 
surgery,  a surgical  educator,  and  a 
surgeon. 

John  Abernethy  was  born  in 
London  on  the  third  of  April,  1764, 
the  second  son  of  John  Abernethy , a 
Scotsman,  and  Elizabeth  Weir 
Abernethy,  an  Irish  girl.  So  right 
away  we  have  a parallel  with  Dr. 
Womack.  Now,  I have  not  actually 
looked  up  Dr.  Womack's  lineage  to 
see  whether  he  was  of  Scotch-Irish 
descent;  however,  any  of  us  who 
have  gone  into  Dr.  Womack’s  office 
to  talk  about  salary  can  attest  that 
he  definitely  had  a strong  Scotch 
influence  somewhere  in  his  ances- 
try. 

Back  to  Abernethy:  he  attended 
the  grammar  school  at  Wolver- 
hampton from  1773  to  1778.  There 
he  acquired  a fair  knowledge  of  both 
Greek  and  Latin.  A letter  from  a 
fellow  pupil  relates  that  he  usually 
stood  at  the  head  of  his  class,  was 
interested  in  sports,  but  was  also 
“rather  hasty  and  impetuous  in  his 
manner.”2 

The  parallel  continues,  for  those 
of  us  who  knew  Dr.  Womack  know 
that  he  had  a fair  knowledge  of 
Greek  and  Latin.  We  also  know  of 
his  interest  in  athletics;  many  of  us 
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have  enjoyed  his  stories  of  the  old 
St.  Louis  "Gas  House  Gang."  The 
fact  that  he  usually  stood  near  the 
top  of  his  class  would  not  surprise 
any  of  us,  but  to  say  that  Womack 
was  "rather  hasty  and  impetuous  in 
his  manner"  might  seem  a little  out 
of  character.  But  then,  few  of  us 
knew  Dr.  Womack  in  his  student 
days.  1 remember  one  day  as  I was 
preparing  to  begin  my  internship  at 
Barnes  Hospital,  Dr.  Womack  rem- 
inisced about  his  tirst  days  as  a 
student  in  St.  Louis.  He  had  come 
from  the  two-year  school  in  Chapel 
Hill,  where  he  had  done  quite  well. 
But,  being  basically  a small-town 
boy,  he  was  afraid  he  might  be  over- 
looked in  the  big  city  hospital.  To 
avoid  anonymity,  he  bought  the 
loudest  yellow  shoes  he  could  find 
and  proceeded  to  put  steel  taps  on 
the  toes  and  heels  so  that,  as  he  said: 
"Anytime  I walked  down  the  halls 
of  the  hospital,  somebody  noticed 
me."  Well,  quite  a few  noticed  him, 
particularly  Dr.  Everts  Graham, 
who  was  then  professor  of  surgery 
at  Washington  University  and  the 
leading  surgeon  of  his  time. 
Womack  stayed  on  at  Barnes  to  be- 
come one  of  the  most  distinguished 
of  Graham’s  many  well-known  stu- 
dents. 

John  Abernethy  was  also  as- 
sociated with  the  leading  surgeon  of 
his  day,  the  great  John  Hunter . As  a 
student  of  Hunter  and  an  apprentice 
of  Sir  Charles  Blicke  of  St.  Barthol- 
omew’s Hospital,  his  professional 
career  prospered  quite  early.  Aber- 
nethy was  elected  an  assistant  sur- 
geon at  the  age  of  23.  However,  as 
an  assistant  he  had  very  little  oppor- 
tunity to  operate,  since  in  those 
days  the  assistant  surgeon  had 
charge  of  beds  only  when  the  senior 
surgeon  was  away  on  holiday. 
Perhaps  because  of  this  Abernethy 
began  to  turn  more  and  more  to  the 
lecture  hall.  At  that  time,  no  medi- 
cal school  was  associated  with  St. 
Bartholomew’s,  but  regular  lec- 
tures were  given  by  the  visiting  staff 
to  the  many  students  who  attached 
themselves  to  the  hospital. 

It  is  important  to  understand  that 
in  1800,  as  now,  medical  education 
was  embroiled  in  controversy.  It 
was  charged  that  only  favorite 
pupils  were  notified  when  opera- 


tions were  about  to  take  place  and 
that  it  was  necessary  for  one  to  tip 
the  hospital  porter  in  order  to  attend 
a post  mortem  examination.  It  was 
also  said  that  the  visiting  staff  of  the 
hospitals  were  irregular  in  their  at- 
tendance at  lectures  and  that,  hav- 
ing once  received  large  fees  from 
students  for  a lecture  series,  they 
frequently  delegated  the  actual 
teaching  to  their  assistants.  When 
they  did  attend  lectures,  it  was  said, 
they  were  not  punctual  and  were 
often  uninformative.  (Students' 
complaints  have  changed  very  little 
over  the  last  200  years.) 

But  none  of  this  could  be  said  of 
John  Abernethy,  whose  popularity 
as  a lecturer  and  deep  devotion  to 
his  students  were  widely  acknowl- 
edged in  his  day.  Indeed,  his  reputa- 
tion as  a lecturer  increased  to  the 
point  that  the  governors  of  the  hos- 
pital agreed  to  build  a regular  lec- 
ture hall  for  the  accommodation  of 
students.  Thus,  it  has  been  said  that 
Abernethy  was,  in  many  respects, 
the  founder  of  the  School  of 
Medicine  at  St.  Bartholomew's 
Hospital. 

When  one  thinks  back  to  the  days 
when  the  four-year  school  was  es- 
tablished in  Chapel  Hill,  there  can 
be  no  doubt  that  Dr.  Womack 
played  a critical  role  in  its  develop- 
ment. His  constant  concern  for  ex- 
cellence, combined  with  the  coterie 
of  outstanding  young  faculty  mem- 
bers and  house  officers  whom  he 
attracted  here,  did  much  to  estab- 
lish this  school  among  the  first  rank 
in  medical  educational  institutions 
in  the  country.  Dr.  Womack  looked 
on  the  chair  of  surgery  as  a trust  and 
an  obligation  to  his  students.  I know 
of  no  other  surgical  program  in  the 
country  where  each  day  the  profes- 
sor of  surgery  made  himselt  avail- 
able to  his  faculty,  house  staff  and 
students,  as  did  Dr.  Womack  in  the 
daily  preoperative  conferences. 
There  is  no  question  that  surgical 
education  stood  at  the  top  of  Nathan 
Womack’s  list  of  important  things  in 
life. 

In  spite  of  this,  it  is  hard  to 
imagine  that  Dr.  Womack  was  quite 
as  dedicated  to  his  lectures  as  John 
Abernethy  was.  Abernethy  often 
kept  important  patients,  including 
royalty,  waiting  while  he  attended 


his  rounds  and  gave  his  lectures.  In 
deed,  it  is  reported  in  so  man} 
places  that  it  must  be  true  — Aber 
nethy  even  lectured  at  St.  Barthol 
omew’s  on  his  wedding  day. 

If  John  Abernethy  was  not  a grea 
technical  surgeon  in  the  mold  o 
John  Hunter  or  Ashley  Cooper,  ht 
was  certainly  a very  good  surgeon 
In  1806  he  excited  the  surgical  worl< 
when  he  treated  a femoral  arter 
aneurysm  by  ligation  and  division  o 
the  external  iliac  artery,  the  firsj 
time  that  operation  had  been  pei 
formed  successfully.  It  is  interesl 
ing  to  review  Abemethy’s  accour 
of  the  case  as  he  reported  it  in  th 
Edinburgh  Medical  and  Surgicc| 
Journal  of  1807:  * 

"Jane  Field,  age  40,  who  ha; 
been  in  the  habit  of  drinking  to  e> 
cess,  was  admitted  into  St.  Bartho 
omew’s  Hospital  with  a very  larg 
femoral  aneurism,  reaching  as  hig 
as  Poupart’s  ligament.  The  whol 
limb  was  oedematous,  but  in  n 
very  considerable  degree.  She  wa 
quite  incapable  of  using  the  lea: 
exercise,  or  of  sitting  upright;  anr 
even  in  bed,  she  suffered  continu 
pain,  which  was  much  aggravate 
during  the  pulsation  of  tf 
aneurism.  The  pain  was  so  violei 
as  to  preclude  sleep.  She  had  r 
appetite;  her  pulse  was  feeble  ar 
frequent,  generally  exceeding  10 
but  her  tongue  was  not  furred;  ar 
her  bowels  were  regular. 

“.  . . An  incision  was  mad 
about  three  inches  in  lengt 
through  the  integuments  of  the  a 
domen,  in  the  direction  of  the  z 
tery,  beginningjust  above  Poupart 
ligament.  Having  divided  the  sk 
and  aponeurosis  of  the  extern 
oblique  muscle,  I introduced  n- 
fingers  between  the  margin  of  tl 
internal  oblique  and  transver 
muscles  and  the  peritonaeum 
(One  must  remember  that  this  wj 
done  without  benefit  of  asepsis 
anesthesia.)  "I  then  divided  th« 
lower  edges  upwards,  in  the  dirt* 
tion  of  the  external  wound,  to  t: 
extent  of  an  inch  and  a half,  with 
probe-pointed  bistoury  (i.e.,  a smj 
curved  knife).  Having  thus  ma; 
room  for  the  admission  of  my  fing>| 
I put  it  down  upon  the  artery,  felt  ,i 
pulsations,  and  gently  insinuated 
beneath  the  vessel;  and  then,  w 
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he  aneurismal  needle,  passed  un- 
ler  it  two  thick  legatures,  carrying 
hem  upwards  and  downwards,  as 
ar  as  the  detachment  of  the  artery 
lermitted,  and  tying  them  as  firmly 
s I could.  I next  divided  the  artery 
t the  interspace,  but  much  nearer 
a the  lower  ligature  than  to  the  up- 
er  one.  The  wound  was  afterwards 
losed,  in  the  middle  by  a ligature, 
nd  in  other  parts  by  sticking  plas- 
;r.”  The  operation  was  entirely 
jccessful  and  the  patient  experi- 
nced  a satisfactory  recovery. 

One  aspect  of  this  case  is  espe- 
ially  noteworthy.  In  the  post- 
perative  period,  Abernethy  fol- 
ded the  changes  in  temperature  of 
s patient's  leg,  comparing  it  to  the 
laffected  limb,  and  found  that  on 
e first  day  there  was  a 4 degree 
mperature  difference  between  the 
/o  lower  extremities.  On  the  sec- 
id  day  the  two  limbs  were  the 
me  temperature. 

Here  again  similarities  between 
e two  men  are  apparent.  Aber- 
thy,  in  the  midst  of  this  important 
rgical  undertaking,  made  scien- 
ce observations  in  order  to 
aluate  critically  the  operative 
ocedure.  How  many  of  us  have 
en  involved  in  a "Womack  pro- 
cure” and  all  that  that  entailed, 
ly  to  have  the  professor  look  over 
' ether  screen  and  say,  "Have 
u gotten  some  splenic  vein  oxy- 
is?"  Or,  "Do  you  think  you  can 
:asure  some  flows  there?"  One  of 
' beautiful  qualities  of  Dr. 
imack  was  his  continual  search 
new  answers  to  old  questions, 
was  never  too  absorbed  in  a 
>blem,  or  too  preoccupied  with 
obvious,  to  consider  a fresh  ap- 
•ach. 

Abernethy  and  Womack  also 
red  some  shortcomings.  A cer- 
i single-mindedness  of  purpose 
not  to  say  stubbornness  — often 
nuates  itself  in  the  character  of 
at  people.  Just  as  for  a while  it 
ked  as  though  Womack  believed 
mo-venous  fistulae  were  the 
t of  all  evil,  it  seems  that  Aber- 
hy  became  more  and  more  con- 
ned that  deranged  bowel  func- 
i was  the  basis  of  most  surgical 


diseases.  He  was  almost  obsessed 
with  his  theory  of  "colonic  tox- 
emia." Also,  Abernethy  suffered 
from  a problem  that  has  afflicted,  or 
will  afflict,  all  of  us:  that  is,  diffi- 
culty changing  with  the  times.  He 
became  embroiled  in  a bitter  con- 
troversy with  one  of  his  more  out- 
standing students,  Sir  William 
Lawrence,  who  subsequently  suc- 
ceeded him  as  senior  surgeon  at  St. 
Bartholomew's.  I frankly  don’t 
know  whether  Dr.  Womack  and  his 
successor,  Colin  Thomas,  had  any 
major  disagreements,  but  I do  re- 
member quite  well  the  preoperative 
conference  when  our  colleague, 
George  Johnson,  presented  to  Dr. 
Womack  the  first  pacemaker  to  be 
inserted  in  a patient  at  North 
Carolina  Memorial  Hospital.  The 
patient  was  a rather  elderly  indi- 
vidual with  complete  heart  block, 
and  Dr.  Womack  had  a very  dim 
view  of  the  efficacy  of  pacemakers. 
As  a result,  he  made  a statement  to 
the  effect  that  he  would  "eat  all 
of  those  damn  things  that  ever 
work.”  In  spite  of  this  "lack  of  en- 
couragement,” George  went  ahead 
and  put  the  battery  in  and,  kindly, 
did  not  hold  Dr.  Womack  to  his 
pledge. 

Lest  any  of  you  think  I cite  these 
imperfections  in  a derogatory 
sense,  let  me  assure  you  my  inten- 
tions are  just  the  opposite.  I note 
them  simply  to  show  that  these  two 
men  were  very  human,  subject  to 
problems  similar  to  yours  and  mine, 
and  yet,  somehow,  they  were  able 
to  transcend  these  shortcomings 
and,  by  their  living,  to  touch  the 
lives  of  countless  individuals. 

In  death,  the  parallel  continues  — 
both  died  of  heart  disease  after  a 
prolonged  systemic  illness. 

A month  after  her  husband’s 
death,  Mrs.  Abernethy  wrote  a let- 
ter to  one  of  his  former  pupils  de- 
ploring "the  loss  of  my  kind,  my 
excellent  husband.  ...  I know  no 
one  who  could  justly  write  his  life. 
...  It  seemed  to  be  his  particular 
wish  that  after  death  he  might  only 
live  in  the  remembrance  of  his 
friends."  I don't  know  whether 
these  were  Dr.  Womack’s  senti- 


ments. I do  know  he  enjoyed  his 
friends,  and  they  enjoyed  his  friend- 
ship, and  will  miss  him.  Just  as  I am 
sure  that  our  world  is  diminished  by 
his  death,  I am  equally  certain  that, 
in  the  company  of  this  society,  I feel 
his  presence  so  much  more  than  his 
absence  and,  perhaps  through  this 
society,  he  will  continue  to  "live  in 
the  remembrance  of  his  friends.” 

In  concluding,  I am  drawn  to  a 
statement  by  Abernethy  character- 
izing some  of  his  surgical  col- 
leagues. He  stated  that:  "Many  per- 
sons have  genius  without  industry; 
others  have  industry  without 
genius;  while  many  who  have  both 
are  still  deficient  in  judgment.’’4  I 
am  certain  that  Abernethy  would 
agree  with  me  that  Nathan  Womack 
had  all  three  — industry,  genius  and 
judgment. 

But,  in  my  opinion,  it  was  Alfred 
Blalock  who  best  identified  the  es- 
sence of  Dr.  Womack.  I was  visiting 
Johns  Hopkins,  while  still  a student 
in  Chapel  Hill,  when  I first  met  Dr. 
Blalock.  After  inquiring  of  Dr. 
Womack,  he  went  on  to  say: 
"Nathan  Womack,  in  my  opinion, 
is  the  wisest  man  in  American 
surgery.” 

Clearly,  Dr.  Womack  was  a man 
of  industry,  genius  and  judgment; 
but,  to  me,  it  is  his  deep  and  abiding 
wisdom  that  keeps  him  alive  today. 

It  is  my  hope  that,  as  the  21st  Cen- 
tury approaches  and  students  of 
genius  and  industry  take  up  the 
study  of  surgical  disease,  surgical 
educators  will  continue  to  nurture 
them  in  their  search  for  that  quality 
called  "judgment.”  But  most  of  all, 

I hope  that  all  of  us  who  share  the 
rich  heritage  of  Nathan  Womack 
will  find  some  way  to  keep  his  wis- 
dom alive  and  at  work  through  our 
own  lives  as  students  of  surgery, 
surgical  educators  and  practicing 
surgeons. 
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Rural  Physician  Care  of  Alcoholics: 
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ABSTRACT  Rural  physicians, 
whether  general  practitioners,  inter- 
nists or  surgeons,  see  more  patients 
than  those  in  an  urban  practice. 
While  they  treat  and  refer  alcoholic 
patients  and  in  general  appear  satis- 
fied with  available  resources,  they 
also  demonstrate  their  need  to  know 
more  about  medical  approaches  and 
self-help  programs  such  as  Al- 
coholics Anonymous. 

INTRODUCTION 

IN  1972  we  published  a report  of  a 
survey  in  Central  North  Carolina 
(Wake  County,  including  the  city  of 
Raleigh)  that  showed  that  most 
physicians  provide  medical  and  re- 
ferral services  for  alcoholic  pa- 
tients.1 There  was  evidence  that  the 
average  alcoholic  makes  as  many  as 
three  or  four  visits  to  a doctor  a year 
and  this  confirmed,  in  our  opinion, 
that  the  physician  is  the  logical  per- 
son to  identify  alcoholism  at  the  ear- 
liest stage  possible,  so  that  treat- 
ment can  be  initiated.  We  decided  to 
take  another  survey  in  rural  coun- 
ties of  North  Carolina  to  learn  not 
only  about  the  care  of  alcoholics  but 
the  general  medical  load  of  rural 
physicians. 
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We  arbitrarily  chose  counties 
with  fewer  than  10  registered  physi- 
cians resident  in  them  according  to 
the  1972  Roster  of  Registered 
Physicians  in  the  State  of  North 
Carolina.2  This  criterion  applied  to 
34  out  of  the  100  counties  of  North 
Carolina,  13  of  these  being  in  the 
coastal  plains,  10  in  the  Piedmont 
section  and  11  in  the  mountains. 
The  mean  number  of  physicians  in 
these  counties  was  five.  Question- 
naires were  sent  to  these  167  physi- 
cians along  with  a covering  letter. 
The  questionnaire  was  essentially 
the  same  as  the  one  previously  pub- 
lished.1 

RESULTS 

Eighty-five  usable  responses 
were  received  (a  return  rate  of  51% 
compared  with  46%  in  the  earlier 
survey).  Table  I shows  that  most  of 
the  rural  physicians  are  in  general  or 
family  practice.  There  were  no 
specialists  in  pediatrics  or  obstet- 
rics; the  seven  listed  as  “other"  are 
five  pulmonary  specialists  at  the 
North  Carolina  Sanatorium  at  Mc- 
Cain, one  otorhinolaryngologist  and 
one  psychiatrist. 

Table  II  shows  the  overall  work 
load  of  those  physicians  in  general 
practice  or  the  practice  of  internal 
medicine  and  surgery.  In  each 
category  the  physicians  are  dealing 
with  significantly  larger  numbers  of 


patients  than  in  Wake  Count] 
Rural  general  practitioners  see  3 
average  of  203  patients  a wee 
(Wake  County,  166);  internists  ai 
seeing  144  patients  (Wake  Count; 
112);  and  surgeons  average  128  p; 
tients  (Wake  County,  102). 

Table  II  also  shows  the  phys 
dans’  responses  regarding  a 
coholic  patients  being  seen  in  an  a < 
erage  week  and,  in  this  area,  there 
no  great  difference  between  tl 
rural  and  urban  physicians.  F( 
example,  in  Wake  County,  generi 
practitioners  recognize  that  they  a i 
seeing  an  average  of  3.9  alcohol 
patients  each  per  week  compart 
with  5 per  week  being  seen  by  tl 
rural  general  practitioner.  Reco* 
nized  alcoholics,  therefore,  repr 
sent  about  2%  of  the  average  patie 
load  of  each  group. 

We  questioned  whether  rur 
physicians  would  find  it  more  d 
ficult  to  refer  alcoholic  patients  J 
treatment  facilities  elsewhere,  b; 
the  responses  indicate  that  me 
physicians  find  this  quite  feasibl 
Eighty-four  percent  of  rural  phy 
cians  versus  88%  of  urban  phy  ' 
cians  in  North  Carolina  report  thj 
they  refer  patients  and  in  both  are 
an  identical  79%  use  counsels 
services. 

Prescribing  Antabuse  as  a det  - 
rent  is  reported  by  only  35%  of  ru  1 
physicians  and  40%  of  urban,  t 
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TABLE  I 


Type  of  Practice  of  Rural  N.C.  Physicians 

Coastal 

Piedmont 

Mountain 

Total 

(13  counties) 

(11  counties) 

(10  counties) 

(34  counties) 

Seneral  or  Family 

16 

22 

23 

61 

'nternal  Medicine 

2 

0 

2 

4 

Surgical 

1 

5 

3 

9 

Other 

0 

5 

2 

7 

nactive 

4 

0 

0 

4 

fOTAL  PHYSICIANS 

23 

32 

30 

85 

TABLE  II 

Estimated  Total  Numbers  of  Patients  and  Alcoholic  Patients  Seen 
Weekly  by  Responding  Rural  Physicians  in  Three  Categories  of  Practice 


Total 

All  Patients  seen 
per  week 

Average 

Alcoholic  Patients  Seen 
per  week 

Average 

ractlce  Category 

per 

Physician 

Range 

Total 

per 

Physician 

Range 

ieneral  Practice 
(N=57) 

11.585 

203 

10-500 

289 

5 

0-37 

iternal  Medicine 
(N=4) 

575 

144 

1 00-200 

7 

2 

.1-4 

urgery 

(N=8) 

1,025 

128 

60-240 

22 

3 

.3-10 

:neral,  however,  the  responses  re- 
ading treatment  procedures  are 
nilar  in  the  two  contrasted  areas. 
3th  rural  and  urban  physicians 
(spitalize  alcoholic  patients  when 
icessary,  and  report  using  minor 
inquilizers  and  phenothiazines, 
itidepressant  drugs,  personal 
unseling  and  discussions  with  pa- 
nts and  their  families. 

Many  of  the  responding  physi- 
ms  provided  comments,  some  of 
rich  were  quite  detailed.  In  gen- 
ii they  indicated  a willingness  to 
>rk  with  alcoholic  patients  but  a 
mewhat  guarded  or  even  pes- 
nistic  view  of  the  prognosis.  Indi- 
iual  respondents  from  Brunswick 
d Mitchell  counties  specifically 
erred  to  a lack  of  local  treatment 
rilities  for  alcoholics  and  wished 
it  these  could  be  provided  by  the 
ite.  In  general,  however,  physi- 
ins  seemed  aware  of  the  existing 
twork  of  mental  health  centers, 

* three  alcoholic  rehabilitation 
iters  and  the  provisions  of  the 
ite  hospital  system.  Only  five  re- 
sndents  from  the  rural  areas  men- 
rned  the  use  of  Alcoholics 
tonymous  in  rehabilitation  of  the 
ronic  alcoholic,  demonstrating 
risiderably  less  awareness  of  this 
ique  self-help  organization  than 
: urban  physicians.  The  various 


responses  about  treatment  were  un- 
related to  the  length  of  time  the 
physician  had  been  practicing. 

DISCUSSION 

Most  studies  demonstrate  that,  in 
the  United  States  today,  as  much  as 
5%  of  the  total  adult  population  suf- 
fers from  problem  drinking  and  al- 
coholism. In  our  previous  survey 
we  were  able  to  demonstrate  that 
the  average  alcoholic  in  Wake 
County  sees  a physician  3 or  4 times 
a year.  Indeed,  since  alcoholics 
tend  to  suffer  from  diseases  brought 
about  by  excessive  drinking,  they 
probably  see  physicians  more  fre- 
quently than  the  general  population. 
Thus,  it  seems  fair  to  assume  that  at 
least  one  in  every  20  patients  seen 
by  physicians  will,  on  the  average, 
be  suffering  from  alcoholism,  either 
overt  or  hidden.  Unfortunately, 
physicians  often  fail  to  recognize 
hidden  alcoholism  in  the  early 
stages  when  intervention  may  be 
most  promising.  Waiting  to  make 
the  diagnosis  when  chronic 
alcohol-related  illness  is  apparent 
means  a delay  in  treatment  and  pos- 
sibly invoking  treatment  measures 
at  a time  when  chronic  brain  syn- 
drome and  other  complications  may 
make  cooperation  less  likely. 

It  is  clear  from  our  study  of  physi- 


cians in  both  urban  and  rural  areas 
that  they  need  to  know  more  about 
alcoholism,  its  diagnosis  and  treat- 
ment. Since  the  use  of  disulfiram 
(Antabuse)  is  a unique  treatment 
approach  available  only  to  the  med- 
ical profession,  it  seems  a pity  that 
so  few  physicians  take  advantage  of 
this.  Patients  who  are  taking  disul- 
firam regularly  on  a self-administra- 
tion basis  are  daily  committing 
themselves  to  do  no  drinking  and 
are  protecting  themselves  from  giv- 
ing in  to  temptation  on  impulse. 

This  survey  also  demonstrates  a 
low  awareness  of  the  program  of 
Alcoholics  Anonymous  (AA) 
whereas  other  surveys  have  indi- 
cated that  physicians  have  a great 
deal  of  faith  in  that  organization.3,4 
The  implication  is  that  AA  groups 
are  not  as  freely  available  in  rural 
areas  as  they  are  in  our  cities.  One 
obvious  measure  that  might  be 
taken  by  urban  AA  groups  would  be 
to  help  start  programs  in  rural  areas 
and,  when  that  is  not  feasible,  to 
enlarge  their  area  of  influence  so  as 
to  encourage  the  attendance  of  al- 
coholics from  rural  areas. 

The  overall  conclusion  of  these 
two  surveys  has  to  be  that  physi- 
cians, while  not  as  fully  cognitive  of 
treatment  approaches  to  alcoholism 
as  they  might  be,  are  providing  as- 
sistance to  alcoholic  patients.  In  the 
absence  of  specific  medical  treat- 
ment, physicians  must  depend  on 
confronting  the  patient  with  the 
possible  complications  of  continued 
drinking  and  must  use  general  med- 
ical measures  and  referral  to  special 
facilities.  Further  research  must  be 
done  to  provide  better  understand- 
ing of  the  etiologic  factors,  both 
biomedical  and  psychosocial,  in  al- 
coholism so  that  specific  interven- 
tion and  prevention  measures  can 
be  developed. 
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MIDWINTER  MEETING  OF  THE 
EXECUTIVE  COUNCIL  OF  THE 
NORTH  CAROLINA  MEDICAL  SOCIETY 

February  5,  1978 

The  naturalist  Edwin  Way  Teale  observed  that  we 
speak  of  midwinter  and  midsummer  but  take  no  note 
of  midspring  or  midautumn.  Perhaps  this  is  because 
winter  and  summer  are  the  seasons  of  extremes  while 
spring  is  the  time  of  promise  and  autumn  the  time  of 
ripeness  and  maturity.  Still  the  Executive  Council  of 
the  North  Carolina  Medical  Society  meets  regularly  in 
midwinter  partly  to  avoid  extreme  positions  at  other 
times  and  partly  to  anticipate  spring  and  to  be  pre- 
pared for  the  annual  meeting  in  Pinehurst  in  May,  the 
month  of  midspring. 

This  winter  President  Harvey  Estes  called  the 
council  to  order  on  February  5 with  the  full  knowledge 
that  Groundhog  Day  had  passed  without  leaving  a sign 
that  winter  would  be  shorter.  Most  of  its  members  had 
made  it  to  Raleigh  without  difficulty  and  were  pre- 
pared to  deliberate,  advise  and  consent  or  deny  as  the 
occasion  and  facts  demanded.  Dr.  Tilghman  Herring 
presented  his  usual  deftly  woven  blend  of  the  news, 
good  and  bad:  expenses  up  sharply  in  1978  but  rev- 
enues expected  to  be  adequate.  Dr.  Archie  Johnson 
then  spoke  for  the  Legislative  Committee  which  ex- 
pects a relatively  quiet  session  of  the  General  Assem- 
bly, medically,  this  year.  However,  two  measures  will 
probably  be  considered:  House  Bill  540,  the  Com- 
prehensive Health  Education  Legislation,  and  1216, 
which  relates  to  physicians’  assistants.  The  former 
was  approved  but  not  funded  at  the  last  sitting;  there  is 
some  optimism  that  money  may  be  found  and  made 
available  this  year.  The  second  measure  has  to  do  with 
the  transfer  of  orders  by  nurse  practitioners  and 
physicians’  assistants  under  medical  supervision.  A 
compromise  has  been  reached  between  the  Nurses 
Association  and  the  medical  society  which  recognizes 
that  a nurse  has  the  right  to  reject  an  order  questioned 
on  medical  grounds,  that  nurses  are  not  subservient  to 
the  person  writing  the  order  and  that  there  will  be 
mandatory  registration  of  nurse  practitioners  and 
physicians’  assistants.  Health  Planning  Legislation 
was  then  discussed  and  increased  representation  of 
providers  on  Health  System  Agency  boards  and  on  the 
State  Coordinating  Committee  was  urged.  It  was 
further  suggested  that  Mr.  Califano’s  role  was  more 
appropriately  advisory  than  dynamic  in  such  activity; 
the  council  recognizes  that  some  best  serve  when  they 


“only  stand  and  wait”  and  recommended  that  posturl 
for  the  Secretary. 

The  councilors  from  each  district  were  then  recog 
nized,  an  innovation  by  President  Estes  designed  t 
provide  the  council  with  a broader  view  of  the  prob 
lems  and  pleasures  of  medical  practice  in  all  parts  o 
the  state.  Most  districts  were  concerned  with  poc 
communication  between  governmental  and  quas: 
governmental  bodies  and  the  profession  and  about  th 
competition  between  increasing  paper  work  and  ir 
creasing  patient  load  for  the  physician’s  time.  Thi 
councilors  were  quite  articulate  in  presenting  the 
districts’  positions  to  the  council,  a most  reassurin 
sign.  Commission  reports  were  then  heard  and  mo; 
were  mercifully  brief.  Dr.  T.  Reginald  Harris  pointe 
out  for  the  Advisory  and  Study  Commission  that  e 
forts  at  teaching  the  importance  of  and  means  to  prac 
tice  effective  cost-containment  were  being  zealous! 
exerted,  and  on  behalf  of  the  Traffic  Safety  Committe 
that  serious  injury  from  auto  accidents  could  be  r< 
duced  by  40%  and  fatality  by  70%  in  children  aged  1 1 
5 if  approved,  effective  restraints  were  employee! 
Since  only  5%  of  North  Carolina  motor  vehicles  are  s 
equipped,  it  was  obvious  that  the  Executive  Counc. 
should  go  on  record  supporting  the  increased  use  ( 
these  devices  which  it  duly  did.  Both  the  Profession 
Service  Commission,  chaired  by  Dr.  M.  Fran; 
Sohmer,  and  the  Public  Relations  Commission,  led  bj 
Dr.  Marshall  Redding,  were  devoted  to  deeds,  n< 
words,  letting  their  effective  actions  speak.  Dr.  Phil 
Nelson’s  report  for  the  Public  Service  Commissic 
emphasized  the  society's  Physicians  Health  and  E 
fectiveness  Plan  (PHEP)  for  the  identification  and  i 
habilitation  of  the  impaired  physician,  a major  coi 
cern  of  the  entire  society.  It  was  further  urged  by  th 
commission  that  revision  ot  mental  health  laws  I 
considered  by  the  General  Statutes  Commission  b 
cause  of  difficulties  under  the  current  code  in  disti 
guishing  properly  between  a patient’s  individual  ar 
medical  rights  so  that  both  the  patient  and  society  c; 
be  appropriately  protected. 

The  council  then  listened  to  a review  of  the  fun 
tions  of  the  Mediation  Committee  by  its  chairman,  C 
John  Glasson,  who  presented  a well-organized  cor 
mentary  about  our  machinery  for  handling  the  grie 
ances  of  patients.  The  fact  that  the  committee  has  i 
jurisdiction  over  physicians  not  members  ot  the  sta 
society  was  emphasized  in  the  discussion  as  a limitii 
factor  for  the  committee’s  actions.  Dr.  James  Dav 
then  commented  briefly  for  the  Council  on  Revie 
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id  Development  and  reported  more  extensively  for 
e Medical  Liability  Mutual  Insurance  Company.  A 
mmary  of  the  latter  report  will  be  found  on  page  247 
this  issue  of  the  Journal.  The  council  then  heard 
3m  Dr.  Daniel  Gottovi  about  Hospice  of  North 
irolina,  a project  about  which  President  Estes  had 
-eady  commented  in  his  News  Letter.  A report  by 
John  D.  Bridgers.  Sr.,  chairman  of  the  Committee 
i Medical  Education,  followed.  The  committee  has 
en  concerned  about  the  fulfilling  by  our  members  of 
quirements  for  continuing  medical  education.  An 
tension  to  December  31,  1978,  for  those  who  have 
t completed  the  necessary  hours  was  granted  and 
11  be  the  subject  of  a later  communication  from  the 
ciety.  A number  of  minor  matters  were  then  consid- 
-d  before  the  current  activities  of  the  county  health 
partment  clinics  were  the  subject  to  discussion.  It 
is  decided  that  a position  paper  about  this  was 
cessary  and  its  preparation  directed.  The  council 
:n  adjourned  in  midafternoon  to  allow  its  members 
start  home  before  the  arrival  of  a highly  advertised 
3w.  J.H.F. 

ENDOCRINOLOGICA  ESOTERICA 
Physicians  must  try  to  maintain  their  poise  and  tact, 
matter  what  problems  are  offered  by  their  patients, 
the  best  of  all  medical  worlds  the  authenticity  of  a 
nplaint  and  the  reliability  of  a history  would  never 
^e  to  be  questioned  but  in  our  imperfect  one,  a 
:tor  must  occasionally  be  somewhat  skeptical  and 
;n  downright  suspicious.  For  there  remains  an 
orphous  group  of  people  whose  personalities  and 
mplaints  defy  classification:  self-deceivers, 
lingerers,  deadbeats,  non-listeners  who  exude  a 
lint  odor  of  mendacity”  which  can  be  appreciated 
doctors  who  have  learned  that  things  are  not  al- 
ys  what  they  seem.  The  English  clinician,  Richard 
her,1  was  particularly  concerned  about  some  of 
se  medical  nomads  and  suggested  that  their  ail- 
nts  might  be  loosely  incorporated  as  the  Mun- 
tusen  syndrome.  Clarke  and  Melnick2  referred  to 
ne  of  them  as  hospital  hoboes  who  traveled  from 
titution  to  institution  giving  bizarre  histories  which 
ulted  in  admission  because  a “fascinoma”  was 
pected.  Asher1  suggested  that  three  major  diagnos- 
categories  existed  within  the  syndrome  — 
irologica  diabolica,  hemorrhagica  histrionica  and 
arotomaphila  migraines.  But  as  it  has  ever  been, 
onomies  must  be  expanded  as  our  discriminative 
:nts  flower.  Factitious  fever  is  a particular  chal- 
ge  because  body  temperature  and  the  thermometer 
i be  most  subtly  and  artistically  manipulated, 
essitating  more  medical  attention  and  allowing  pa- 
rts striking  secondary  gain.  But  it  is  relatively  eas- 
recognized  if  the  temperature  of  urine  is  measured 
mptly  after  voiding  by  electronic  devices.  Murray 
I his  associates1  have  devised  a nomogram  which 
ines  the  normal  relationship  between  the  body  and 
le  temperature  and  allows  easy  recognition  of  de- 
tion.  Since  most  of  these  subjects  seem  to  be 
sochistically  inclined,  it  is  not  surprising  that  mys- 
ous  skin  lesions  may  lead  them  to  doctors  because 


the  skin  is  a large  target  and  can  be  easily  inoculated 
with  almost  anything.  Sneddon4  has  recently  re- 
minded us  that  sufferers  from  dermatitis  artefacta  are 
emotionally  immature,  usually  have  a hospital  con- 
nection and  seem  unconcerned  about  costs,  features 
also  noted  by  other  observers  of  this  group  of  patients. 

Modern  medical  technology  offers  a great  challenge 
to  hospital  hoboes  and  those  with  medical  connec- 
tions. Victims  of  neurologica  diabolica  have  enjoyed 
burr  holes  and  pneumoencephalography  and  offer  a 
challenge  which  the  compulsive  brain  scanner  can 
hardly  resist;  the  histrionic  bleeder  welcomes  urethral 
catheterization  and  has  engaged  in  self-sigmoidos- 
copy  with  a fluorescent  light  bulb  while  the  seeker 
after  abdominal  surgery  has  become  quite  con- 
versant with  selective  arteriography.  Obviously  there 
is  considerable  overlap  in  classification  which  allows 
each  of  us  to  insert  his  chosen  entities  into  the 
nomenclature.  For  example,  endocrinologica 
esoterica  deserves  a place.  Think  of  the  balding,  fat, 
mildly  hypertensive  women  who  are  referred  with  the 
suspicion  of  Cushing’s  syndrome  and  who  have  read 
about  bilateral  adrenalectomy,  of  those  taking  thyroid 
substance  because  of  gland  trouble  and  of  the  many 
who  suffer  from  hypoglycemia,  revealed  by  a five 
hour  glucose  tolerance  test.  Of  course,  if  properly 
performed , a five-hour  glucose  tolerance  test  is  almost 
certain  to  provoke  a reactive  hypoglycemia  but  that  is 
no  obstacle  for  the  creation  of  the  syndrome.  Facti- 
tious hypoglycemia  is  another  condition  more  fre- 
quent among  hospital  personnel  who  can  blend  some 
knowledge  with  opportunity  and  temptation.  But 
medical  science  manages  to  react  to  each  variation  as 
Scarlett  and  his  colleagues5  have  recently  shown. 
They  studied  several  patients,  all,  to  make  it  more 
complicated,  with  histories  of  diabetes  mellitus  who 
had  unexplained  hypoglycemia  and  showed  that  the 
simultaneous  presence  of  low  plasma  glucose,  high 
immunoreactive  insulin  concentration  and  sup- 
pressed plasma  C-peptide  immunoreactivity  defines 
the  surreptious  self-injector  of  insulin.  Because 
C-peptide  and  insulin  are  secreted  by  pancreatic  beta 
cells  in  equimolar  concentrations,  the  immunoreac- 
tivity of  the  former  can  be  used  as  a marker  of  beta 
cell  function  so  that  the  presence  of  exogenous  insulin 
in  the  blood  can  be  recognized  and  the  patient  identi- 
fied as  self-therapist. 

Unfortunately,  while  these  patients  can  be  recog- 
nized and  unnecessary  procedures  thereby  avoided, 
therapy  is  generally  ineffective.  They  refuse  psychiat- 
ric help,  sign  out  of  hospitals  and  take  advantage  of 
their  experiences  to  devise  even  more  unusual  com- 
plaints and  complex  medical  histories.  Thus  we  are 
forced  to  listen  very  carefully  and  compelled  to  ex- 
pand our  taxonomies  of  disease.  J.H.F. 
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THE  TREATMENT  OF  GALLSTONES  WITH 
CHENODEOXYCHOLIC  ACID 

To  the  Editor: 

The  article,  "The  Treatment  of  Gallstones  with 
Chenodeoxycholic  Acid"  by  Malcolm  P.  Tyor,  M.D., 
omits  some  important  facts  about  "cheno.” 

First,  the  resolution  of  calculi  which  are  responsive 
to  "cheno"  is  a very  slow'  process.  Second,  there  is 
evidence  to  support  the  re-formation  of  calculi  if  the 
medication  is  stopped.  Third,  the  cost  of  "cheno"  at 
last  record  was  in  the  range  of  $1.50  per  day.  Finally, 
there  is  a question  of  hepatic  toxicity  which  is,  of 
course,  being  evaluated  as  mentioned  in  the  article. 

I know  that  "cheno”  will  be  good  for  patients  who 
have  asymptomatic  or  minimally  symptomatic  stones. 
However,  with  the  above  facts  in  mind,  I think  that 
there  has  to  be  a very  critical  opinion  given  about  the 
“cheno"  in  all  situations  in  which  it  is  possibly  indi- 
cated. 

CHARLES  P.  NICHOLSON,  JR..  M.D. 
Carteret  Medical  Center 
3108  Arendell  Street 
Morehead  City,  N.C.  28557 

To  the  Editor: 

Obviously,  there  are  many  details  concerning  the 
physiological  and  clinical  aspects  of  gallstone  disease 
and  the  potential  effectiveness  of  chenodeoxycholic 
acid  which  were  omitted  from  the  editorial.  There  are 
also  many  gaps  in  our  knowledge  of  the  natural  history 
of  gallstone  disease  and  many  aspects  of  the  potential 
of  chenodeoxycholic  acid  to  dissolve  cholesterol 
gallstones.  The  purpose  of  the  National  Cooperative 
Gallstone  Study  is  to  fill  these  gaps  in  knowledge,  so 
that  we  may  treat  our  patients  safely  and  intelligently. 

The  point  made  by  Dr.  Nicholson  relating  to  the 
cost  of  chenodeoxycholic  acid  is  extremely  important 
from  the  standpoint  of  evaluation  of  cost/risk/benefit, 
which  should  enter  into  a final  evaluation  of  any 
therapeutic  approach,  as  well  as  most  diagnostic  tests. 
All  of  Dr.  Nicholson’s  points  relate  to  this  evaluation. 

Rates  of  dissolution  of  gallstones  are  extremely 
variable.  Preliminary  data  suggest  that  this  may  occur 
as  early  as  six  months  after  therapy.  In  some  instances 
— particularly  with  larger  stones  — complete  dissolu- 
tion has  not  been  observed  after  three  years  of  treat- 
ment. The  relationship  of  stone  size,  numbers  of 
stones  and  obesity  — a very  important  factor  with 
respect  to  biliary  lipid  secretion  — is  being  studied  by 


the  NCGS.  This  information  is  not  now  available. 

The  question  of  recurrence  following  complete  dis 
solution  is  alluded  to  in  the  next  to  the  last  paragrapl 
of  the  editorial.  Physiological  studies  — the  bulk  o 
information  on  this  subject  — indicate  that  the  poten 
tial  for  gallstone  re-formation  recurs  fairly  regularl 
after  the  medication  is  discontinued.  That  gallstone 
may  recur  is  evident  from  a preliminary  study  pei 
formed  at  the  Mayo  Clinic  which  will  be  publishe 
shortly  in  the  Journal  of  the  American  Medical  As 
sociation.  Recurrence  has  been  observed  as  early  a 
six  months  after  the  medication  has  been  discor 
tinued;  whereas,  recurrence  has  not  been  evident  i 
some  patients  followed  as  long  as  three  to  four  year 
after  dissolution.  Presently,  the  information  is  ver 
sparse,  and  one  can  only  say  that  gallstone  recurrenc 
following  dissolution  may  occur.  This  is  precisely  wh 
the  NCGS  is  continuing  its  study  following  dissolutio 
to  see  whether  or  not  a low  maintenance  dose  c 
chenodeoxycholic  acid  may  prevent  such  recurrence 
The  next  to  the  last  paragraph  of  this  editorial  provide 
that  statement. 

One  can  only  guess  at  the  cost  of  chenodeoxycholi 
acid  when  it  is  made  available  by  prescription  throug 
FDA  approval.  Presently,  the  cost  of  the  drug  to  th 
NCGS  is  5 1C  per  750  mg  — the  dosage  which  is  prej 
ently  being  used  to  test  dissolution  — and  30C  per  37 
mg  — the  dosage  which  is  being  used  to  test  prevei 
tion  of  recurrence.  It  has  been  suggested  that  this  co  , 
may  decrease  slightly  with  open  availability  by  an 
number  of  pharmaceutical  companies  but  will  probij 
bly  remain  at  approximately  this  level. 

Obviously,  many  other  factors  enter  this  equatioi 
including  the  overall  cost  of  surgery  and  hospitaliz; 
tion  — which  is  continually  on  the  rise  — and  the  rie 
of  morbidity  and  mortality  from  surgery.  The  latter 
relatively  minimal  in  the  group  of  "well,"  uncompl 
cated  patients  being  studied  by  the  NCGS.  As  ind 
cated  in  the  editorial,  the  admission  policy  to  th 
study  has  been  very  restrictive  by  design.  As  the  U.l 
physician  well  knows,  there  are  many  patients  wi 
gallstone  disease  — particularly  in  the  older  a* 
groups  — who  have  associated  illness  which  pu 
them  at  much  greater  risk  for  surgery.  Eventually, 
chenodeoxycholic  acid  is  proven  effective  and  safe, 
very  positive  cost/benefit/risk  ratio  may  be  readi 
perceived  for  such  patients. 

MALCOLM  P.  TYOR,  M.D. 

Department  of  Medicine 

Duke  University  Medical  Center 

Durham,  N.C.  27710 
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Committees  and 
Organizations 


MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY 

Since  its  beginning  in  October,  1975,  the  Medical 
ability  Mutual  Insurance  Company  has  grown 
•ough  an  uncertain  and  stressful  childhood  to  be- 
me  a thriving  organization  with  assets  in  excess  of 
,000,000.  Sixty  percent  of  practicing  physicians  in 
>rth  Carolina  were  insured  by  the  company  at  the 
d of  1977 ; physicians  so  served  increased  from  1 ,850 
3,200  between  January  1 and  December  31,  1977. 
iring  the  year  several  important  steps  were  made: 
March  — There  was  a 20%  reduction  in  the  occur- 
tce  policy  rate. 

April  — Claims-made  policy  rates  were  lowered  by 
% to  25%;  this  reduction  followed  a 25%  decrease 
e months  earlier. 

May  — Mr.  Jack  Foster  was  named  claims  man- 
;r. 

June  — The  Medical  Insurance  Agency,  Inc.,  was 
:ablished. 

September  — The  offering  of  $2,000,000/2,000,000 
verage  was  approved  by  the  company. 

October — Reinsurance  for  1978  was  negotiated  at  a 
/ing  of  greater  than  $350,000  annually. 

November  — Payment  of  a 6%  dividend  on 
aranty  capital  was  approved  if  financial  conditions 
the  year’s  end  permitted. 

Thus  the  company’s  business  is  steadily  increasing, 
e board  of  directors  has  devoted  many  hours  and 
ense  effort  to  insuring  that  adequate  financial  re- 
■ves  are  being  maintained  and  that  sound,  conserva- 
e financial  policy  directs  all  activities.  Mr.  Douglass 
illips  has  served  particularly  effectively  as  execu- 
e vice-president  and  general  manager.  So  a spirit  of 
arded  optimism  seems  warranted  in  this  our  third 
siness  year. 

JAMES  E.  DAVIS,  M.D. 


NORTH  CAROLINA  MEDICAL 
SOCIETY  FOUNDATION 

At  the  annual  meeting  of  the  Medical  Society  in 
Asheville  in  May  1966  a new  institution  was  created. 
In  January  of  that  year  the  finance  committee  had 
recommended  the  formation  of  a foundation  to  receive 
funds  in  support  of  the  proposed  new  headquarters. 
Realization  of  the  proposal  occurred  at  the  Asheville 
session  with  the  establishment  of  the  North  Carolina 
Medical  Society  Foundation  which  was  duly  char- 
tered. 

Subsequently,  other  methods  for  financing  the 
headquarters  building  program  were  devised.  This 
change  permitted  the  foundation  to  be  approved  by 
the  Internal  Revenue  Service  as  a 501-[C]-[3]  charita- 
ble institution  empowered  to  receive  tax  exempt  con- 
tributions for  purposes  of  education  and  scientific 
advancement. 

Not  only  may  the  foundation  receive  direct  con- 
tributions to  be  managed  and  dispensed  by  the  board 
of  directors,  but  county  societies,  medical  auxiliaries 
and  other  medically  related  groups  may  submit  funds 
to  be  used  in  projects  of  their  choosing  — with  the 
reservation  that  such  funds  not  be  designated  by  a 
donor  for  the  benefit  of  an  individual. 

Today,  after  1 1 years,  the  resources  of  the  founda- 
tion are  still  quite  limited.  In  1971  the  Forsyth-Stokes 
Medical  Auxiliary  established  a Benevolent  and  Edu- 
cational Fund  for  the  benefit  of  students  attending  and 
selected  by  Forsyth  Technical  Institute.  In  1976  the 
assets  of  the  Joseph  Ward  Hooper,  Sr.,  Trust  were 
transferred  to  the  foundation.  These  items  are  exam- 
ples of  contributions  available  to  individuals  or 
groups. 

The  North  Carolina  Medical  Society  Foundation 
solicits  the  support  of  the  medical  community.  As  the 
foundation's  resources  grow,  opportunity  for  the  ap- 
propriate use  of  funds  will  increase.  The  foundation  is 
prepared  to  serve  as  custodian  of  contributions  desig- 
nated by  groups  for  specific  projects,  to  receive  direct 
contributions  and  donations  of  stocks  or  general  capi- 
tal certificates  of  the  Medical  Liability  Mutual  Insur- 
ance Company,  all  tax  exempt,  and  to  accept  from 
wills  bequests  which  properly  defined  would  not  be 
taxable  to  the  estate  of  the  donor. 

J.S.R. 
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NEW  MEMBERS 

of  the  State  Society 


Agstein,  Joseph  Edward,  MD.  (FP)  905  N.  Queen  St.,  Kinston 
28501 

Appert,  Robert  Albert,  MD,  (ORS)  913  Parkside  Drive,  Wilson 
27893 

Atkins,  William  Shaffer,  MD.  (INTERN-RESIDENT)  211  Ben- 
nington Dr.,  Chapel  Hill  27514 

Aycoth,  Edward  Doy,  MD,  (DR)28  Montanya  View,  Valdese  28690 
Blackwell,  Oscar  Moore,  III,  MD  (IM)  1057  Randolph  Rd., 
Thomasville  27360 

Choi,  Kwan  Been,  MD,  (N)  P.O.  Box  163,  Lumberton  28358 
Christoff,  Nicholas  Peter  (STUDENT)  1950  Beach  St.,  Al-115, 
Winston-Salem  27103 

Coin,  Carl  Gene,  MD,  (R)  2507  Alberry  Road,  Fayetteville  28302 
Cooper,  Edwin  Branan,  Jr.,  MD,  (ORS)  Kinston  Clinic  North  St.  F, 
Kinston  28501 

Cooper,  James  Mayes,  MD,  (OBG)  1137  Strathmore  Circle, 
Winston-Salem  27106 

Deering,  Timothy  Bradford,  MD,  (GE)  520  Biltmore  Ave., 
Asheville  28801 

Dickerson,  Leon  Archibald,  Jr.,  MD,  (ORS)  1900  Randolph  Rd., 
Ste.  706,  Charlotte  28207 

Fireman,  Richard  Lee,  MD,  (EM)  641  Summit  Street,  Winston- 
Salem  27101 

Fischetti,  John  Leo,  MD,  (IM)  907  Hay  St.,  Ste.  202,  Fayetteville 
28305 

Goldschmidt,  Jerome  Henry,  MD,  (OPH)  1142  N.  Road  St., 
Elizabeth  City  27909 

Graham,  Bruce  William,  MD,  (IM)  214  E.  North  St.,  Albemarle 
28001 

Groll,  Jerome  Edward,  MD,  (INTERN-RESIDENT)  111  Cam- 
bridge Road,  Greenville  27834 

Guajardo,  Cesar,  MD,  2726  Croasdaile  Dr.  Ste.  206,  Durham  27705 
Hancock,  George  Marvin,  MD,  (GS)  315-G  Mulberry  St.  SW, 
Lenoir  28645 

Heafner,  Mr.  Michael  Daniel  (STUDENT)  506  Corona  Street, 
Winston-Salem  27103 

Holt,  James  Beatty,  MD,  (INTERN-RESIDENT)  Box  540-C, 
Route  3,  Chapel  Hill  27514 

Hunsberger,  Kurt  Lee,  MD,  1142  N.  Road  Street,  Elizabeth  City 
27909 

Kang,  Joon,  MD,  (GP)  Box  218,  Main  Street,  Bailey  27807 
King,  Michael  Brian,  MD,  (IM)  3-B  Airport  Road,  Kinston  28501 
Krabill,  Lawrence  D.,  MD,  (IM)  Carolina  Clinic,  Wilson  27893 
Kurzmann,  Richard  Walter,  MD,  (OBG)  211  Bryan  Bldg.,  Raleigh 
27605 

Maddox,  Charles  Deaton,  MD,  (IM)  4-B  Doctors  Park,  Asheville 
28801 

Manes,  Peter  R.,  MD,  (P)  1 113  Walker  Drive,  Kinston  28501 
Mangum,  Gary  Lionel,  MD,  (ORS)  110  W.  Grover  St.,  Shelby 
28150 

McQueen,  Fred  Douglas,  Jr.,  MD,  (GP)  201  N.  Long  Dr.,  Rocking- 
ham 28379 

Meis,  Paul  Jean,  MD,  (OBG)  Bowman  Gray,  Winston-Salem  27103 
Nemey,  John  Joseph,  MD,  (OPH)  112  Academy  Street,  Waynes- 
ville  28786 

Olson,  Beverly,  MD,  (IM)  1314  Oak  St.,  Greensboro  27401 
Phelan,  William,  MD,  (PD)  1007  Tremont  Rd.,  Wilson  27893 
Phillips,  Harry  T.,  MD,  UNC  School  of  Medicine,  Chapel  Hill 
27514 

Pruett,  Dennis  D.,  MD,  101  Lamplighter  Circle.  Winston-Salem 
27103 


Queen,  William  Boyd,  Jr.,  MD,  P.O.  Box  990,  Waynesville  28786 

Ratcliffe.  Robert  Richard,  MD.  (P)21-C  Stratford  Arms,  Greenville 
27834 

Rendleman,  David  Atwell,  III,  MD,  (ORS)  3513  Lubbock  Dr., 
Raleigh  27612 

Robinson,  Thomas  Franklin,  MD,  (EM)  4150  E.  Knob  Oak  Lane. 
Charlotte  28211 

Rogerson,  Charles  Anthony,  MD,  (FP)  555  Carthage  St.,  Sanford 
27330 

Rubin,  Michael  Hotelling,  MD,  (IM)  2560  Aaron  Lane,  Winston 
Salem  27106 

Sabiston,  Walter  Roberts,  MD,  (OTO)  400  Glenwood  Ave. . 
Kinston  28501 

Salber,  Eva  J.,  MD,  Box  2914,  Duke  Medical  Center,  Durharr 
27710 

Sampson,  Joseph  Luther,  Jr.,  MD,  (PS)  346  Shandy  Lane,  Wil 
mington  28401 

Shealy,  Fred  Gray,  Jr.,  MD,  (GS)  504  7th  Avenue,  W.,  Henderson 
ville  28739 

Shelburne.  John  Daniel,  MD,  Duke  Dept,  of  Pathology,  Durhan 
27710 

Shepherd.  Mr.  Robert  Edward  (STUDENT)  Apt.  C,  2352,  Clover 
dale  Ave.,  Winston-Salem  27103 

Squires,  Raymond  Jay,  MD,  (PTH)  34  Robin  Hood  Road,  Asheville 
28804 

Smith,  Thomas  Warren,  MD,  (IM)  824  S.  Aspen  St.,  Lincolntor 
28092 

Souders,  Stuart  Allen,  MD,  (INTERN-RESIDENT)  1118  Burcf 
Avenue,  Durham  27701 

Strickland,  Nigel  John,  MD,  (R)  501  Lake  Shore  Dr.,  Goldsbori 
27530 

Sugg,  Verbena  Maria,  MD,  (PD)  East  Carolina  University,  Green, 
ville  27834 

Teeter.  Robert  Tennant,  MD,  (OBG)  3108  Arendell  St..  Moreheac 
City  28557 

Tims,  Roger  Dean,  MD,  (EM)  19  Blackwood  Road,  Asheville  28804 

Todd,  Gary  Price,  MD,  (OPH)  1 12  Academy  St. , Waynesville  2878< 

Trowell,  Amy  Rebecca,  MD,  (PD)  Apt.  84W,  2260  Sunderlam 
Road,  Winston-Salem  27103  : 

Versola,  Manuel  Bolante,  MD,  (FP)  359-J  Pine  Meadow  Subd. 
Fuquay-Varina  27526 

Vinson,  Daniel  Castile,  MD,  (FP)  Cannon  Mem.  Hosp.,  Box  837 
Banner  Elk  28604 

Weintraub,  Richard  A..  MD,  (CD)  3307  Windnft  Dr.,  Greensbon 


27401 

Wheeler,  Alan  Scott,  MD,  (AN)  1823  Ellison  Creek  Road,  Clem 
mons  27012 

Whitaker,  James  Allen,  III,  MD,  (CD)  2107  Canal  Drive,  Wilsoi, 
27893 

Williams,  David  Leon,  MD,  (IM)  540  N.W.  Broad  St.,  Souther 


Pines  28387 

Wray.  Walter  Harrill.  Jr.,  MD,  (FP)  421  W.  Marion  St.,  Shelb 
28150 

Yellig,  Edward  Booth,  MD,  (IM)  Box  19252,  Raleigh  27609 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  I.  The  Continuing  Medical  Education  Programs  a 
the  Bowman  Gray,  Duke  and  UNC  Schools  of  Medicine.  Dorothe. 
Dix,  Wayne  County  Hospital  and  Burroughs  Wellcome  Compam 
are  accredited  by  the  American  Medical  Association.  Therefor 
CME  programs  sponsored  or  co-sponsored  by  these  schools  at 
tomatically  qualify  for  AMA  Category  I credit  toward  the  AMA 
Physician’s  Recognition  Award,  and  for  North  Carolina  Medic;1 
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ociety  Category  "A”  credit.  Where  AAFP  credit  has  been  re- 
uested  or  obtained,  this  also  is  indicated. 

2.  The  "place”  and  “sponsor"  are  indicated  for  a program  only 
hen  these  differ  from  the  place  and  source  to  write  "for  informa- 
on." 

3.  The  East  Carolina  University  School  of  Medicine  has  submit- 
d an  application  to  the  Council  on  Medical  Education  of  the 
merican  Medical  Association  for  the  accreditation  of  its  Continu- 
gMedical  Education  Program.  In  the  interim  period,  until  accredi- 
tion  is  received,  physicians  who  attend  continuing  medical  educa- 
Dn  programs  presented  by  the  East  Carolina  University  School  of 
edicine  will  be  able  to  receive  Category  I Credit  toward  the  AM  A 
lysician’s  Recognition  Award  and  Category  A Credit  toward  the 
quirements  of  the  North  Carolina  Medical  Society. 

Until  such  time  as  East  Carolina  University  School  of  Medicine  is 
credited,  continuing  medical  education  programs  will  be  co- 
onsored  with  the  Eastern  AHEC  which  is  affiliated  with  the 
niversity  of  North  Carolina  School  of  Medicine.  Physicians  who 
tend  these  programs  should  indicate  that  it  was  co-sponsored  by 
e Eastern  AHEC. 


PROGRAMS  IN  NORTH  CAROLINA 
May  3 

tnual  Meeting  of  the  North  Carolina  Thoracic  Society 
ace:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
>r  Information:  Mr.  C.  Scott  Venable,  Executive  Director,  North 
Carolina  Lung  Association,  P.O.  Box  127,  Raleigh  27602 

May  4-7 

4th  Annual  Session  of  the  North  Carolina  Medical  Society 
ace:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
ir  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  2761 1 

May  10-11 

:spiratory  Care  Symposium 
e:  $35 

edit:  10  hours 

r Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  For  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


May  10-12 

inual  Meeting  and  Scientific  Session,  North  Carolina  Heart  As- 
sociation 

ice:  Radisson  Plaza  Hotel  and  Charlotte  Civic  Center 
r Information:  North  Carolina  Heart  Association,  1 HeartCircle, 
Zhapel  Hill  27514 


May  12 

inual  Meeting,  North  Carolina  Chapter,  American  College  of 
Cardiology 

ice:  Radisson  Plaza  Hotel,  Charlotte 

r Information:  North  Carolina  Heart  Association,  1 Heart  Circle 
Chapel  Hill  27514 

May  12-13 

terican  College  of  Surgeons,  North  Carolina  Chapter,  Annual 
Meeting 

ice:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
r Information:  James  S.  Mitchner,  Jr.,  M.D.,  P.O.  Box  1599, 
^aurinburg  28352 

May  17 

>id  Metabolism  and  Therapies  for  Hyperlipidemias 
ce:  Lee  County  Hospital,  Sanford 

tnsors:  Lee  County  Medical  Society  and  Aycrst  Laboratory 
::  None;  registration  limited  to  50 
pdit:  3.5  hours;  AMA  Category  I 

■ Information:  R.S.  Cline,  M.D.,  555  Carthage  Street,  Sanford 
7330 

May  18-20 

.ional  Conference  on  "The  Family  and  Older  Persons:  Policy, 
Lesearch.  Practice” 

:e:  Grove  Park  Inn,  Asheville 

msor:  Center  for  the  Study  of  Aging  and  Human  Development, 
>uke  University 

Information:  Ms.  Dorothy  Heyman,  Executive  Secretary, 
enter  for  the  Study  of  Aging  and  Human  Development,  Box 
003,  Durham  27710 


May  19-20 

Frank  R.  Lock  OB/GYN  Symposium 
Fee:  $100 
Credit:  10  hours 

For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


May  22-23 

Department  of  Obstetrics  and  Gynecology  — American  College  of 
Gynecology  Infertility  Symposium 
Place:  Great  Smokies  Hilton,  Asheville 

For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building  202-H  UNC  School  of  Medicine,  Chapel  Hill  27514 

May  31-June  3 

American  College  of  Physicians  Stroke  Symposium 
For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


June  2 

Pediatrics  Day,  East  Carolina  University 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Credit:  3 hours;  AMA  Category  I 

For  Information:  Jon  B.  Tingelstad,  M.D.,  Chairman,  Department 
of  Pediatrics,  ECU,  School  of  Medicine,  Greenville  27834 

June  2-3 

Dermatology  for  the  Non-Dermatologist 
Place:  Hyatt  House,  Winston-Salem 
Fee:  $50 

Credit:  7 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building  202-H  UNC  School  of  Medicine,  Chapel  Hill  27514 

June  9-11 

Advanced  Life  Support  (Cardio-pulmonary  Resuscitation) 

Credit:  15  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 


*hy/idcini7 


* low  malpractice  in- 

a cm 

^ n n tunity  to  join  a group  or  part- 
ner or  establish  a new 

OijDCsl)  pract*ce  'n  a rural  or 

urban  area,  * continuing 
medical  education  through  a system  of  Area 
Health  Education  Centers,  as  well  as  two  med- 
ical schools,  * lower  taxes,  * lower  cost 
of  living,  * access  to  both  mountains  and 
beaches,  and  * a mild  climate 


For  information  about  specific  practice  opportunities 
in  South  Carolina,  contact: 

fejfqO  DqsqUJId 


Post  Office  Box  11188 
Columbia,  South  Carolina  29211 
(803)  779-7264 


ul  1978,  NCMJ 
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tinuing  Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  15-18 


Seaboard  Medical  Association 
Place:  Holiday  Inn,  Kill  Devil  Hills 

For  Information:  Mrs.  Annette  S.  Boutwell,  P.O.  Box 
Raleigh  27605 

June  17-18 


10387, 


Dermatology  for  the  Non-Dermatologist 
Place:  Islander  Motor  Inn,  Emerald  Isle 


For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building  202-H  UNC  School  of  Medicine,  Chapel  Hill  27514 


June  20-22 

North  Carolina  Hospital  Association  Annual  Meeting 
Place:  Blockade  Runner  Motor  Hotel,  Wnghtsville  Beach 
For  Information:  Mrs.  Diane  Turner,  North  Carolina  Hospital  As- 
sociation, Box  10937,  Raleigh  27605 


June  22-24 

25th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club,  Waynesville 
Sponsor:  Haywood  County  Academy  of  Family  Practice 
Credit:  20  hours;  AAFP  approval  requested 
For  Information:  Clinton  Border,  M.D.,  204  Depot  Street, 
Waynesville  28786 

July  3-5 

8th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner,  Wrightsville  Beach 
Sponsor:  Committee  on  Medical  Aspects  of  Sports 
For  Information:  Frank  C.  Wilson,  M.D. , North  Carolina  Memorial 
Hospital,  Chapel  Hill  27514 

July  10-14 

Annual  Duke  Medical  Postgraduate  Course 
Place:  Atlantic  Beach 

For  Information:  M.  Henderson  Rourk,  M.D.,  Duke  University 
Medical  Center,  Durham  27710 


July  23-28 

Annual  Meeting  of  the  Southern  Obstetric  and  Gyncological  Semi- 
nar, Inc. 

Place:  Grove  Park  Inn,  Asheville 

Fee:  $100  for  Non-Members 

Credit:  21  hours;  AMA  Category  I and  AAFP 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F,  Mars  Hill  28754 


July  31-August  4 

Myrtle  Beach  Workshop 
Fee:  $125 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

July  31-August  5 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Atlantic  Beach 

Sponsors:  Department  of  Radiology.  Duke  University  Medical 
Center 
Fee:  $200 

Credit:  30  hours;  AMA  Category  I 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box3808, 
Duke  University  Medical  Center,  Durham  27710 

September  8-9 

Annual  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 
Place:  Blockade  Runner,  Wrightsville  Beach 
For  Information:  David  R.  Williams,  M.D.,  Chapter  Chairman, 
Southgate  Shopping  Center,  Thomasville  27360 

September  14 

Practicing  Physicians  Clinic 

Place:  Burroughs  Wellcome  Company 

For  Information:  Stanley  Grosshandler,  M.D.,  Director  of  Continu- 
ing Education,  Burroughs  Wellcome  Company,  Research 
Triangle  Park  27709 

September  27-October  1 

North  Carolina  Medical  Society  Annual  Committee  Conclave 
Place:  Mid-Pines  Club,  Southern  Pines 

Regular  meetings  will  be  scheduled  for  the  chairmen  and  mem- 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2 5 mg  clidinium  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences— 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  {e  g.,  operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e  , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets 
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ROCHE 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Each  capsule  conta; 
mg  chlordiazepoxidi 
2.5  mg  clidinium  Br. 


JJjications  in  providing 
plibrium®  (chlordiaz 
tent  antisecretory  and 
■zan®  (clidinium  Br)  foi 
)Qwel  syndrome*  and 
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Neosporin 

Ointment 


1HREHN-ONE 
THERAPY 
AGAINST  TOPIC  A 


Slilll 


(Polymyxin  B- Bacitracin-Neomycin: 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobader 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogen 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobader 

Escherichia 


Burroughs  Wellcome  G 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 

Neosporin  * Ointment  (polymyxin  B-badtradn-neomycin). 


Neosporin 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporm'  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  i oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching,  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  preparation:) 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measunl 
should  be  taken  if  this  occurs 
ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DVAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium11  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

makes  sense 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR~ 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
vyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
lietary  or  otherwise,  unless  hypokalemia  develops 
>r  dietary  intake  of  potassium  is  markedly  impaired 
supplementary  potassium  is  needed,  potassium 
ablets  should  not  be  used.  Hyperkalemia  can 
las  been  associated  with  cardiac  irregularities.  It  ,0 
nore  likely  in  the  severely  ill,  with  urine  volume 
ess  than  one  liter/day,  the  elderly  and  diabetics 
vith  suspected  or  confirmed  renal  insufficiency. 

’eriodically,  serum  K+  levels  should  be  deter- 
Pined,  If  hyperkalemia  develops,  substitute  a 
hiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
rompt  additional  therapy.  Thiazides  cross  the 
lacental  barrier  and  appear  in  cord  blood.  Use 
i pregnancy  requires  weighing  anticipated 
enefits  against  possible  hazards,  including 
ital  or  neonatal  jaundice,  thrombocytopenia  other 

oneerareinebaCt,0?S  "Tu  Thiazides  aPP«r  and  triamterene  may 

ppear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
ursing.  Adequate  information  on  use  in  children  is  not  available, 
•ecautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
iportant  m patients  vomiting  excessively  or  receiving  parenteral  fluids). 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

'Dyazide'  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION? 
SERUM  K+AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY 
(SEE  WARNINGS  SECTION.) 


ness,  dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


SK&F  CO.,  Carolina,  P.R.  00630 
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COLBY  PROCLAIMS 
WOMAN  SUFFRAGE 


Social  Security  Bill  Is  Signed 
Gives  Pensions  to  Aged , Jol 


Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  30, ( 
Persons  When  States  Adopt  Cooperating  Laws-He 
the  Measure  Cornerstone9 of  His  Economic  Progr 


militants  vexed  at  privacy. 


Wanted  Movies  of  Ceremony, 


SENATE  APPROVES 
18-YEAR  OLDVOTE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  March  10, 
1971— The  Senate 


A 


ITEDNATIONS 
VITHPLEA  TO  TRAN 
CHARTER  INTO  DEEDS 


HEW  WORLD  HOPE 


. 
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President  Hails  ‘Great 
Instrument  of  Peace/ 
Insists  it  Be  Used 


HISTORIC  LANDMARK 


" ires  Peace  Gall 


“If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall  betray  all  ot 
those  who  have  died  in  order  that 
we  might  meethere  in  freedom  and 
safety  to  create  it.’ 

“If  we  seek  to  use.it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal.” 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  interpolated  the  words, 
half  a hope,  half  a prayer : 

"Oh,  what  a great  day  this  carl 
be  in  history!”  • . 

bfiforA-  the  olenarv  session 


WASHINGTON,  Aug. 
The  Social  Security  Bill, 
a broad  program  of  unen 
insurance  and  old  age 
and  counted  upon  to  bei 
20,000,000  persons,  becar 
day  when  it  was  signed 
dent  Roosevelt  in  the  p 
those  chiefly  responsibh 
ting  it  through  < 

Mr.  >evelt  cal 
“the  o erstone 
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Ends  N( 


WASHINGTON,  Jan.  27, 
1973-“With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after 
ceiving  a report  from  the 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
Professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 


BWk 


THE  PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION 
1155  FIFTEENTH  ST,  N,  W,  WASHINGTON,  D C 20005 


bers  of  almost  all  regular  committees  of  the  medical  society; 
committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society.  P.O.  Box  27167,  Raleigh  27611 

September  28-30 

Annual  Seminar  in  Medicine 
Place:  Babcock  Auditorium 
Fee:  $125 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

September  28-October  1 

Urologic  Malignancies 

Place:  Pinehurst  Hotel  and  Country  Club 

Sponsors:  Division  of  Urology,  Duke  University  Medical  Center 
Fee:  $150 

Credit:  16  hours;  Category  I 

For  Information:  Virginia  Jordan,  Assembly  Secretary,  P.O.  Box 
3343,  Duke  Hospital,  Durham  27710 

October  4-5 

Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 
Fee:  None 
Credit:  12  hours 

For  Information:  Richard  Kerecman,  M.D.,  P.O  Box  795,  Hun- 
tersville 28078 

October  16-18 

North  Carolina  Office  of  Emergency  Medical  Services  Annual 
Meeting 

Place:  Sheraton  Inn,  Charlotte 

For  Information:  Mr.  Chris  Gentile,  North  Carolina  Office  of 
Emergency  Medical  Services,  1330  St.  Mary’s  Street,  Raleigh 

October  17-22 

30th  Annual  Workshops  and  Scientific  Program  of  the  Society  for 
Clinical  and  Experimental  Hypnosis 
Place:  Grove  Park  Inn,  Asheville 

Sponsors:  The  Department  of  Psychiatry  and  the  Department  of 
Psychology  of  UNC  and  the  Office  of  Continuing  Education, 
UNC  School  of  Medicine  and  the  School  of  Dentistry 
For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building,  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

October  26-29 

Annual  Fall  Meeting.  North  Carolina  Society  of  Internal  Medicine 
Place:  Kiawah  Island,  South  Carolina 

For  Information:  Jack  B.  Hobson,  M.D.,  1351  Durwood  Drive, 
Charlotte  28204 

ITEMS  OF  SPECIAL  INTEREST 
ANNOUNCEMENT 

The  Department  of  Radiology  and  the  Division  of  Continuing 
Education  of  the  Bowman  Gray  School  of  Medicine  is  offering  a 
new  variety  of  continuing  education  which  began  in  January.  It 
will  run  through  Saturday,  May  27,  1978.  These  Saturday  morning 
sessions  consist  of  videotape  and  slide  sound  presentations  by 
many  well  known  radiologists  as  well  as  original  lectures  by  Dr. 
Isadore  Meschan  and  Dr.  Gerald  Friedland.  The  courses  will  con- 
sist of  three  one-hour  sessions  from  9:30  a. m. -12:30  p.m.  and  will 
be  acceptable  for  3 credit  hours  in  Category  I.  Registration  fee 
will  be  $25.00  per  course;  no  charge  for  residents. 

For  Information:  Isadore  Meschan,  M.D.,  Director,  Continuing 
Education,  Radiology  Section,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  North  Carolina  27103 

PROGRAMS  IN  CONTIGUOUS  STATES 
June  14-18 

3rd  Annual  Symposium  on  Lung  Disease 
Place:  The  Cloister,  Sea  Island,  Georgia 
Sponsor:  Georgia  Lung  Association 

For  Information:  Betty  Rafshoon,  Georgia  Lung  Association,  1383 
Spring  Street,  N.W.,  Atlanta,  Georgia  30309 

July  6-9 

Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 
Fee:  $200 

Credit:  16  hours;  AMA-PRA  Category  I 

For  Information:  Vanderbilt  Continuing  Education,  305  Medical 
Arts  Building,  Nashville,  Tennessee  37212 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine  has  received 
a $31,400  grant  to  show  how  nurses  with  specialized 
training  in  cancer  can  promote  the  transfer  of  cancer 
care  technology  between  the  school's  Oncology  Re- 
search Center  and  communities. 

The  one-year  grant  is  from  the  Kate  Bitting 
Reynolds  Health  Care  Trust. 

Registered  nurses  will  be  located  in  an  urban  and  a 
rural  setting  to  work  with  physicians  who  are  mem- 
bers of  the  Piedmont  Oncology  Association. 

The  association,  with  more  than  50  members  in  a 
five-state  region,  provides  an  additional  means  for 
doctors  to  keep  up  to  date  on  the  latest  methods  of 
treating  cancer  patients.  The  doctors  meet  four  times  a 
year  at  Bowman  Gray  to  hear  of  new  developments, 
and  to  report  on  the  successes  and  problems  they  are 
having  with  different  cancer  treatments. 

Charlotte  has  been  chosen  as  the  urban  site  for  the 
new  program.  A northwest  North  Carolina  rural  site  is; 
being  organized. 

The  nurses  will  help  maintain  cancer  treatment 
statistics,  help  determine  additional  information  the 
doctors  need  for  effective  care  of  patients  and  wil. 
speed  the  exchange  of  information  between  associa 
tion  members  and  the  cancer  center. 

The  nurses  also  will  have  patient  education  anc 
community  education  responsibilities. 

* * * 

Hearing  researchers  at  Bowman  Gray  have  pro 
duced  evidence  supporting  the  long-held  belief  tha 
loss  of  hearing  in  the  aged  is  related  to  atherosclerosis 

And  their  work  suggests  a link  between  hyperten 
sion  and  deafness  in  the  aged. 

Working  with  laboratory  animals,  the  researcher 
found  a correlation  between  hearing  loss,  advancinj 
age,  atherosclerotic  vascular  diseases  and  high  bloo< 
pressure. 

The  work  was  done  by  Dr.  James  G.  McCormick 
research  associate  professor  of  otolaryngology,  in  col 
laboration  with  Dr.  Ivan  L.  Holleman,  associate  pro 
fessor  of  pathology,  and  Charles  E.  Hartley,  a third 
year  medical  student. 

The  work  is  the  first  controlled  laboratory  exper 
ment  studying  the  relationship  between  hearing  loss 
atherosclerosis  and  hypertension.  The  research  wai 
possible  because  of  the  close  cooperation  betwee 
Bowman  Gray’s  hearing  researchers  and  the  school' 
Specialized  Center  of  Research  in  Atherosclerosis. 

* * * 

The  Holland  Memorial  Research  Fund  has  bee 
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stablished  at  Bowman  Gray  through  a $368,000  be- 
uest  from  the  estate  of  Mrs.  Artula  Upchurch  Hol- 
tnd  of  Apex.  The  fund  was  named  in  honor  of  Mrs. 
[olland  and  her  late  husband,  H.  O.  Holland. 

The  fund  will  be  used  for  cancer  research  or  other 
orthy  objects  of  research. 


A whole-body  scanner  has  been  installed  at  North 
arolina  Baptist  Hospital.  Bowman  Gray’s  principal 
aching  hospital. 

The  Delta  50  Fast  Scan  from  Ohio  Nuclear,  Inc., 
as  put  into  operation  in  February.  It  is  expected  to  be 
specially  useful  in  diagnosing  tumors,  the  spread  of 
mcer,  hemorrhages,  obstructed  blood  vessels  or  or- 
ins  and  bone  abnormalities. 

The  Delta  50  Fast  Scan  is  being  rented  until  mid- 
immer,  when  Ohio  Nuclear  delivers  a much  faster 
id  more  sophisticated  Delta  Scan  2020.  While  the 
elta  50  can  scan  two  contiguous  slices  of  the  body  in 
1 seconds,  the  Delta  Scan  2020  will  do  the  same  thing 
two  seconds. 

Dr.  Nancy  Whitley,  associate  professor  of  radiol- 
;y,  is  director  of  the  whole-body  scanner  project. 

* % 

Dr.  Alvin  Brodish,  professor  and  chairman  of  the 
apartment  of  Physiology  and  Pharmacology,  has 
:en  cited  as  one  of  the  international  leaders  in 
uroendocrinology.  An  autobiographical  account  of 


his  professional  career  and  contributions  will  appear 
in  a book  entitled  “Pioneers  in  Neuroendocrinology” 
to  be  released  soon  in  honor  of  24  scientists  selected 
from  throughout  the  world. 

* * * 

Dr.  A.  Robert  Cordell,  professor  of  surgery,  was 
chairman  of  the  arrangements  committee  for  a meet- 
ing of  the  Southern  Association  for  Vascular  Surgery 
Feb.  3-5  in  Duck  Key,  Fla. 

* * * 

Dr.  Richard  Janeway,  dean,  has  been  elected  a rep- 
resentative to  the  Liaison  Committee  on  Graduate 
Medical  Education  for  1978. 

* * 

Dr.  Joseph  E.  Johnson,  III,  professor  and  chairman 
of  the  Department  of  Medicine,  has  been  appointed  to 
the  Residency  Review  Committee  for  Internal 
Medicine. 

* * * 

Dr.  W.  Joseph  May,  associate  professor  of 
obstetrics/gynecology  and  family  medicine,  has  been 
appointed  to  the  Reynolds  Health  Center  Advisory 
Committee  by  the  Forsyth  County  Commissioners. 

* * * 

Dr.  Cornelius  F.  Strittmatter,  professor  and  chair- 


Court  Reporting/National  Depovision  Services 
Depositions  • Color  Videotaping 


THERE  IS  AN  ALTERNATIVE! 

As  of  July,  1977,  when  House  Bill  905  was  ratified,  it  is  no  longer 
necessary  for  you  to  take,  time  from  your  busy  schedule  to  testify  in 
court. 

House  Bill  905  states: 

The  deposition  of  a witness,  whether  or  not  a party,  may  be  used 
by  any  party  for  any  purpose  if  the  court  finds:  ....the  witness  is 
an  expert  witness  whose  testimony  has  been  procured  by  video- 
tape as  provided  by  Rule  30  (b)  (4). 

We  are  the  only  agency  in  North  Carolina  offering  court  reporting 
and  videotaping  services. 


Charlotte,  N.C. 
(704)  375-5133 


Hillsborough,  N.C.. 
(919)  732-3538 


Raleigh,  N.C. 
(919)  832-4114 
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man  of  the  Department  of  Biochemistry,  has  been 
appointed  chairman  of  the  Long  Range  Planning 
Committee,  Central  North  Carolina  Section,  of  the 
American  Chemical  Society  tor  1978-79. 

* * * 

Dr.  William  D.  Wagner,  assistant  professor  of  com- 
parative medicine,  has  been  appointed  to  a two-year 
term  as  a member  of  the  Middle  Atlantic  Regional 
Research  Review  Certification  Subcommittee  of  the 
American  Heart  Association. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


The  board  of  trustees  of  the  University  of  North 
Carolina  has  approved  the  naming  of  the  School  of 
Medicine’s  clinical  sciences  building  after  two  na- 
tional leaders  in  medical  education  — Dr.  C harles  H. 
Burnett  and  Dr.  Nathan  A.  Womack. 

Dr.  Burnett  chaired  the  Department  of  Medicine 
from  1951  until  1965  during  the  time  the  medical 
school  made  its  transition  into  a four-year  program. 
He  continued  to  teach  until  his  death  at  age  54.  Among 
his  contributions  include  research  in  the  fields  of 
metabolism  and  abnormal  renal  physiology.  He  estab- 
lished Burnett’s  syndrome,  a condition  that  some- 
times develops  during  therapy  for  a peptic  ulcer. 

Dr.  Womack  was  the  school’s  first  chairman  of  the 
Department  of  Surgery,  a post  he  held  from  1951  until 
1968.  He  was  president  of  the  National  Board  of  Med- 
ical Examiners.  Womack  received  distinguished  ser- 
vice awards  from  the  UNC  School  of  Medicine  and 
from  Washington  University  in  St.  Louis,  where  he 
received  his  medical  training. 

Dedication  ceremonies  were  scheduled  for  April 
7,  in  front  of  the  building  on  the  UNC  campus.  The 
eight-story  structure  houses  the  offices  and  labora- 
tories of  the  clinical  departments. 

* * * 

Two  books  by  school  of  medicine  professors  have 
been  published  recently  in  the  field  of  psychiatry. 

Dr.  Seymour  Halleck’s  book.  The  Treatment  of 
Emotional  Disorders , brings  together  the  various 
methods  for  treating  people  with  mental  or  emotional 
disorders.  The  book  was  selected  by  Psychotherapy 
and  Social  Science  Review  as  its  January  book-of- 
the-month. 

Dr.  Morris  A.  Lipton,  a Sarah  Graham  Kenan  pro- 
fessor and  director  of  the  Biological  Sciences  Re- 
search Center,  is  the  principal  author  of  Psychophar- 
macology: A Generation  of  Progress,  a 1, 700-page, 


detailed  review  of  the  past  10  years  in  psychophar- 
macology. Lipton,  its  major  editor,  also  wrote  one  of 
the  book's  chapters  and  was  co-author  of  several 
others. 

* * * 

Dr.  Clayton  E.  Wheeler  Jr.  has  been  reappointed 
chairman  of  the  Department  of  Dermatology.  He  was 
initially  named  chairman  in  1972  when  the  dermatol- 
ogy division  became  a separate  department  within  the 
medical  school.  He  joined  the  university  as  professor 
and  chief  of  the  division  of  dermatology  in  1962.  A 
native  of  Wisconsin,  he  received  his  undergraduate 
and  medical  training  at  the  University  of  Wisconsin. 
* * * 

A medical  library  and  conference  room  for  the  Clin- 
ical Research  Unit  of  the  North  Carolina  Memorial 
Hospital  was  named  for  Dr.  Walter  Hollander  Jr. 
whom  his  colleagues  called  "the  founding  father  of  the 
unit.”  Dr.  Hollander,  a professor  of  medicine 
emeritus  who  retired  last  June,  came  to  UNC  in  195^ 
as  a research  fellow  in  the  Department  ot  Medicine 
and  was  appointed  to  the  taculty  in  1956. 

* * * 

Sidney  E.  Mitchell  has  joined  the  North  Carolin; 
Memorial  Hospital  as  director  of  patient  care  man 
agement  for  the  Ob/Gyn  and  pediatrics  triads.  He  wa: 
formerly  an  administrative  resident  at  the  University 
of  Kentucky  Hospital. 

* * * 

Fred  Jones  has  been  appointed  director  of  employe 
relations  at  the  North  Carolina  Memorial  Hospital.  H 
was  formerly  director  of  the  federally-sponsorei 
"Year  for  Action”  program  at  Shaw  University  ii 
Raleigh. 

* * * 

Dr.  John  A.  Ewing,  director  of  the  Center  for  A 
cohol  Studies,  presented  "Predisposing  and  Protec 
ing  Factors  in  Alcoholism”  at  the  second  Southeas 
em  Conference  on  Alcohol  and  Drug  Abuse  in  Atlant 
to  staff  members  of  the  Peachford  Hospital  and  th 
Georgia  Academy  of  Family  Physicians. 

* * * 

Dr.  Ivor  Caro,  assistant  professor  of  dermatology 
made  two  presentations  at  the  annual  meeting  of  th 
American  Academy  of  Dermatology  in  Dallas. 

* * * 

Michelle  M.  Bittinger  of  occupational  therapy  h; 
been  accepted  as  a founding  associate  member  of  th 
American  Society  of  Hand  Therapists. 

* * * 

Dr.  Fred  W.  Ellis,  professor  of  pharmacology,  ar 
Dr.  Joyce  C.  Shaver,  clinical  assistant  professor  ij 
medicine,  attended  "Alcoholism:  The  Search  for  tl 
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Sources”  held  as  part  of  Alcoholism  Awareness  Week 
Ian.  18-20  in  Greensboro.  Dr.  Ellis  chaired  the  Jan.  18 
afternoon  session  and  Dr.  Shaver  served  as  a panelist 
for  “What  Clinicians  Want  from  Researchers.” 

:k  ijj  :k 

Dr.  William  C.  Trier,  professor  of  surgery,  spoke  on 
“Cosmetic  Surgery:  Why  to  do  it.  When  to  do  it.  How 
to  do  it.”  at  a general  meeting  of  the  North  Carolina 
Memorial  Hospital  Auxiliary  Jan.  18. 

* * * 

Dr.  Christopher  C.  Fordham  III,  dean  of  the  School 
af  Medicine  and  vice-chancellor  for  health  affairs,  has 
aeen  named  to  a 14-member  study  group  on  graduate 
medical  education  established  by  the  Josiah  Macy  Jr. 
Foundation. 

The  study,  “Graduate  Medical  Education,  Present 
and  Prospective,  A Call  For  Action,”  will  examine  the 
ntemship  and  residency  training  of  physicians.  The 
study  group  includes  physicians,  administrators, 
iconomists  and  editors  from  across  the  country. 

^ 5k  5k 

Dr.  Colin  D.  Hall,  associate  professor  of  neurology 
and  medicine  and  director  of  EEG/EMG  laboratories, 
aas  been  named  director  of  the  new  neuromuscular 
unit  in  the  Department  of  Neurology.  He  will  be  re- 
sponsible for  coordinating  the  department’s  clinical, 
■esearch  and  teaching  efforts  in  the  area  of  neuromus- 
:ular  disease. 


5k  5fC  5fC 

Dr.  Eugene  S.  Mayer  has  been  named  director  of 
he  North  Carolina  Health  Education  Centers 
AHEC)  program  and  associate  dean  in  the  School  of 
Medicine. 

Since  1972  Mayer  has  been  deputy  director  of 
AHEC,  a program  which  is  part  of  a national  experi- 
ment designed  to  improve  the  number  and  distribution 
T health  care  personnel  in  underserved  areas. 

He  succeeds  Glenn  Wilson,  who  was  named  chair- 
man of  the  new  department  of  community  medicine 
ind  hospital  administration  last  summer. 

A member  of  the  medical  school  faculty  since  1971 , 
Mayer  holds  appointments  as  associate  professor  of 
noth  family  medicine  and  medicine.  He  also  is  adjunct 
issistant  professor  of  epidemiology  in  the  School  of 
Public  Health  and  a research  associate  in  the  UNC 
rlealth  Services  Research  Center. 

5k  5k  5k 

Gerry  S.  Oxford,  assistant  professor  of  physiology, 
lias  been  awarded  a $64,000  grant  from  the  National 
Science  Foundation  to  study  one  of  the  mechanisms  of 
nerve  impulse  transmission.  Oxford  will  study  how 
|;odium  channels  open  and  close.  He  also  will  try  to 
letermine  how  certain  chemicals  and  drugs  — such  as 
|)DT,  compounds  related  to  aspirin  and  toxins  from 
jcorpions  and  sea  anemones  — disturb  the  normal 
opening  and  closing  of  the  sodium  channels. 

APRIL  1978,  NCMJ 
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Dr.  Fred  W.  Ellis,  professor  of  pharmacology,  and 
Dr.  James  R.  Pick,  director  of  the  Division  of 
Laboratory  Animal  Medicine,  have  received  an 
$11 ,000  March  of  Dimes  birth  defects  grant  to  study 
the  role  of  alcoholism  in  birth  defects.  They  hope  to 
learn  how  much  alcohol  in  the  blood  of  a pregnant 
animal  and  her  unborn  offspring  is  sufficient  to  cause 
birth  defects.  They  also  will  study  at  which  stages  of 
development  the  effects  of  alcohol  consumption  are 
most  and  least  serious  or  different  in  type. 

*  *  * * 

Dr.  Oscar  L.  Sapp  III,  52,  associate  dean  for  con- 
tinuing education  and  alumni  affairs  in  the  School  of 
Medicine  died  at  his  Chapel  Hill  home  Jan.  22. 

A professor  of  medicine  and  specialist  in  gastroen- 
terology, Dr.  Sapp  came  to  Chapel  Hill  in  1960  as  an 
instructor  in  medicine.  As  associate  dean,  a post  to 
which  he  was  named  in  1972,  he  was  known  across  the 
state  for  his  leadership  in  the  School  of  Medicine's 
alumni  and  continuing  education  activities. 

Born  in  Jacksonville,  Fla.,  in  1925,  Dr.  Sapp  was 
brought  up  in  Greensboro.  He  completed  his  under- 
graduate work  at  Guilford  and  Wake  Forest  Colleges. 
He  earned  his  M.D.  degree  in  1947  from  the  Bowman 
Gray  School  of  Medicine  and  was  awarded  its  Distin- 
guished Alumnus  Award  in  1972. 

* * * 

Dr.  John  Perkins,  professor  and  chairman.  Depart- 
ment of  Pharmacology,  has  received  a Lilly  Predoc  - 
toral  Fellowship  in  Biomedical  Science.  The  two-year 
fellowship,  awarded  by  the  Lilly  Research  Division  of 
the  Eli  Lilly  Company  of  Indianapolis,  will  be  used  by 
Dr.  Perkins  to  provide  research  support  for  Robert 
Frederich,  a UNC-CH  doctoral  candidate  in  phar- 
macology. 

* * * 

Dr.  Lawrence  R.  McCarthy,  assistant  professor  of 
bacteriology,  immunology  and  pathology,  has  been 
appointed  to  the  American  Academy  of  Microbiolo- 
gy’s committee  on  postdoctoral  educational  pro- 
grams. 

* * * 

Dr.  Frank  C.  Wilson,  professor  and  chairman  of  the 
division  of  orthopaedic  surgery,  has  been  installed  as 
president  of  the  Association  of  Orthopaedic  Chair- 
men. 

The  association,  founded  in  1971,  is  composed  of 
171  orthopaedic  chairmen  from  across  the  U.S.  The 
group  provides  a forum  for  discussion  of  problems 
related  to  undergraduate  and  graduate  medical  educa- 
tion and  coordinates  activities  among  orthopaedic  de- 
partments and  other  groups  interested  in  medical  edu- 
cation. 

* * * 

Dr.  Robert  A.  Whaley  has  been  appointed  associate 
professor  of  radiology.  He  comes  to  Chapel  Hill  from 


Walter  Reed  General  Hospital  in  Washington,  where 
he  has  been  chief  of  neuroradiology  since  1973.  A 
graduate  of  Marquette  University,  he  earned  his  M.S. 
and  M.D.  from  the  Medical  College  of  Wisconsin.  Dr. 
William  N.  Herbert  has  been  appointed  assistant  pro- 
fessor of  obstetrics  and  gynecology.  A native  of 
Graham,  he  earned  his  A.B.  at  Elon  College  and  his 
M.D.  at  Bowman  Gray  School  of  Medicine.  For  the 
past  two  years  he  has  been  a fellow  at  the  University  of 
Texas  Health  Science  Center  at  Dallas.  His  appoint- 
ment was  effective  Jan.  1.  Dr.  John  D.  Butts,  Jr.  has 
been  promoted  to  assistant  professor  in  the  Depart- 
ment of  Pathology,  effective  July  1. 

* * * 

Dr.  William  W.  McLendon,  professor  of  pathology. ! 
has  been  elected  as  an  American  Medical  Association,] 
trustee  to  the  American  Board  of  Pathology.  During 
1978,  he  will  serve  as  a trustee  designate  and  then  as  a 
trustee  for  three  years  beginning  Jan.  1,  1979. 

* * * 

Dr.  Judson  J.  Van  Wyk,  Kenan  professor  of  pediat 
rics,  has  been  invited  to  serve  as  a foreign  adviser  tc 
Japan’s  Foundation  for  Growth  Science  by  its  board, 
of  directors  and  the  president  of  the  Japan  Medica 
Association.  Van  Wyk  also  served  as  co-chairmar 
of  an  international  symposium  on  somatomedins  anc 
growth  which  was  held  in  March  in  Italy. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


The  Navy  has  awarded  a $185,000  research  contracl 
to  a Duke  scientist  to  devise  decompression  tables  for 
anew  electronically  controlled  underwater  breathing 
device. 

The  device,  developed  by  BioMarine  Industries, 
replaces  traditional  compressed  air  tanks  with  a 
backpack  that  recirculates  the  gas  a diver  breathes 
rather  than  releasing  it  into  the  water  as  bubbles. 

Dr.  Richard  Vann,  assistant  medical  research  pro- 
fessor of  anesthesiology,  received  the  contract.  He 
said  the  main  advantage  of  the  new  equipment  is  that  il 
will  allow  a free  diver  to  remain  underwater  for  as  long 
as  six  hours  regardless  of  depth. 

* * * 

Nearly  one-half  of  all  heart  attack  victims  coulc 
shorten  their  hospital  stays,  saving  money  and  reduc- 
ing the  chance  of  becoming  “cardiac  cripples.” 

That  is  the  conclusion  of  three  Duke  physicians  in  t 
report  published  in  the  New  England  Journal  Oj , 
Medicine. 

Drs.  J.  Frederick  McNeer,  Robert  A.  Rosati  anc 
Galen  S.  Wagner  concluded  that  45%  of  the  hear 
attack  victims  could  be  sent  home  in  one  week,  re 
ducing  patient  costs  by  an  average  of  $2,032. 


260 


Vol.  39,  No.  J 


The  researchers  estimated  that  reducing  hospitali- 
sation for  these  patients  could  save  the  nation  $360 
nillion  in  medical  costs  annually. 

McNeer,  an  associate  in  cardiology,  directed  the 
;tudy  which  was  supported  by  grants  and  a contract 
rom  the  Health  Resources  Administration  of  the  De- 
>artment  of  Health,  Education  and  Welfare. 

Rosati  and  Wagner  are  associate  professors  of  car- 
liology. 

The  American  Society  of  Clinical  Pathologists  has 
elected  Jeffrey  C.  Shivers,  a third-year  medical  stu- 
lent  as  a winner  in  its  annual  Sheard-Sanford  Contest . 

Shivers  earned  the  distinction  for  a research  paper 
le  wrote  entitled,  “Effect  of  Rheumatoid  Factor  and 
^nti-Immunoglobulin  G Antibodies  on  Complement- 
mediated  Lysis  of  Herpes  Simplex  Virus-Infected 
Juman  Fibroblasts.” 

* * * 

Dr.  Darrell  D.  Bigner  of  the  Department  of  Pathol- 
gy  and  Dr.  Peter  K.  Lauf  of  the  Department  of 
’hysiology  have  been  promoted  to  full  professors. 
Dr.  Peter  C.  Burger  and  Dr.  Diane  E.  McGrath  have 
een  promoted  to  associate  professor  of  pathology 
nd  assistant  professor  of  community  and  family 
tedicine,  respectively. 

Newly  appointed  faculty  members  include:  Dr. 
.ennart  Fagraeus,  assistant  professor  of  anesthesiol- 
gy;  Dr.  Richard  S.  Surwit,  associate  professor  of 
tedical  psychology;  and  Dr.  Bruce  A.  Weber,  as- 
ociate  professor  of  audiology. 

* ^ % 

A volume  presenting  reports  of  the  latest 
sychoanalytic  research  on  personality  development, 

3 be  published  by  the  National  Institute  of  Mental 
lealth,  will  include  a chapter  by  Dr.  Ewald  W. 
lusse,  associate  university  provost  and  dean  of  med- 
:al  and  allied  health  education. 

Busse  and  Dr.  Dan  G.  Blazer,  assistant  professor  of 
sychiatry,  are  co-editors  of  a publication  entitled 
Handbook  of  Geriatric  Psychiatry,”  to  be  published 
y Van  Nostrund  Reinhold  Co.  of  New  York. 

* * * 

Dr.  Nelson  L.  Levy,  associate  professor  of  im- 
mnology,  traveled  to  Stockholm,  Oslo,  Brussels  and 
ondon  earlier  this  year  to  discuss  recent  multiple 
derosis  research  and  to  learn  new  isotachophoretic 
rocedures. 

* * * 

Dr.  M.  Bruce  Shields,  assistant  professor  of 
phthalmology,  delivered  a paper  on  “Essential  Iris 
trophy”  at  the  International  Glaucoma  Congress  in 
liami.  He  contributed  a number  of  chapters  to  a book 
■ntitled  “Cataracts  in  Glaucoma,  1977.” 

* * * 

Dr.  James  A.  Bobula,  assistant  professor  of 
immunity  and  family  medicine,  is  an  organizer  of 

•RiL  1978,  NCMJ 


workshops  on  “How  to  Take  the  Certification  Exami- 
nation,” as  a part  of  a national  program  being  under- 
taken by  the  American  Academy  of  Family  Physicians 
to  encourage  qualified  practitioners  to  pursue  Board 
certification. 

* * * 

Everyone  associated  with  the  Biomedical  Interdis- 
ciplinary Curriculum  Project  (BICP)  knows  that  the 
real  value  of  the  program  can’t  be  measured  for  four  or 
five  more  years,  but  after  one  semester,  some  positive 
indicators  are  beginning  to  appear. 

The  BICP  was  begun  last  fall  in  four  North  Carolina 
high  schools  as  an  experiment  in  laying  an  educational 
foundation  specifically  designed  for  students  whose 
interests  and  aptitudes  are  leading  them  toward  health 
professions. 

Students  and  teachers  have  been  enthusiastic  about 
the  project,  and  students  already  have  begun  to  seek 
vocational  experiences. 

Harnett  Central’s  BICP  class  has  responded  to  a 
cross-county  challenge  from  Western  Harnett’s  bio- 
med  students,  as  each  class  tries  to  collect  more  dona- 
tions through  the  Red  Cross  Bloodmobiles  each  is 
sponsoring. 

Richmond  BICP  students  volunteered  their  time  to 
a glaucoma  screening  clinic  in  Rockingham. 

The  BICP  class  at  Scotland  High  School  in  Laurin- 
burg  planned  a program  for  parents,  teachers  and 
community  leaders  demonstrating  the  health-related 
laboratory  measurements  made  possible  using  the 
Biomedical  Instrumentation  Package  (BIP),  a 
patented  electronic  device  which  is  part  of  the  cur- 
riculum. 

BICP  is  sponsored  by  Duke,  the  Fayetteville  Health 
Education  Foundation  and  the  N.C.  Department  of 
Public  Instruction. 

It  is  under  the  direction  of  Dr.  Thomas  T. 
Thompson,  associate  dean  for  allied  health  education 
in  the  School  of  Medicine,  and  the  program  has  in- 
cluded customized  tours  of  Duke  to  meet  the  specific 
classes'  interests. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  James  G.  Jones,  professor  and  chairman  of  the 
Department  of  Family  Practice,  has  been  appointed  to 
the  board  of  directors  of  the  American  Board  of  Fam- 
ily Practice.  As  a board  member  Jones  will  be  repre- 
senting the  American  Academy  of  Family  Physicians. 

Jones  is  past  president  of  the  North  Carolina 
Academy  of  Family  Physicians  and  a delegate  to  the 
American  Academy  of  Family  Physicians.  For  the  last 
six  years  he  has  been  a member  of  the  American 
Academy’s  Commission  on  Education. 

In  addition  to  his  faculty  appointment  at  ECU, 
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Jones  serves  as  director  of  the  family  practice  resi- 
dency program  and  the  Eastern  Carolina  Family  Prac- 
tice Center. 


* * * 

The  Department  of  Pathology  conducted  a sym- 
posium, “Immunology  in  Cancer,”  in  February.  The 
program  was  sponsored  by  the  Eastern  Area  Health 
Education  Center  and  was  held  in  the  ECU  teaching 
addition  to  Pitt  County  Memorial  Hospital.  Participat- 
ing in  the  symposium  were  Dr.  Richard  L.  Tuttle, 
Department  of  Clinical  Investigation,  Burroughs 
Wellcome  Laboratories,  Research  Triangle  Park;  Dr. 
Seymour  Bakerman,  chairman  of  the  ECU  Depart- 
ment of  Pathology;  Dr.  Alvin  Volkman,  ECU  pathol- 
ogy professor;  Dr.  Spencer  Raab,  director  of 
hematology  and  oncology,  ECU  School  of  Medicine; 
and  Dr.  M.  Stephen  Mahaley,  chairman  of  the  De- 
partment of  Neurosurgery,  University  of  North 
Carolina-Chapel  Hill. 


* * * 

Representatives  of  the  ECU  School  of  Medicine 
and  Cherry  Hospital  in  Goldsboro  are  formulating 
plans  to  combine  their  resources  to  further  education 
and  research  in  the  area  of  mental  and  emotional  dis- 
orders. Dr.  James  L.  Mathis,  chairman  of  the  ECU 
Department  of  Psychiatry,  is  working  with  Cherry 
Hospital  officials  to  develop  a training  program  in 
psychiatry  which  will  “unify  and  expand  the  educa- 
tional resources  at  the  two  facilities  and  strengthen  the 
programs  available  at  both.” 

Members  of  the  committee  studying  the  proposed 
training  program  include  J.  Field  Montgomery,  direc- 
tor of  Cherry  Hospital;  Dr.  Eugene  V.  Maynard,  di- 
rector of  clinical  services  at  Cherry;  Dr.  Robert  P. 
Nenno,  medical  director,  Pitt  County  Mental  Health 
Center;  and  Dr.  Robert  R.  Ratcliffe,  associate  medical 
director,  Pitt  County  Mental  Health  Center. 

Consultants  to  the  committee  are  Dr.  James  W. 
Osberg,  deputy  director  for  the  state  mental  health 
programs;  Dr.  Peter  Witt,  research  director  for  the 
Division  of  Mental  Health  and  Mental  Retardation; 
and  Dr.  Preston  Walker,  director  of  medical  education 
for  the  Dorothea  Dix  — UNC-CH  training  program  in 
psychiatry. 

* * * 

Dr.  Donald  R.  Hoffman,  associate  professor  of 
pathology,  has  published  the  results  of  a research 
project  dealing  with  people’s  allergic  reactions  to  yel- 
low jacket  stings.  The  article,  “Allergens  in 
Hymenoptera  Venom  and  Identification  of  Some  of 
the  Enzymes  and  Demonstration  of  Multiple  Al- 
lergens in  Yellow  Jacket  Venom,”  appeared  in  the 
February  issue  of  the  Annals  of  Allergy.  Hoffman 
developed  laboratory  diagnostic  tests  for  yellow 
jacket  allergies  and  then  studied  the  clinical  reactions 
of  those  allergic  to  the  stings.  He  has  conducted  simi- 
lar research  with  bee  stings. 
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Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN*  (cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  1 1 2 ) TEGOPEN  9/ 1 1 /75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  (See  Important  Note  below.  I 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all,  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g„  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  patients  for  whom  pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg./Kg./day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N B : INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100,  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg./5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

fcloxadllin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


Effective  against  nonpenicillinase-producing  staphylococci 
tate-hemolytic  streptococci,  and  pneumococci.f 

°t  inhe<i',0ns  < a^sed  by  Pneumococci^  CtautpA* ^a-hemo^^c^tmtoTOCci^em^DSc11  • ?p  °!r1 '°  be  effcctjye  °nly  'n  the  treatment 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  in/eeii,,  • a nt*Penlc,h,n  G-resistant  and  penicillin  G-sensitive 
Staphylococcus  sensitive  to  clZcUUn  sodium « arrgan,sm1othJCr  tha"  a penicillin  G-«*i^nt 
or  any  other  penicillinase-resistant  semisynthetic  pSYh^S  cloxacillin  sodiun 


10  times  more  active  against  strep  than  staph. 
Well  absorbed  from  the  G.I.  tract.J 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
for  prescribing  information. 


Over  45  pathologists  and  clinical  chemists  repre- 
senting 22  states  and  Canada  attended  a seminar,  . A 
Review  of  Clinical  Chemistry  for  Practicing 
Pathologists  and  Clinical  Chemists,’  March  2-6  in 
Greenville.  The  seminar  was  sponsored  by  the  De- 


The fate  of  the  plan  for  federal  control  of  hospital 
revenues  may  be  decided  shortly  in  the  House  Ways 
and  Means  subcommittee  on  health. 

The  subcommittee  has  before  it  the  administration’s 
plan  for  a 9%  ceiling  on  hospital  revenue  increases  and 
a proposal  by  the  subcommittee  chairman,  Dan  Ros- 
tenkowski  (D-Ill. ),  for  a standby  federal  conti  ol  plan  it 
the  voluntary  effort  fails.  Many  members  of  the  sub- 
committee are  opposed  to  both  approaches  and  the 
final  vote  may  be  close. 

(The  voluntary  effort  is  a broad  national  prorgram 
led  by  the  American  Hospital  Association,  the  Ameri- 
can Medical  Association  and  the  Federation  of 
American  Hospitals.  It  seeks  to  achieve  significant 
reductions  in  the  rate  of  increase  in  hospital  costs  over 
the  next  several  years.  It  has  a national  steering  com- 
mittee and  state-level  committees  in  most  states.) 
Rep.  Rostenkowski  in  a speech  before  the  American 
Hospital  Association's  annual  meeting  set  forth  his 
plan  as  a possible  compromise  that  might  secure  the 
backing  of  health  providers.  He  said  the  controls 
would  take  effect  only  if  the  voluntary  effort  to  curb 
costs  failed  to  reach  its  goal  of  a 2%  drop  in  the  annual 
rate  of  hospital  revenue  increases. 

However,  the  AHA  said  the  Rostenkowski  plan 
“would  have  an  adverse  impact  on  efforts  already 
under  way  in  the  voluntary  effort  for  hospital  cost  con- 
tainment.” “Furthermore,”  the  association  said, 
“arbitrary  caps  on  hospital  revenues  are  tantamount 
to  wage-price  controls  in  one  segment  of  an  industry 
and,  as  such,  are  inequitable  and  administratively  un- 
workable.” 

In  a Washington  alert  to  all  members  the  AHA 
contended  that  Rostenkowski's  triggering  mechanism 
for  the  revenue  cap  “could  place  legislative  controls  in 
effect  despite  a successful  voluntary  effort.  For 
example,  the  voluntary  effort  will  be  deemed  to  have 
failed  even  if  the  rate  of  increase  in  costs  is  reduced  by 
4%  or  more  in  the  next  two  years,  but  the  decrease  is 
the  sum  of  a greater  than  2%  reduction  the  first  year 
and  a less  than  2%  reduction  the  second.” 

In  later  years  “if  the  rate  ever  increases  beyond  the 
prior  year's  level,  no  matter  how  small  or  how  justified 


partment  of  Pathology  and  was  conducted  by  Dr 
Seymour  Bakerman,  chairman  of  the  department,  ani 
Drs.  Joseph  Litten  and  Donald  Hoffman,  patholog; 
professors.  Bakerman  has  taught  the  course  at  medi 
cal  centers  across  the  United  States  since  1974. 


the  increase  might  be  (i.e.  as  a result  of  uncontrollably 
factors  in  the  economy),  the  legislative  revenue  ca 
would  go  into  effect.” 

The  triggering  mechanism,  according  to  the  AH/ 
“would  destroy  the  incentive  to  reduce  costs  volui 
tarily.  If  hospitals  in  the  aggregate  reduced  their  cosi 
as  much  as  possible  in  one  year,  they  could  find 
more  difficult  to  cut  as  much  the  next.  On  the  oth< 
hand,  if  hospitals  limit  their  efforts  in  the  first  yea 
they  probably  would  be  in  a better  position  to  susta 1 
their  level  of  effort  the  following  year.  In  other  word 
the  provisions  of  the  triggering  mechanism  wou! 
hamper  efforts  to  reduce  costs  as  rapidly  as  possible. 

In  addition,  the  triggering  mechanism  does  not  tal 
into  account  changes  in  inflation  or  increases  in  tl 
gross  national  product  from  year  to  year,  according 
the  AHA.  “The  voluntary  effort  provides  that  its  go 
be  adjusted  in  accordance  with  the  changes  in  the  ra 
of  increase  (inflation  plus  real  growth)  in  the  GNP. 

* * * 

Congress  is  moving  early  on  the  controversi 
Health  Planning  Law  which  comes  up  for  renewal  tl 
year.  Sen.  Edward  Kennedy  (D-Mass.)  and  Rep.  Pa 
Rogers  (D-Fla.)  have  introduced  legislation  to  amei 
the  law  and  the  administration  has  set  forth  its  ideas  < 
changes. 

The  three  approaches  are  similar,  general 
strengthening  the  present  law  rather  than  diluting 
The  three  bills  would  subject  expensive  new  equi 
ment  in  physicians’  offices  to  planning  approval,  t, 
most  significant  change  from  the  standpoint  of  phy  j 
cians. 

Appearing  before  the  House  Commerce  subco 
mittee  on  health,  officials  of  the  American  Medii 
Association  urged  a flat  repeal  of  the  Planning  Law 
this  can’t  be  accomplished,  AMA  amendments  shi- 
ing  authority  and  responsibility  for  planning  to  tj 
local  level  should  be  adopted,  the  witnesses  said. 

Testifying  for  the  AMA  were  Dr.  Frank  Jirka,  Jr. 
Berwyn,  111.,  vice  chairman  of  the  AMA  board  I 
trustees,  and  Dr.  Archie  Johnson  of  Raleigh,  N.C 

Dr.  Jirka  told  the  subcommittee  that  “health  pi  ; 
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ling  must  be  flexible  enough  to  accommodate  the 
ifferent  medical  needs  of  various  communities  and  of 
idividual  patients  and  thus  to  insure  the  availability 
f high  quality  medical  care  for  all  persons.” 

“This  is  achieved  best  by  placing  the  planning  au- 
lonty  and  power  at  the  local  level  and  by  insuring 
lat  those  most  directly  involved  in  it  have  the  basic 
:sponsibility  for  making  decisions  regarding  the  qual- 
y,  distribution,  and  availability  of  services.”  He  said 
lat  most  of  the  amendments  submitted  so  far  would 
impose  additional  limitations  and  ration  health  re- 
>urces  rather  than  improve  planning. 

Three  major  proposals  in  the  legislation  introduced 
' ReP-  R°gers  “cause  us  deep  concern”  Dr.  Jirka 
id.  These  would  extend  the  certificate  of  need  to 
lysicians’  offices,  require  states  to  develop  a pro- 
am  to  discontinue  health  services  deemed  to  be  in- 
propriate,  and  give  the  Health,  Education  and  Wel- 
e Department  much  tighter  control  over  Title  16 
ealth  Resources  Development)  funds. 

Broadening  certificate  of  need  to  cover  purchase  of 
jor  medical  equipment  in  physicians’  offices  would 
a dramatic  extension”  of  the  Planning  Law  that 
ould  have  long-range,  unintended  effects,”  he  said, 
noted  that  the  National  Commission  on  the  Cost  of 
dical  Care,  an  independent  committee  sponsored 
the  AMA,  recommended  that  certificate  of  need 
end  to  physicians’  office  equipment  only  if  the 
gram  proves  effective  as  a cost  containment  mea- 
e tor  hospitals  and,  even  then,  only  to  cover 


facilities  or  services  duplicating  those  within  institu- 
tions. Replacement  equipment  would  be  exempt. 

There  is  as  yet  little  evidence  to  support  the  notion 
that  certificate  of  need  results  in  significant  cost- 
savings,  even  for  those  services  presently  covered  ” 
he  said. 

The  Rogers  provision  for  discontinuation  of  health 
services  deemed  inappropriate  under  national  criteria 
developed  by  the  HEW  secretary  poses  the  question 
of  whether  “HEW  can  better  make  decisions  as  to 
what  services  are  needed  in  a community  than  the 
community  itself,”  said  Dr.  Jirka.  “Is  Congress  will- 
ing to  gamble  with  the  future  health  care  in  this  coun- 
try in  the  absence  of  any  experience  that  may  be 
gained  through  presently  unproven  guidelines9”  he 
asked. 

Dr.  Johnson  urged  Congress  to  require  that  specific 
percentages  of  practicing  physicians  be  members  of 
Health  Systems  Agency  (HSA)  governing  bodies, 
state  health  coordinating  councils  and  the  National 
Health  Planning  Council. 

He  expressed  strong  opposition  to  amendments  that 
empower  the  HEW  secretary  to  set  maximum  and 
minimum  standards  for  local  institutional  health  ser- 
vices, saying  this  “undermines  any  notion  of 
community-based  health  planning.” 

“It  would  insure  that  HSAs  would  merely  be  the 
enforcement  mechanism  for  planning  decisions  made 
by  HEW,”  said  Dr.  Johnson. 

The  AMA  is  “extremely  disappointed  that  none  of 


TEGA-SPAN  CAPELLETS 

rEGA-SPAN  CAPELLETS  FOR  MORE  ADVANCED  NICOTINIC  ACID 

THERAPY 

Each  capsule  contains:  . . . 400  mg  of  pure  pelletized 
Nicotinic  Acid 

Tegu’?pan  1S  indicated  where  reduction  of  serum  chloresterol  and  total 

is  desirable- [t  may  ais° be  usefui  in 

SS MINISTRATION:  Usual  dose  is  one  or  two  capellets  twice  daily  with  or 
deral  Law  prohibits  dispensing  without  a prescription 

>e?!?JURE  0NE  0E  THE  M0ST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH 
\ST  AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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the  proposals  being  considered  would  reverse  the  ag- 
grandizement of  federal  control,  he  declared.  In 
fact  certain  recommendations  would  insure  the  sec- 
retary’s status  of  health  care  czar.  This  ever  increas- 
ing federal  regulation  of  medical  care  is  inimical  to  the 
best  interests  of  patients. 

Dr.  Johnson  insisted  that  health  planning  decisions 
be  made  locally.  “Our  proposals  are  aimed  at  restor- 
ing to  local  communities  the  decision-making  powei  in 
health  planning,  and,  more  importantly,  are  specifi- 
cally aimed  at  curbing  excessive  powers  ot  the  secre- 
tary. We  cannot  emphasize  enough  the  need  at  this 
time  to  realign  the  planning  program  by  circumscrib- 
ing excessive  federal  authority  as  a fundamental  step 
in  insuring  a rational  determination  of  need  tor  health 
resources  based  on  community  and  patient  needs.” 

* * * 

At  the  direction  of  the  government,  health  insur- 
ance carriers  are  mailing  letters  to  the  nation's  physi- 
cians listing  their  total  dollar  Medicare  business  last 
year.  Physicians  have  30  days  in  which  to  review  the 
figures  and  return  them  to  the  carrier  with  comments 
or  changes. 

The  totals  for  all  physicians  will  be  available  to  the 
public  at  the  offices  of  the  carriers,  the  regional  offices 
of  HEW,  and  at  Medicare’s  main  office  in  Baltimore. 

The  compilation  is  a follow-up  to  the  decision  by 
HEW  last  year  to  publish  the  names  of  physicians  who 
did  more  than  $100,000  a year  in  Medicare  business. 


HEW  Secretary  Joseph  Califano  said  the  “sunshine’ 
laws  regarding  public  scrutiny  of  federal  operation; 
required  public  disclosure. 

Under  the  new  approach,  there  is  no  $100,000  cut 
off.  All  Medicare  payments  to  physicians  for  the  pre  j 
vious  calendar  year  will  be  open  to  those  seeking  th< 
specific  information. 

* * * 

Representatives  from  17  state  medical  societies  re 
cently  visited  their  Congressmen  in  Washington  t 
give  their  views  on  important  health  bills  in  a one-da 
legislative  blitz. 

Fifty-five  physicians,  medical  society  executive 
and  other  officials  took  part  in  the  visit  sponsored  b 
the  AMA. 

The  delegations  focused  on  the  hospital  cost  cot 
tainment  and  health  planning  measures  and  reporte 
that  Congressmen  were  eager  to  hear  their  views  an 
welcomed  the  interchange. 

States  represented  included  California,  Colorado 
Connecticut,  Florida,  Illinois,  Indiana,  Louisian;) 
Maryland,  Michigan,  New  Jersey,  North  Carolin; 
Ohio,  Pennsylvania,  Tennessee,  Texas,  Virginia  ar 
West  Virginia. 

* * * 

The  government  has  issued  new  rules  requirii 
health  maintenance  organizations  (HMOs)  to  mal1 
their  services  available  and  accessible  around  tl 


We  can  help  you  help  your  patient . . . 

Problem  Pregnancy  Counseling 

without  charge,  anywhere  in  N.C. 

Caseworker  will  travel  to  client  if  your  patient 
cannot  go  to  CHS  office. 

To  refer  your  patient,  or  for  more  information, 
call  our  nearest  district  office: 


Asheville  (704)258-1661 

Chapel  Hill  (919)929-4708 
Charlotte  (704)372-7170 


Fayetteville  (919)483-8913 
Greensboro  (919)274-1538 
Greenville  (919)752-5847 


Wilmington  (919)763-9727 
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ock,  to  operate  on  a fiscally  sound  basis  and  to 
•eate  governing  bodies  with  more  consumer  rep- 
:sentation.  In  addition,  the  regulations  cut  the 
iperwork  for  Medicare  and  Medicaid  patients  who 
troll  in  HMOs. 

Joseph  Califano,  HEW  secretary,  said  the  rules 
institute  an  important  step  in  our  drive  to  expand" 
MOs. 

"The  new  rules  are  designed  to  ease  the  administra- 
/e  burden  which  HMOs  have  faced  in  the  past  in 
tempting  to  serve  both  Medicare  and  Medicaid  pa- 
mts,”  he  said. 

One  change  would  permit  reimbursement  of  HMOs 
at  serve  Medicare  patients  for  the  cost  of  insurance 
e HMOs  buy  against  catastrophic  illness  among 
eir  members. 

* * * 

To  see  if  Laetrile  has  any  documentable  anti-tumor 


effects,  the  National  Cancer  Institute  will  collect  med- 
ical records  from  cancer  patients  who  have  used  it. 

Laetrile  is  available  in  14  states,  and  NCI  officials 
hope  data  from  the  large  number  of  patients  thought  to 
be  using  the  drug  will  be  decisive  in  deciding  whether 
or  not  to  proceed  to  clinical  trials.  Laetrile  has  failed  to 
show  a reproducible  anti-tumor  effect  in  at  least  a 
dozen  animal  trials. 

According  to  Dr.  Neil  Ellison  of  the  institute,  the 
same  criteria  used  in  judging  case  reports  of  other 
cancer  therapies  will  be  used  to  judge  Laetrile.  Cancer 
diagnosis  in  patients  submitting  records  will  have  to  be 
proved  by  biopsy  and  objective  evidence  of  anti- 
tumor effects  will  have  to  be  shown  by  X-ray,  scan- 
ning, physical  examination,  or  other  means.  NCI  is 
interested  in  patients  who  used  Laetrile  with  or  with- 
out the  metabolic  therapy  and  chelating  agents  now 
being  advocated  by  Laetrile  proponents. 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . 


if  there 
are  problems 
and  there 
is  drinking... 
drinking 

may  be  the 

only  Problem/ 


BOX  508  STATESBORO,  OA  30458  (912)  764-6238 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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JAMES  ALLEN  CROWELL,  M.D. 

Dr.  James  Allen  Crowell  died  December  24,  1977. 
He  was  born  June  14,  1917,  at  Lake  Arthur, 
Louisiana.  He  received  his  B.S.  and  M.D.  degrees 
from  Louisiana  State  University.  He  interned  at  the 
University  of  Iowa  Hospital  and  served  residencies  in 
obstetrics  at  Baltimore  City  Hospital  and  in 
obstetrics-gynecology  at  the  Philadelphia  Lying-In 
Hospital.  During  World  War  II,  Dr.  Crowell  served 
with  the  5th  Army  Medical  Corps  in  North  Africa  and 
Italy  and  was  awarded  the  Bronze  Star  with  five  Battle 
Stars.  He  was  a member  of  the  U.S.  Army  Reserve 
and  before  his  retirement  last  year  as  colonel  was 
commanding  officer  of  the  3297th  U.S.  Army  Reserve 
Hospital  Unit,  Section  3,  an  outgrowth  of  the  original 
Charlotte  38th  Evacuation  Hospital  Unit. 

At  the  end  of  World  War  II,  Dr.  Crowell  came  to 
Charlotte  as  an  associate  of  Dr.  Brodie  Nalle,  a foun- 
der of  the  Nalle  Clinic.  After  Dr.  Nalle  retired  in  1947, 
Dr.  Crowell  served  as  chief  of  obstetrics  and  gynecol- 
ogy at  the  Nalle  Clinic  and  in  1970  became  treasurer  of 
the  clinic.  He  was  chief  of  obstetrics  and  gynecology 
at  Charlotte  Memorial  Hospital  for  nine  years,  and 
chief  of  obstetrics  and  gynecology  at  Mercy  Hospital 
in  1957. 

Dr.  Crowell  was  a member  of  the  Mecklenburg 
County  Medical  Society,  the  North  Carolina  Medical 
Society,  the  American  Medical  Association  and  the 
Southern  Medical  Association.  He  was  a Diplomate  of 


the  American  Board  of  Obstetrics  and  Gynecology,  < 
Founding  Fellow  of  the  American  College  of  Obstetri 
cians  and  Gynecologists,  a former  Secretary 
Treasurer  of  District  Four  of  the  college,  a Fellow  o 
the  American  College  of  Surgeons,  of  the  Americai 
Fertility  Society  and  of  the  Pan  American  Cance 
Cytology  Society.  He  was  the  second  president  of  th< 
Charlotte  Obstetrical  and  Gynecological  Society  an< 
had  served  as  president  of  the  North  Carolina  Obstet 
rical  and  Gynecological  Society  and  of  the  South  At 
lantic  Association  of  Obstetricians  and  Gynecol 
ogists.  He  had  a number  of  medical  papers  publishei 
in  medical  journals  following  presentation  at  specialt 
society  meetings. 

He  was  a member  of  the  Charlotte  Rotary  Club  - 
and  had  a record  of  22  years  of  perfect  attendance.  H 
was  a member  of  the  Charlotte  Country  Club. 

Dr.  Crowell  is  survived  by  his  wife,  the  forme 
Elizabeth  Julia  Hurley  of  Wayne,  Pennsylvania;  thre 
daughters,  Mrs.  Barry  R.  Farr  of  Blue  Springs,  Mis 
souri,  Mrs.  C.  Raymond  Fernandez  and  Mrs.  Gary  F 
Scott  of  Charlotte;  a son,  James  Allen  Crowell,  Jr.,  c 
Chapel  Hill;  a brother.  Dr.  Edwin  A.  Crowell  c 
Galesburg,  Illinois;  and  six  grandchildren. 

Dr.  Crowell  was  a quiet,  unassuming  and  sincei 
man,  an  able,  dedicated  and  hard-working  physiciar 
an  outstanding  professional  who  truly  made  his  cor 
tribution. 

Mecklenburg  County  Medical  Society 
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Classified  Ads 


IS1TION  WANTED:  Medical  Group  Administrator,  age  29,  seeks 
to  relocate  in  N.C.  B.S.  degree,  current  MBA  Candidate.  Extensive 
ixperience  in  all  phases  of  clinic  management  including  accounting, 
iata  processing,  personnel,  collections,  lab  and  x-ray,  etc.  Highly 
motivated,  self  starter;  desires  challenging  position.  Complete  re- 
sume upon  request.  Please  write:  Boxholder,  P.O.  Box  3744, 
lackson,  Tennessee  38301. 

3RK  AND  PHYSICIAN  AFFILIATION  WANTED:  Professional 
-ounselor  and  Therapist,  private  practice,  is  available  for  part- 
ime  affiliation  and  work  with  a physician  or  medical  clinic.  Willing 
o travel  and  work  at  your  location.  Clinical  experience  and 
pecialization  is  in  the  outpatient  practice  of  individual  counseling 
ind  marital  therapy.  If  interested,  write  or  phone  Secretary,  Fam- 
ly  and  Individual  Counseling,  P.O.  Box  131,  Rockingham,  N.C. 
18379  (919)  997-4444. 


CUM  FAMILY  PRACTICE  — Carolina  Coastal  town,  N.C. 
icense  necessary,  salary  negotiable  — June,  July,  Aug.,  Sept. 
:howan  Medical  Center  or  David  O.  Wright,  M.D.,  Edenton,N.C 
919)  482-2116. 


PEN  MUSHROOM  CONFERENCE  — Identification  of  edible, 
oisonous,  and  hallucinogenic  mushrooms.  Treatment  of  mush- 
oom  poisoning.  Microscopy.  Novice  and  Advanced  courses. 
JV1A  Category  I.  August  13-18,  1978.  Wildwood  Inn,  Snowmass- 
t-Aspen,  Colorado.  Contact  Beth  Israel  Hospital,  1601  Lowell 
boulevard,  Denver,  Colorado  80204  (303)  825-2190  ext.  359. 

R RENT:  Physician’s  furnished  guest  home  in  cool  Blowing  Rock, 
.C.  Sleeps  4 to  6.  Weekly  and  monthly  rates.  Contact:  Charles 
avant,  IH,  M.D.,  P.O.  Box  8,  Blowing  Rock,  N.C.  28605. 


IT- TIME  PSYCHIATRIST:  A Part-time  Psychiatrist  is  needed  to 
ipervise  a modem  In-patient  Psychiatric  Nursing  Unit  at  Central 
rison,  Raleigh,  N.C.  Salary  negotiable.  Please  forward  resume  to: 
lr.  L.  F.  Wheeler,  Hospital  Administrator,  Central  Prison,  835 
(est  Morgan  Street,  Raleigh,  N.C.  27603  or  phone  (919)  828-2361 
QUAL  OPPORTUNITY  EMPLOYER. 


VSTAL  NORTH  CAROLINA  — Beautiful  and  historic  Edenton 
l Albemarle  Sound.  Ophthalmologist  to  join  primary  care  group 
new  modern  25,000  sq.  ft.  comprehensive  fee  for  service  am- 
datory  care  center.  Modern  eye  lanes,  retina  room,  minor 
'^^'Opt'cian’s shop.  Contact  Dr.  C.  Lucas,  P.O.  Box  J,  Eden- 
n,  27932.  Phone  919-482-8461. 


N.  C.  — Family  Physicians  needed  in  beautiful  and  historic  Edenton 
located  on  Albemarle  Sound  near  famous  Outer  Banks.  Board 
Certified/eligible  to  join  primary  care  group  with  pharmacy  in  new 
modem  25,000  sq.  ft.  comprehensive  innovative  problem  oriented 
ambulatory  health  center  utilizing  team  modules/protocols/audit 
serving  mral  area  of  40,000  persons.  Sophisticated  computerized 
data  systems.  Rotating  call.  Ob.  Comprehensive  JCAH  120  bed 
hospital.  Active  teaching  affiliation  with  three  medical  schools. 
Close  referral  centers.  Fee  for  service.  Salary  negotiable  — plus 
fringes  plus  bonuses.  No  investment.  Reasonable  hours.  Time  to  be 
with  family.  Friendly  people.  Scenic  beauty.  Cultural  activities  and 
good  schools.  Unpolluted.  Progressive  atmosphere.  Metropolitan 
Norfolk,  Va.  70  miles.  Contact  C.  Lucas,  M.D.,  P.O.  Box  J 
Edenton,  27932.  Night  919-482-8461. 

NORTH  HILLS  PROFESSIONAL  PARK  — Raleigh  — medical 
space  available,  ideal  for  psychiatry,  excellent  location,  ample 
parking,  all  facilities  furnished;  also  additional  space  which  can  be 
laid  out  to  individual  needs  — phone  (919)  787-9375 


FOR  SALE:  Two  man  Clinic.  Reception  room.  Business  Office.  Six 
examining  rooms.  Two  consultation  rooms.  Laboratory,  X-ray, 
Nurses  station.  Utility  room.  Parking  lot.  Hospital  available.  Good 
Location.  Well  populated  industrial  area.  Selling  because  of  re- 
tirement. Contact:  Joseph  A.  Young,  M.D.,  222  West  A Street, 
Newton,  N.C.  28658,  telephone  704-465-0303. 

EMERGENCY  PHYSICIANS,  Full  and  part-time:  Needed  im- 
mediately several  part-time  and  full-time  emergency  physicians 
with  fees  to  $28  per  hour  or  $52,000  per  year,  mal-practice  fur- 
nished. Central  Carolina  Area.  All  inquiries  strictly  confidential. 
Write:  C.M.S.,  P.O.  Box  2154,  Chapel  Hill,  N.C.  27514 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  with  P.A.  in  expansion  of  established  multi-specialty 
group;  118  JCAH  hosp.,  delightful  small  historic  town  on  Al- 
bemarle Sound;  Salary  & %.  Life,  health,  disability,  malpractice 
ins.  etc.  All  available.  Send  resume  to  David  Wright,  M.D.,  Cho- 
wan Medical  Center,  Edenton,  N.C.  27932  Tel:  919-482-2116. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 
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Nalfon 

fenoprofen  calcium 

300-mg.  Pulvules  and  600-mg.  Tablets 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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Each  capsule  contains 
mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 


Eications  in  providing 
Librium®  (chlordiaz- 
it  antisecretory  and 
if  Quarzan®  (clidinium  Br)  for 
ly^gjoowel  syndrome*  and 


* Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  following  page. 


Librax 

Each  capsule  contains  5 mg  chlordiaz epoxide  HCI 
and  2.5  mg  clidinium  Br. 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (eg.,  operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 


AMA 

Membership 
Insurance 
Programs 
— Protection  for 
AMA  Members 
and  their 
Families 

AMA  has  accumulated  a portfolio  of 
insurance  protections  available  to 
members  which  is  consistent  with  the 
excellence  found  in  other  member 
services. 

AMA  membership  insurance  plans 
include:  Excess  Major  Medical,  Life, 
In-Hospital,  Accidental  Death,  Disa- 
bility Income,  and  Office  Overhead. 
And  these  are  just  the  beginning; 
others  are  already  in  development 
stages.  AMA  intends,  above  all,  to  be 
responsive  to  the  needs  of  members 
in  the  very  important  matter  of  insur- 
ance protection. 

These  insurance  programs  are 
among  the  most  important  of  AMA's 
many  membership  advantages.  We 
invite  your  further  inquiry. 

For  costs  and  further  details  of  the 
coverages,  including  exclusions, 
any  reductions  or  limitations  and  the 
terms  under  which  the  insurance 
may  be  continued  in  force,  write  to: 

Robert  M.  Kirk,  Director 

AMA-Members  Investment 

& Insurance 

535  North  Dearborn  Street 

Chicago,  IL  60610 

or  telephone:  (312)  751-6252. 


ROCHE 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Hotter  monitor  Scanning 
Service  and  Equipment. 


Graphic  Cardiology  provides  prompt,  professional 
scanning  service  and  the  equipment  for 
24-hour  Holter  Monitor  cardiac 
recordings.  A complete  report  is 
sent  to  you  within  24  hours.  If  the 
condition  is  serious,  you  will  be  notified 
by  telephone  immediately.  The  scan- 
ning is  done  by  a trained  Cardiovascular 
Technician  with  more  than  7 years  of 
experience  in  scanning  and  cardiology. 


For  more  information  and  a free 
detailed  brochure,  contact  Graphic 
Cardiology,  P.O.  Box  713,  1239 
Pine  Knolls  Road,  Kernersville, 
N.C.  27284.  Telephone  — 


919/996/5362. 


P 


Graphic  ACardloloQu 


□ Please  have  a technician  call  for  an  appointment 
to  discuss  your  Holter  Monitoring  Services. 

□ Please  send  a free  brochure. 


ADDRESS  . 
CITY 


ORGANIZATION  . 


. ZIP  CODE  . 


■J 


John  H.  Felts,  M.D. 
Winston-Salem 

EDITOR 

John  S.  Rhodes,  M.D. 

Raleigh 

ASSOCIATE  EDITOR 

Mr.  William  N.  Hilliard 
Raleigh 

BUSINESS  MANAGER 

EDITORIAL  BOARD 

Charles  W.  Styron,  M.D. 

Raleigh 

CHAIRMAN 

George  Johnson,  Jr.,  M.D. 

Chapel  Hill 

Edwin  W.  Monroe,  M.D. 

Greenville 

Robert  W.  Prichard,  M.D. 

Winston-Salem 

Rose  Pully,  M.D. 

Kinston 

John  S.  Rhodes,  M.D. 

Raleigh 

Louis  Shaffner,  M.D. 
Winston-Salem 

Robert  E.  Whalen,  M.D. 

Durham 


The  appearance  of  an  advertisement  in  this  publication  does 
not  constitute  any  endorsement  of  the  subject  or  claims  of 
the  advertisements. 

The  Society  is  not  to  be  considered  as  endorsing  the  views 
and  opinions  advanced  by  authors  of  papers  delivered  at  the 
Annual  Meeting  or  published  in  the  official  publication  of  the 
Society.  — Constitution  and  Bylaws  of  the  North  Carolina 
Medical  Society,  Chapter  IV,  Section  4,  page  4. 

NORTH  CAROLINA  MEDICAL  JOURNAL,  300  S. 
Hawthorne  Rd.,  Winston-Salem.  N.C.  27103,  is  owned  and 
published  by  The  North  Carolina  Medical  Society  under  the 
direction  of  its  Editorial  Board.  Copyright®  The  North 
Carolina  Medical  Society  1978.  Address  manuscripts  and 
communications  regarding  editorial  matter  to  this 
Winston-Salem  address.  Questions  relating  to  subscription 
rates,  advertising,  etc.,  should  be  addressed  to  the  Business 
Manager,  Box  27167,  Raleigh,  N.C.  27611.  All  advertise- 
ments are  accepted  subject  to  the  approval  of  a screening 
committee  of  the  state  Medical  Journal  Advertising  Bureau, 
71 1 South  Blvd.,  Oak  Park,  Illinois  60302  and/or  by  a Com- 
mittee of  the  Editorial  Board  of  the  North  Carolina  Medical 
Journal  in  respect  to  strictly  local  advertising.  Instructions 
to  authors  appear  in  the  January  and  July  issue.  Annual 
Subscription,  $10.00.  Single  copies,  $1.00.  Publication  of- 
fice: Edwards  & Broughton  Co.,  P.O.  Box  27286,  Raleigh, 
N.C.  27611.  Second-class  postage  paid  at  Raleigh,  North 
Carolina  27611. 


NORTH  CAROLINA 
MEDICAL  JOURNAL 

Published  Monthly  as  the  Official  Organ  of 
The  North  Carolina 
Medical  Society 


May  1978,  Vol.  39,  No.  5 


Special  Article 

A Challenge:  Can  Physicians  Continue  to  Control  the  Review  of 


Medical  Services? 295 

M.  Frank  Sohmer,  Jr.,  M.D.,  and  Connie  M.  Bass 

Laboratory  Medicine 

Efficient  Estimate  of  White  Count  Differential  297 


Charles  C.  Stamey,  M.D.,  and  Betsy  A.  Parsley,  M.D. 
Original  Articles 

The  Unknown  Primary  in  Metastatic  Head  and  Neck  Cancer,  A 


Clinical  Approach 299 

W.  Fred  McGuirt,  M.D. 

Editorials 

Potassium  Isn’t  Always  Good  for  You  301 

Bulletin  Board 

New  Members  of  the  State  Society 302 

What?  When?  Where?  302 

News  Notes  from  the  University  of  North  Carolina-Chapel 
Hill  School  of  Medicine  and  North  Carolina  Memorial 

Hospital 309 

News  Notes  from  the  Duke  University  Medical  Center  ....  311 
News  Notes  from  the  East  Carolina  University  School  of 

Medicine  312 

News  Notes  from  the  Bowman  Gray  School  of  Medicine  of 

Wake  Forest  University 313 

American  Board  of  Family  Practice 318 

American  College  of  Radiology 318 

Month  in  Washington 319 

In  Memoriam 326 

Message  of  the  President  to  the  House  of  Delegates  . 327 

Annual  Address  of  the  President 330 

Classified  Ads 333 

Index  to  Advertisers 334 


Contents  listed  in  Current  Contents/Clinical  Practice 


Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg.d  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S Pat  No  3,056,836 

VASODILAN 

( ISOXSUPRINE  HCI) 

20-mg  tablets 
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ms  asthmatic 
isn't  worried  about  hi! 


ext  breath... 

he’s  active 
he's  effectively 
maintained  on 

QUIBRON 

Each  capsule  or  fablespoonful  (15  ml)  elixir  contains 
theophylline  (anhydrous)  1 50  mg  and  glyceryl  guaiacolate 
(guaifenesin)  90  mg.  Elixir:  alcohol  15% 


high  theophylline  for  effective 
around-the-clock  therapy 

Quibron  may  give  the  asthmatic  up  to  eight  hours  of 
bronchodilation  with  each  dose  and  provides  the 
high  dosages  of  theophylline  which  ore  now  believed 
necessary  to  keep  patients  free  of  acute  attacks  and 
chronic  wheezing. 

100%  free  theophylline 

Quibron  helps  achieve  high  serum  theophylline  levels 
with  minimal  dosage  volume... delivers  100% free 
theophylline  in  comparison  to  many  other  com- 
pounds which  contain  from  47%  to  91%  effective 
theophylline. 

individualized  theophylline 
dosage  schedule 

Today's  more  efficient  usage  of  theophylline  includes 
individualizing  dosage  and  monitoring  serum  theo- 
phylline levels.  The  usual  recommended  dosages  of 
Quibron  ore:  Adults  — 1 to  2 capsules  or  toblespoon- 
fuls  every  6 to  8 hours;  dosage  may  be  cautiously 
adjusted  upward  when  necessary  to  a maximum  of 
2000  mg  theophylline  per  24  hours.  Children  under 
12—4  to  6 mg  theophylline  per  kg/body  weight 
every  6 to  8 hours;  dosage  may  be  cautiously  ad- 
justed up  to  9 or  10  mg/kg  every  6 hours. 


Now,  for  the  asthmatic 
who  requires 
high-dose  theophylline 
therapy  for  therapeutic 
serum  concentrations 


Mead  Johnson 
Pharmaceutical  Division 
announces 

Qll  I BRON '300 

Each  capsule  contains  300  mg  theophylline 
(anhydrous)  and  180  mg  glyceryl 
guaiacolate  (guaifenesin) 

For  Brief  Summary, 
please  see  the  last  page 
of  this  advertisement. 


QyiBRON-300 

^ Each  capsule  contains  300  mg  theophylline  (anhydrous) 
and  180  mg  glyceryl  guaiacolate  (guaifenesin) 

The  new  high-dose  theophylline  capsule... 
for  dependable  theophylline  therapy 
when  products  of  lower  dosage  do  not 
adequately  control  asthma  symptoms. 


Specially  formulated 

...for  optimal  efficacy 

Quibron-300  is  appropriate  therapy  for  asthma 
patients  whose  symptoms  are  not  adequately  con- 
trolled on  lower  doses  of  theophylline,  partic- 
ularly for  patients  whose  theophylline  dosage  has 
been  adjusted  upward  to  achieve  therapeutic 
serum  levels.  In  one  study,'  an  average  peak  in- 
crease in  FEV,  of  35%  was  demonstrated  after  a 
single  dose  equivalent  to  one  Quibron-300  cap- 
sule, and  significant  improvement  in  this  pul- 
monary function  lasted  for  nearly  eight  hours  after 
administration. 

...for  optimal  predictability 

One  Quibron-300  capsule  q6-8h  yields  therapeutic 
serum  levels  (10-20  mcg/ml)  in  many  adults. 

With  a single  dose,  more  than  75%  of  patients 
achieved  serum  levels  potentially  providing  clinical 
benefit  (5- 1 5 mcg/ml).  Half-life  of  theophylline 
varies  widely  from  patient  to  patient,  making 
monitoring  of  theophylline  therapy  important. 
Patient  response  may  be  monitored  clinically  if 
blood  levels  are  not  available  as  long  as  dosage 
does  not  exceed  1200  mg  in  24  hours  for  adults. 


...for  optimal  dosage  convenience 

The  simple,  convenient  dosage  of  new 
Quibron-300— one  capsule  every  six  to  eight 
hours  —makes  it  easy  for  patients  to  comply  with 
high-dose  regimens  often  required  to  achieve 
therapeutic  serum  levels.  Quibron-300  capsules 
may  provide  maximum  therapeutic  value  with 
maximum  convenience.  In  fact,  the  switch  from  a 
low-dose  to  a high-dose  regimen  may  be  accom- 
plished by  merely  switching  capsules,  by  stepping 
up  to  Quibron-300  capsules. 

...for  minimal  theophylline 
side  effects 

Adverse  reactions  to  theophylline  are  related  to 
serum  levels  and  are  usually  not  a problem  at 
concentrations  below  20  mcg/ml.  Of  45  patients 
studied'  after  a single  dose,  only  seven  reported 
adverse  reactions.  The  most  common  reaction  was 
a feeling  of  lightheadedness  by  three  of  these 
seven  patients. 

Reference  1 Dora  on  file  Mead  Johnson  Phormoceuficol  Division 


Indications:  For  the  symptomatic  treatment  of  bronchospastic  conditions 
such  os  bronchial  asthma,  asthmatic  bronchitis,  chronic  bronchitis,  and 
pulmonary  emphysema. 

Dosage:  Quibron—  Adults;  1-2  capsules  or  1-2  tablespoonfuls  elixir  every 
6-8  hours.  Children  under  12:  4-6  mg  theophylline/kg  body  weight 
every  6-8  hours. 

Quibron-300—  Adults:  1 capsule  every  6-8  hours. 

Theophylline  dosage  may  be  cautiously  increased  to  2000  mg/24  hour 
in  adults  and  9 or  10  mg/kg  every  6 hours  in  children.  Monitoring  of 
serum  theophylline  levels  at  higher  dosages  is  recommended. 
Precautions:  Do  not  administer  more  frequently  than  every  6 hours,  or 
within  12  hours  after  rectal  dose  of  any  preparation  containing  theo- 


phylline or  aminophylline.  Do  not  give  other  xanthine  derivatives  con- 
currently Use  in  cose  of  pregnancy  only  when  clearly  needed. 

Adverse  Reactions:  Theophylline  may  exert  some  stimulating  effect  on 
the  central  nervous  system.  Its  administration  may  cause  local  irritation  of 
the  gastric  mucosa,  with  possible  gastric  discomfort,  nausea,  and  vomit- 
ing. The  frequency  of  adverse  reactions  is  reloted  to  the  serum  theo- 
phylline level  and  is  not  usually  a problem  ot  serum  theophylline  levels 
below  20pg/ml. 

How  Supplied:  Quibron  Elixir:  Dottles  of  1 pint  and  1 gallon  Quibron 
Capsules:  Dottles  of  100  and  1000  and  unit-dose  packs  of  100 
Quibron-300  Capsules:  Dottles  of  100 


PHARMACEUTICAL  DIVISION 


© 1978  Mead  Johnson  & Company  • Evansville.  Indiana  47721  USA 
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We know 

a lot  about 
caring,  too. 

Because 
it’s  our 
business. 


And,  our  experiences  with 
you  in  the  past  have  illustrated 
the  dedication  you,  as  a 
professional,  administer  in 
your  practice. 

We  also  appreciate  the 
opportunity  to  offer  you,  as  a 
member  of  the  North  Carolina 
Medical  Society,  an  important 
insurance  plan. 


That’s  what  caring’s  all  about, 
isn’t  it? 

If  you’re  under  age  55  and  a 
member  of  the  North  Carolina 
Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today. 
Mutual  of  Omaha  will  provide 
personal  service  in  furnishing 
the  full  details.  Of  course,  there 
is  no  obligation. 


Disability  Income  Protection 
for  younger  doctors. 

A plan  that  can  help  protect 
one  of  your  most  cherished 
assets  — the  ability  to  earn 
a living. 


UNDERWRITTEN  BY 

Mutual  ifA 
^OmahaxL/ 

People  you  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaha 


| 

1 Mutual  of  Omaha  Insurance  Company 

I Dodge  at  33rd  Street 
| Omaha,  Nebraska  68131 

j Please  send  me  complete  infor 
I mation  on  the  Disability  Income 
I Protection  Plan  available  to  mem 
bers  of  the  North  Carolina  Medical 
Society  who  are  under  age  55. 

| NAME  

I ADDRESS  

I CITY  


|^STATE 


ZIP. 


J 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 


/£\00  ©DQGQDuQCxiiDQDQ  [°)U(°]G@ 


From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  maybe  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
Iheir  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Flospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Medical  Staff 
Richard  B.  Boren,  M.D. 
Psychiatrist-in-Chief 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Lany  T.  Burch,  M.D. 
Director,  In-Patient  Services 
Richard  M.  Aderhold.  M.D. 
Staff  Psychiatrist 
Flans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 


For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 


Towards  Wholeness 


“I  still 


don’t  understand.  Can  you 
explain  it  again,  Doctor?” 


To  help  you  answer  this  and 
other  commonly-asked  questions, 
Professional  Research,  Inc.  (PRI), 
presents  one  of  the  largest  selections  of 
award-winning  educational  film  programs 
for  patients.  Color  programs  are 
available  in  Super  8mm  film  cassettes,  1 6mm 
films,  3/4"  video  cassette  and  BETAMAX. 


Rx  Education  — 
patient  education 
programs  help  you  save 
time  and  reinforce 
your  personal  counseling. 


• More  patients  can  be  handled  more 
efficiently 

• Dynamic  graphic  presentations  clarify 
difficult  points. 

Saves  time  by  reducing  repetitive 
explanations 

• Patients  become  more  relaxed,  more 
cooperative 

• Creates  basis  for  clear  discussion 

• Helps  provide  informed  consent 

Send  for  new  brochure  and  free  folder, 

“How  Patient  Education  Programs  Can 
Work  for  You’.’ 

Professional  Research,  Inc. 

660  So.  Bonnie  Brae  Street 
Los  Angeles,  California  90057 

Call  toll-free  [800)  421-0200.  California 
residents  call  collect  [213)  483-6220. 


Name  Specialty 


Professional  Research,  Inc. 

Department  NC 
660  So.  Bonnie  Brae  St. 

Los  Angeles,  California  90057 


L 


Please  send  me  more  information  on  PRI's  Rx  Education  Programs  and 
free  folder,  "How  Patient  Education  Programs  Can  Work  for  You!’ 

I am  interested  in  the  following  area[s)  of  patient  education 


□ 

□ 

□ 

□ 


The  Senses 

[Eye,  Ear,  Nose  and  Throat) 

The  Reproductive  System 
[Pregnancy,  Parenthood, 
Family  Planning, 
Gynecology) 

The  Cardiovascular  System 
The  Respiratory  System 


□ 

□ 

□ 

□ 

□ 

□ 

□ 


The  Musculoskeletal  System 
The  Urological  System 
The  Digestive  System 
The  Endocrine  System 
General  Health  and  Well-Being 
The  Hospital  Experience 
Pediatrics 


Affiliation 


Address 


City 


State 


Zip 


C I 

Telephone 


am 

p m 

Best  time  to  call 
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North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy — 
75  percent  — 25  percent  Co-Insurance 


Member’s  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

PLAN  A 

$100  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$ 82.50 
125.00 

182.50 

286.50 

$206.00 

302.50 

417.00 

640.00 

$288.00 

384.50 

499.00 

722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$ 50.00 
76.00 
118.50 
180.00 

$114.00 

176.00 

254.00 

402.00 

$150.00 

212.00 

290.00 

438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$ 31.50 

51.50 

82.50 
138.50 

58.00 

$ 69.00 

118.50 

182.50 

308.00 

170.00 

$ 91.50 

141.00 

205.00 

330.50 

192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$ 23.50 
38.50 
62.00 
104.00 
43.00 

$ 51.50 
89.00 

137.00 

231.00 

127.00 

$ 68.50 
106.00 

154.00 

248.00 

144.00 

* Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

and  attained  aE,  an  renewal.  Semi-annual 


premiums  are  one-half  the  annual  plus  50  cents. 


Term  Life  Insurance  Program 


Member's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Spouse's 

Age 

$5,000 

Under  30 
30-34 

$ 27 
29 

$ 54 
58 

$ 81 
87 

$ 108 
116 

$ 135 
145 

Under  30 
30-34 

$ 11 
12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All  Children— $12  annually.  $2,500  after  age  6 months 

The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full  Information — Write  or  Call 

Golden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108  E.  Northwood  St.,  Phone:  BRoadway  5-3400,  Box  6395,  Greensboro,  N.  C.  27405 


'Carlton 

is  lowest  • 


Less 
than 
1 mg.  tar. 


Only 
5 mg. 
tar. 


Carlton 

brings  you 

the  lighter 

MO. 


Brand  D Menthol  11  0.8 


Brand  V Menthol  11  0.8 


Brand  V 


Brand 


Brand  M Menthol  8 0.5 


Carlton  Soft  Pack 

1 

0.1 

Carlton  Menthol 

less  than 

1 

0.1 

Carlton  Box 

less  than 

*1 

*0.1 

*Av.  per  cigarette  by  FTC  method 

Of  all  brands,  lowest . . . Carlton  Box: 

1 mg.  tar,  0.1  mg.  nicotine  av.  per  cigarette 
by  FTC  method. 


See  how  Carlton  stacks 
down  in  tar.  Look  at  the  latest 
U.S.  Government  figures  for: 


tar  nicotine 

mg./cig mg./cig 

Brand  D 12  0.8 


...  _.  _ _ , , Soft  Pack  and  Menthol:  1 mg.  "tar",  0.1  mg.  nicotine 

Warning:  The  Surgeon  General  Has  Determined  av.  per  cigarette.  FTC  Report  Aug.  77. 

That  Cigarette  Smoking  Is  Dangerous  to  Your  Health.  Box:  1 mg.  "tar",  0.1  mg.  nicotine;  100  mm:  5 mg.  "tar",  0.5  mg.  nicotine 

av.  per  cigarette  by  FTC  method. 


Officers 

1978-1979 

NORTH  CAROLINA  MEDICAL 
SOCIETY 


President D.  E.  Ward,  Jr.,  M.D. 

2604  N.  Elm  Street,  Lumberton  28358 

President-Elect J.  Benjamin  Warren,  M.D. 

Box  1465,  New  Bern  28560 

First  Vice-President Archie  T.  Johnson,  Jr.,  M.D. 

701  Vick  Ave.,  Raleigh  27609 

Second  Vice-President Albert  Stewart,  Jr.,  M.D. 

114  Broadfoot  Ave.,  Fayetteville  28305 

Secretary  Jack  Hughes,  M.D. 

923  Broad  Street,  Durham  27705  (1979) 


Sneaker  Marvin  N.  Lymberis,  M.D. 

1600  E.  3rd  Street,  Charlotte  28204 

Vice-Speaker  Henry  J.  Carr,  Jr.,  M.D. 

603  Beamon  Street,  Clinton  28328 
Past-President E.  Harvey  Estes,  Jr.,  M.D. 


Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 


^Executive  Director  William  N.  Hilliard 

222  N.  Person  Street,  Raleigh  27611 


Councilors  and  Vice-Councilors — 1978-1979 


First  District  Edward  B.  Eadie,  Jr.,  M.D. 

1142  N.  Road  Street,  Elizabeth  City  27909  (1980) 

Vice-Councilor  William  A.  Hoggard,  Jr.,  M.D. 

1142  N.  Road  St.,  Elizabeth  City  27909  (1980) 

Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 


3108  Arendell  St.,  Morehead  City  28557  (1979) 


Vice-Councilor  J.  Elliott  Dixon.  M.D. 

215  E.  2nd  Street,  Ayden  28513  (1979) 

Third  District E.  Thomas  Marshburn,  Jr.,  M.D. 

3208  Oleander  Drive,  Wilmington  28401  (1979) 

Vice-Councilor  Charles  M.  Hicks,  M.D. 

1914  Glen  Meade  Road,  Wilmington  28401  (1979) 

Fourth  District Robert  H.  Shackelford,  M.D. 

P.O.  Box  649,  Mount  Olive  28365  (1980) 

Vice-Councilor  Lawrence  M.  Cutchin,  Jr.,  M.D. 

P.O.  Box  40.  Tarboro  27886  (1980) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1981) 

Vice-Councilor Giles  L.  Cloninger,  Jr.,  M.D. 

Box  151,  Hamlet  28345  (1981) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Road,  Henderson  27536  (1980) 


Vice-Councilor C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1980) 

Seventh  District  J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  Street,  Charlotte  28204  (1981) 

Vice-Councilor James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Avenue,  Charlotte  28205  (1981) 


Eighth  District  Ernest  B.  Spangler,  M.D. 

Drawer  X3,  Greensboro  27402  (1979) 

Vice-Councilor  Shahane  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  Street,  Greensboro  27408  (1979) 

Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Drive,  Lexington  27292  (1979) 

Vice-Councilor  Benjamin  W.  Goodman,  M.D. 

24  2nd  Avenue,  W.,  Hendersonville  28739  (1979) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clin.,  Doctors  Dr.,  Asheville  28801  (1981) 

Vice-Councilor  W.  Otis  Duck.  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 


Section  Chairmen — 1978-1979 

Anesthesiology  David  Brown,  M.D. 

Rt.  4,  Box  416,  Chapel  Hill  27514 

Dermatology  

Emergency  Medicine  

Family  Practice  Lyndon  K.  Jordan,  M.D. 

P.O.  Box  760,  Smithfield  27577 

Internal  Medicine Alfred  L.  Ferguson,  M.D. 

Doctors  Park,  Bldg.  6,  Greenville  27834 

Neurology  & Psychiatry  

Neurological  Surgery 

Nuclear  Medicine  

Obstetrics  & Gynecology John  A.  Kirkland 

Wilson  Clinic,  Wilson  27893 

Ophthalmology Maurice  B.  Landers,  111,  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  3802,  Durham  27710 

Orthopaedics John  A.  Powers,  M.D. 

1500  Elizabeth  Ave.,  Charlotte  28204 

Otolaryngology  & Maxillofacial 

Surgery  Ellison  F.  Edwards,  M.D. 

3535  Randolph  Rd.,  Charlotte  2821 1 

Pathology 

Pediatrics David  R.  Williams,  M.D. 

Southgate  Shopping  Ctr,  Thomasville  27360 
Plastic  & Reconstructive  Surgery  . . Abner  G.  Bevin,  Jr.,  M.D. 
UNC  Sch.  of  Med.,  Div.  of  Plastic  Surgery,  Chapel  Hill  27514 

Public  Health  & Education  Harry  T.  Phillips,  M.D. 

UNC,  School  of  Public  Health,  Chapel  Hill  27514 

Radiology 

Surgery  

Urology  Thomas  L.  Griffin,  M.D. 

Carolina  Clinic,  Inc.,  Wilson  27893 
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PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 

May  10,  1978 


The  Annual  Meeting  at  Pinehurst  was  well  attended,  and  was  a great  success.  The 
two  scientific  sessions,  a surgical  session  sponsored  by  Duke  and  a medical  session 
sponsored  by  UNC,  attracted  large  audiences;  but  of  more  importance  was  the 
enthusiasm  they  expressed  regarding  the  quality  of  the  program.  One  experienced 
veteran  of  many  scientific  meetings  stated  that  it  was  the  finest  scientific  session 
he  had  ever  attended!  All  the  speakers  and  the  coordinators.  Dr.  Sabiston  and 
Dr.  Ney,  deserve  our  sincere  thanks  and  congratulations.  There  were  also  a lot  of 
spontaneous  words  of  praise  for  the  audio-visual  session. 

The  House  of  Delegates  reaffirmed  its  previous  action  requiring  at  least  50  hours 
of  medical  education  per  year  for  continuing  membership  in  the  Society.  This  issue 
was  hotly  debated  in  the  Reference  Committee,  but  the  vote  in  the  House  was  very 
decisive. 

There  are  a number  of  points  which  should  be  made  about  this  requirement.  First, 
the  requirement  was  established  as  150  hours  every  three  years,  to  conform 
to  the  pattern  of  the  Physician’s  Recognition  Award  of  the  AMA,  and  also  to 
accommodate  those  who  prefer  to  take  a month  or  more  off  for  an  intensive  course 
of  training  every  two  or  three  years  rather  than  taking  a few  hours  of  training 
each  week  or  month.  In  spite  of  this  three  year  cycle,  it  is  probably  best  to 
form  the  habit  of  keeping  track  of  educational  time  on  a yearly  basis  and  report- 
ing it  annually  in  December  or  January,  when  your  annual  membership  dues  are  paid. 
Under  this  system,  your  educational  "account''  is  kept  current  year  by  year. 

Many  members  report  that  they  ask  the  secretary  responsible  for  their  daily 
calendar  to  also  keep  a running  list  of  educational  conferences.  Others  keep  a 
list  on  a pocket  calendar.  The  need  is  for  some  regular  system  of  recording  such 
activity. 

Another  point  is  that  these  educational  activities  do  not  have  to  be  certified  or 
approved  by  an  accrediting  body  such  as  the  AMA,  AAFP,  or  by  a medical  school. 

This  _is  the  case  for  the  AAFP  requirement,  but  in  the  case  of  the  NCMS , we  will 
accept  a member’s  own  certification  that  this  was  a bona  fide  educational  exercise, 
and  that  he/she  attended. 

Another  misconception  is  that  these  activities  must  be  in  a special  setting,  such 
as  a formal  course  at  a medical  school,  or  a national  meeting  of  a professional 
society.  Educational  activities  might  be  teaching  conferences  at  one’s  own 
hospital,  or  AHEC  conferences  in  your  own  area.  If  these  are  not  suitable, 
perhaps  a group  could  get  together  and  conduct  their  own,  with  invited  speakers 
or  with  local  speakers.  Audio  tapes  can  also  satisfy  some  of  the  requirement. 

Plan  to  attend  the  next  NCMS  meeting  in  Pinehurst.  About  a quarter  of  the  year's 
requirement  can  be  obtained  at  this  meeting  alone,  with  some  golf  or  tennis  on  the 
side ! 

Dr.  John  D.  Bridgers'  Committee  on  Medical  Education  oversees  the  program,  and 
this  group  has  decided  to  exempt  from  this  requirement  all  physicians  who  have 
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retired,  and  who  are  making  no  clincial  decisions.  The  Executive  Council  has  also 
agreed  that  those  who  had  previous ly  been  awarded  life  membership  will  not  be 
required  to  comply.  However,  in  the  future,  life  members  will  be  told  that  they 
must  obtain  the  required  number  of  hours  until  such  time  as  they  retire  from 
active  practice. 

There  are,  admittedly,  no  data  showing  that  postgraduate  education  produces  a 
superior  physician  or  a higher  quality  of  medical  practice.  There  are,  however, 
a number  of  examples  in  which  a physician,  spurred  ahead  by  this  resolution,  has 
sought  and  found  suitable  educational  experience  in  his/ their  own  community.  In 
general,  these  physicians  have  found  this  experience  to  be  a good  one. 

Incidentally,  about  20  states  now  require  postgraduate  education  for  licensure, 
and  this  number  is  rising  yearly.  I would  personally  prefer  that  we  continue  this 
program,  rather  than  to  relinquish  it  to  the  state  or  the  national  government. 

On  another  topic,  Dr.  Roger  Salisbury  at  UNC  School  of  Medicine,  reports  that 
some  physicians  have  been  confused  by  recent  publicity  regarding  the  new  Burn  Unit 
to  be  added  to  UNC  Memorial  Hospital.  The  new  23  bed  unit  is  under  construction, 
and  on  schedule  for  a 1979  opening  date.  Until  that  time,  burn  patients  must  be 
squeezed  into  existing  beds.  Dr.  Salisbury  and  his  colleagues  ask  the  indulgence 
of  physicians  who  wish  to  refer  patients  to  this  unit.  They  will  try  to  accommo- 
date as  many  as  possible,  but  until  the  new  unit  is  completed,  there  will  be  times 
when  such  patients  cannot  be  accommodated. 

Let  me  take  this  opportunity  to  remind  you  that  the  Society's  8th  Annual  Sports 
Medicine  Symposium  is  scheduled  for  July  3-5,  1978,  at  the  Blockade  Runner  Motor  Hotel 
in  Wrightsville  Beach.  Once  again  our  Committee  on  Medical  Aspects  of  Sports 
has  done  a fine  job  in  assembling  speakers  for  this  annual  three-day  event. 
Registration  materials  are  enclosed  with  this  month's  newsletter. 

Along  these  same  lines,  the  Charlotte  Memorial  Hospital  is  sponsoring  a program 
on  "Sports  Medicine  for  the  Primary  Care  Physician".  This  one-day  symposium  will 
be  held  Saturday,  June  10,  at  the  Charlotte  Memorial  Hospital  and  Medical  Center 
Auditorium  and  has  a registration  fee  of  $5  which  covers  the  luncheon.  For  more 
information  contact:  David  S.  Citron,  M.D.,  Charlotte  Memorial  Hospital,  P.  0. 

Box  2554,  Charlotte  28234. 

This  is  my  last  Newsletter,  since  Dr.  D.  E.  Ward  was  installed  as  your  new 
President  at  the  Pinehurst  meeting.  I thank  each  of  you  for  the  honor  of  serving 
you  over  the  past  year  and  wish  Dr.  Ward  a successful  year! 

Sincerely , 


E.  Harvey  Estes,  Jr.,  M.D. 
Past-President 


If  you  were  suddenly  hit  by  a long 
crippling  disability , would  you  have 
adequate  tax  free  income  to  meet 
your  Financial  Needs?  ? ? 

If  you  do  not  have  the  full  $2166  Imo. 
benefit  available  through  your  Soci- 
ety sponsored  program  then  you 
should  for  it  could  well  mean  the  dif- 
ference between  financial  ruin  and 
financial  independence. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.— P.0.  Box  8500-27707—919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 

P.O.  Box  17824 — 282 1 1 — 7 04-366-9359 


Dan  Haley  — Associate  — Greensboro,  N.C. 
P.O.  Box  5367-27403—919-299-0411 


Approved  Administrators  for  following  Professional  Groups. 


NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.'s  AND  BAR  GROUPS 


Saint  Albans 
Psychiatric  Hospital 


A fully  accredited  private 
psychiatric  hospital  for  the 
treatment  of  all  major 
psychiatric  illnesses 
including  alcoholism  and 
drug  abuse  problems  of 
adolescents  and  adults. 


Radford,  Virginia  24141 
Telephone  703  639  2481 
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Communicating  with  Professionals 


Effective,  two-way  communication  between 
physicians’  offices  and  the  internal 
management  and  operating  departments  of 
Blue  Cross  and  Blue  Shield  of  North 
Carolina  is  the  function  of  our  Professional 
Relations  Department. 

Our  eight  specially  trained  Professional 
Relations  representatives  are  responsible 
for  personal  liaison  between  doctors  and 
their  office  staffs  and  the  Plan. 


The  Professional  Relations  Representativ 
assigned  to  your  area  is  listed  below.  You 
representative  is  ready  to  provide  Blu 
Cross  and  Blue  Shield  benefit  informatio 
and  to  assist  with  any  problems  that  ma 
arise.  Please  call  on  your  representativ 
anytime. 


P.  O.  Box  195 

Winston-Salem,  N.  C.  27102 
919/722-4141 


P.  O.  Box  1447 
Greenville,  N.  C.  27834 
919/756-1175 


NORTH  WEST  CENTRAL  REGION 

James  D.  Webb 
P.  O.  Box  6746 
Greensboro,  N.  C.  27405 
919/272-8123 

NORTH  EAST  CENTRAL  REGION 

Larry  Moss 
P.  O.  Box  12586 
Raleigh,  N.  C.  27605 
919/834-0376 


SOUTHEASTERN  REGION 

Hilda  C.  Muse 
P.  O.  Box  1018 
Wilmington,  N.  C.  28401 
919/763-4684 

SOUTH  EAST  CENTRAL  REGION 

Walter  T.  O’Berry 
Drawer  A 

Fayetteville,  N.  C.  28302 
919/483-1322 


SOUTH  WEST  CENTRAL  REGION 

Sam  W.  Pridgen 
P.  O.  Box  4470 
Charlotte,  N.  C.  28204 
704/333-5106 


WESTERN  REGION 

Daniel  P.  McIntyre 
P.  O.  Box  371 
Asheville,  N.  C.  28801 
704/  253-6844 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DVfeZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium 1 (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 

A brief  summary  follows: 

Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 

Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K4  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
mportant  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION! 
SERUM  K+AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


SK&F  CO.,  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIine  company 


CMcd 

# 


KAON®  ELIXIR  was  introduced  in  1954, 
followed  by  KAON"  TABLETS  in  1963.  Decades  of  clinical 
experience  indicate  acceptability,  effectiveness,  and  safety 
in  the  majority  of  patients;  should  abdominal 
pain  occur,  therapy  should  be  discontinued.  Both  have  been 
taken  by  patient  after  patient,  day  after  day,  year  after 
year,  to  correct  potassium  deficiencies.  Both  have 
consistently  demonstrated  their  value  when  diet  alone  is 
inadequate  for  potassium  replacement. 


Kaon  Elixir 

(potassium  gluconate) 

Kaon  Tabs 

(potassium  gluconate) 


BRIEF  SUMMARY 
Kaon  Tablets/Kaon  Elixir 

KAON®  (potassium  gluconate)  TABLETS 

Description:  Each  sugar-coated  tablet  supplies 
5 mEq.  of  elemental  potassium  (as  potassium 
gluconate  1.17  Gm).  Kaon  Tablets  are  sugar 
coated,  not  enteric  coated,  which  favors  dis- 
solution in  the  stomach  and  absorption  before 
reaching  the  small  intestine  where  the  lesions 
with  enteric  potassium  chloride  have  occurred. 
The  sugar  coating  merely  adds  to  palatability 
and  ease  of  swallowing,  not  to  delay  absorp- 
tion as  does  the  enteric  coating. 

Indications:  Oral  potassium  therapy  for  the  pre- 
vention and  treatment  of  hypokalemia  which 
may  occur  secondary  to  diuretic  or  cortico- 
steroid administration.  It  may  be  used  in  the 


treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

Contraindications:  Severe  renal  impairment 
with  oliguria  or  azotemia,  untreated  Addison's 
disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause. 

Warning:  There  have  been  several  reports,  pub- 
lished and  unpublished,  concerning  nonspecific 
small-bowel  lesions  consisting  of  stenosis,  with 
or  without  ulceration,  associated  with  the  ad- 
ministration of  enteric-coated  potassium  tablets 
alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides  or  certain  other  oral  di- 
uretics. These  small-bowel  lesions  have  caused 
obstruction,  hemorrhage  and  perforation.  Sur- 
gery was  frequently  required  and  deaths  have 
occurred.  Available  information  tends  to  impli- 
cate enteric-coated  potassium  salts,  although 


lesions  of  this  type  also  occur  spontaneously. 
Therefore,  coated  potassium-containing  formu- 
lations should  be  administered  only  when  indi- 
cated and  should  be  discontinued  immediately  il 
abdominal  pain,  distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur.  Coated  potas- 
sium tablets  should  be  used  only  when  adequate 
dietary  supplementation  is  not  practical. 
Precautions:  In  response  to  a rise  in  the  concen- 
tration of  body  potassium,  renal  excretion  of  the 
ion  is  increased.  With  normal  kidney  function, 
it  is  difficult,  therefore,  to  produce  potassium 
intoxication  by  oral  administration.  However, 
potassium  supplements  must  be  administered 
with  caution,  since  the  amount  of  the  deficiency 
or  daily  dosage  is  not  accurately  known.  Fre- 
quent checks  of  the  clinical  status  of  the  patient, 
and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentra- 


Time  is 
the  test  of 
all  things 


ions  of  potassium  ion  may  cause  death  through 
:ardiac  depression,  arrhythmias  or  arrest.  This 
irug  should  be  used  with  caution  in  the  presence 
)f  cardiac  disease. 

In  hypokalemic  states,  especially  in  patients 
>n  a salt-free  diet,  hypochloremic  alkalosis  is  a 
possibility  that  may  require  chloride  as  well  as 
potassium  supplementation.  In  these  circum- 
stances, Kaon  (potassium  gluconate)  should  be 
.upplemented  with  chloride.  Ammonium  chlo- 
ide  is  an  excellent  source  of  chloride  ion  (18.7 
nEq.  per  Gram),  but  it  should  not  be  used  in 
patients  with  hepatic  cirrhosis  where  ammonium 
salts  are  contraindicated.  Other  sources  for 
:hloride  are  sodium  chloride  and  Diluted 
hydrochloric  Acid,  U.S.P. 

It  should  also  be  kept  in  mind  that  ammonium 
rycle  cation  exchange  resin,  sometimes  used  to 
reat  hyperkalemia,  should  not  be  administered 


KAON®  (potassium  gluconate)  ELIXIR 
Description:  Each  15  ml.  (tablespoonful)  sup- 
plies 20  mEq.  of  elemental  potassium  (as  potas- 
sium gluconate,  4.68  Gm.)  with  saccharin  and 
aromatics.  Alcohol  5%. 

Indications:  See  Kaon  Tablets. 

Precautions:  See  Kaon  Tablets. 

In  hypochloremic  alkalosis,  potassium 
replacement  with  potassium  chloride 
(e.g.,  Kaochlor®  10%  Liquid)  may  be  more  ad- 
vantageous than  with  other  potassium  salts. 
Adverse  Reactions:  See  Kaon  Tablets. 
Overdosage:  See  Kaon  Tablets. 

WARREN-TEED 
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to  patients  with  hepatic  cirrhosis. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea 
and  abdominal  discomfort  have  been  reported. 
The  symptoms  and  signs  of  potassium  intoxi- 
cation include  paresthesias  of  the  extremities, 
flaccid  paralysis,  listlessness,  mental  confusion, 
weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart 
block.  Hyperkalemia  may  exhibit  the  following 
electrocardiographic  abnormalities:  disappear- 
ance of  the  P wave,  widening  and  slurring  of 
QRS  complex,  changes  of  the  S-T  segment,  tall 
peaked  T waves,  etc. 

Overdosage:  Potassium  intoxication  may  result 
from  overdosage  of  potassium  or  from  thera- 
peutic dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  de- 
tected, must  be  treated  immediately  because 
lethal  levels  can  be  reached  in  a few  hours. 


SPECIAL  ARTICLE 


A Challenge:  Can  Physicians  Continue  to  Control 
The  Review  of  Medical  Services? 

M.  Frank  Sohmer,  Jr.,  M.D.,*  and  Connie  M.  Bass** 


THE  inevitability  of  governmen- 
tal control  in  the  review  of  medi- 
cal services  is  rapidly  becoming 
more  obvious  due  to  increased  fed- 
eral and  state  financial  participation 
and  the  passage  of  the  1972  Profes- 
sional Standards  Review  Organiza- 
tion Amendment  to  the  Social  Se- 
curity Act. 

The  North  Carolina  Medical  So- 
ciety, realizing  the  need  for  the 
medical  profession  to  become  more 
involved  in  peer  review,  formed  the 
North  Carolina  Medical  Peer  Re- 
view Foundation  in  February  of 
1973.  The  foundation  is  dedicated  to 
developing,  promoting  and  sup- 
porting medical  peer  review  pro- 
grams throughout  North  Carolina 
and  to  the  concept  that  the  review  of 
all  aspects  of  medical  care  delivery 
is  best  accomplished  through  this 
process.  Review  programs  are  con- 
tinuously being  developed,  mod- 
ified and  implemented  to  ensure 
that  the  responsibility  for  the  review 
of  medical  services  remains  with 
practicing  physicians. 

The  foundation’s  peer  review  de- 
cisions involve  the  associate  medi- 


•President 

N.C.  Medical  Peer  Review  Foundation 
1100  Navaho  Drive 
Raleigh,  N.C.  27609 

••Research  and  Development  Coordinator 
N.C.  Medical  Peer  Review  Foundation 
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cal  director,  a network  of  anony- 
mous medical  consultants,  and  the 
Committee  on  Norms  of  Care.  The 
associate  medical  director  performs 
reviews  directly  for  the  foundation 
staff,  evaluates  case  developments 
and  serves  as  the  staff  s liaison  with 
its  medical  consultants  and  the 
Committee  on  Norms  of  Care. 
Anonymous  consultants’  profes- 
sional judgments  are  utilized  in  the 
review  of  individual  cases  where 
there  is  a question  about  the  quality, 
necessity,  and/or  appropriateness 
of  the  care  rendered.  The  confiden- 
tiality of  both  the  consultant’s  and 
the  attending  physician’s  identity  is 
maintained  to  assure  maximum  ob- 
jectivity of  the  review  process.  The 
foundation’s  Committee  on  Norms 
of  Care  is  composed  of  15  physi- 
cians representing  the  major  spe- 
cialty areas.  They  are  assisted  by  21 
subspecialty  advisors.  The  com- 
mittee meets  regularly  to  develop 
medical  policy,  establish  standards 
of  care,  conduct  peer  review,  and 
provide  appellant  review. 

The  foundation  is  fulfilling  two 
principal  contracts.  The  first  is  the 
Professional  Standards  Review  Or- 
ganization Support  Center  Con- 
tract1 established  in  July,  1974.  This 
contract  provides  administrative 
and  technical  support  to  North  Car- 
olina’s eight  emerging  Professional 
Standards  Review  Organizations 


(PSROs).  The  Support  Center  has 
helped  prepare  proposals  for  plan- 
ning grants  and  negotiate  the  finan- 
cial portion  of  the  contracts.  Six  of 
the  eight  areas  have  received  fund- 
ing as  PSROs  and  two  have  received 
contracts  for  conditional  status. 
The  Support  Center’s  focus  has 
been  on  involving  local  physician 
organizations  in  the  development 
and  use  of  peer  review  practices. 

The  second  contract  is  with  the 
North  Carolina  Department  of 
Human  Resources.  This  agreement 
gives  the  foundation  responsibility 
for  providing  peer  review  of  medical 
services  rendered  to  patients  eligi- 
ble for  Medicaid.  These  peer  review 
activities  involve  four  major  pro- 
gram areas:  Hospital  Review  Ser- 
vices, Long  Term  Care  Review 
Services,  Professional  Review  Ser- 
vices and  Program  Integrity. 

Hospital  Review  Services  is  re- 
sponsible for  ensuring  the  proper 
use  of  services  rendered  to  Title 
XIX  patients  in  hospital  inpatient 
and  outpatient  settings  through 
concurrent  review  and  retrospec- 
tive review.  Concurrent  review  in- 
volves the  utilization  review  per- 
formed daily  in  the  hospital  setting 
through  the  Hospital  Admission 
Review  Program  (HARP)  and  the 
Physician  Evaluation  and  Educa- 
tion Review  Systems  (PEERS). 
Most  significant  to  the  concurrent 
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review  program  are  the  screening 
criteria  used  to  identify  cases  in 
which  medical  care  may  have  been 
substandard  in  quality  or  services 
were  improperly  utilized.  These 
criteria  do  not  (1)  define  rigid  stan- 
dards of  quality;  (2)  determine 
which  services  will  be  paid  for  as 
part  of  claims  review  or  (3)  preclude 
innovation  by  physicians.  The  data 
collected  from  these  reviews  will  be 
used  by  the  Committee  on  Norms  of 
Care  to  correct  identified  deficien- 
cies through  educational  means 
when  possible.  Retrospective  re- 
view involves  the  review  of  excep- 
tions made  to  claims  for  inpatient 
and  outpatient  services,  including 
claims  for  emergency  services. 
These  reviews  are  conducted  when 
services  billed  are  not  within  ac- 
ceptable norms  of  practice  as  estab- 
lished by  the  North  Carolina  physi- 
cian community.  Concurrent  and 
retrospective  reviews  are  per- 
formed by  trained  foundation  pro- 
fessional staff  who  work  under  the 
direction  of  physician  consultants. 

Long  Term  Care  Review  Services 
is  responsible  for  monitoring  the 
quality  and  level  of  care  given 
Medicaid  patients  confined  to 
skilled  nursing  facilities,  inter- 
mediate care  facilities,  state  spe- 
cialty hospitals  and  state  mental 
hospitals.  This  involves  the  review 
of  patients  before  placement  (Prior 
Approval),  during  placement  (Con- 
tinued Care  Review),  and  Onsite 
Medical  Review.  The  criteria  used 
in  each  of  these  services  have  been 
endorsed  by  the  Committee  on 
Norms  of  Care.  Reviews  are  con- 
ducted by  an  interdisciplinary  team 
of  physicians,  nurses  and  social 
workers.  Long  Term  Care  Review 
Services  is  also  responsible  for  the 
communication  and  follow-up  of 
changes  recommended  by  the  vari- 
ous Utilization  Review  Committees 
of  long  term  care  facilities.  In  order 
to  speed  up  the  difficult  task  of  pa- 
tient placement.  Long  Term  Care 
Review  Services  uses  three  mech- 
anisms: 


(1)  Admissions  reviews  (prior  ap- 
proval) are  available  via  tele- 
phone at  1-800-662-7993. 

(2)  A continuously  updated  registry 
of  vacant  skilled  nursing  and 
intermediate  care  facility  beds  is 
available  by  calling  1-800-662- 
7993. 

(3)  A “Community  Resource  List- 
ing” has  been  compiled  for 
quick,  easy  reference  for  those 
who  are  responsible  for  patient 
discharge,  transferor  admission 
plans. 

Professional  Review  Services  is 
responsible  for  ensuring  that  those 
services  provided  in  an  ambulatory 
setting  are  medically  necessary  and 
also  within  accepted  standards  of 
medical  practice.  This  is  accom- 
plished through  three  types  of  peer 
review  mechanisms;  (1)  prior  ap- 
proval; (2)  before  payment  (3)  re- 
trospective. Through  an  anonym- 
ous consultant  network,  the  Com- 
mittee on  Norms  of  Care  and  exist- 
ing peer  review  mechanisms  for  al- 
lied health  services.  Professional 
Review  Services  has  developed  a 
basic  evaluation  system  designed  to 
promote  quality  care  reviews. 

The  Program  Integrity  Division  of 
the  foundation  is  responsible  for 
monitoring  data  to  assess  the  qual- 
ity and  use  of  medical  services  pro- 
vided to  Medicaid  patients  to  assure 
that  the  health  care  services  are: 

(1)  Appropriate  to  the  needs  of  the 
patient  being  reviewed. 

(2)  Of  acceptable  quality. 

(3)  Delivered  in  a timely  and  effi- 
cient manner. 

(4)  Otherwise  within  the  bounds  of 
established  medical  criteria. 

Should  possible  abuse  be  de- 
tected, Program  Integrity  will 
document  it  and,  based  on  its  extent 
and  seriousness,  will  either  en- 
deavor to  give  the  provider  more 
complete  information  about  the  re- 
quirements and  operations  of 
Medicaid  or  recommend  to  the  state 
that  administrative  or  legal  action 
be  taken  against  the  provider. 

As  evidenced  in  the  above  infor- 


mation, North  Carolina  has  de- 
veloped and  implemented  a work- 
able alternative  to  governmental 
agency  control  in  the  review  of 
medical  services.  However,  in 
order  to  retain  this  control,  optimal 
physician  support  and  involvement 
in  the  foundation’s  peer  review  pro- 
grams are  needed.  The  foundation's 
membership,  open  to  any  physician 
licensed  to  practice  in  North  Caro- 
lina, is  currently  composed  of  only 
1,800  members.  Optimal  support 
would  encompass  extended  efforts 
by  physicians,  providers  and  in- 
stitutions in  the  establishment  of 
more  comprehensive  medical  re- 
view mechanisms  which  show 
positive  results  — improved  care 
and  an  end  to  over-utilization  and 
under-utilization  of  medical  ser- 
vices. 

The  peer  review  process  is  mul- 
tiplied in  the  impact  it  has  on  the 
physician,  the  patient  and  the  tax- 
payer. The  physician  will  retain 
control  in  the  review  of  medical  ser- 
vices to  determine  that  they  are: 

(1)  Medically  necessary. 

(2)  Rendered  at  the  appropriate 
level. 

(3)  Delivered  according  to  profes- 
sionally accepted  standards. 

The  result  of  this  process  is  con- 
tinuing education  which  will  im- 
prove the  medical  knowledge  and 
skills  of  physicians.  The  greatest 
benefit  to  a patient  accrues  when  an 
impartial  professional,  functioning 
in  the  patient  advocacy  role, 
monitors  the  prescribed  therapeutic 
regime.  The  benefits  to  taxpayers 
represent  cost  savings  without  re- 
duction in  the  quality  of  care. 

The  Peer  Review  Concept  is  not 
new.  Aristotle  once  stated,  “As, 
then,  the  physician  ought  to  be 
called  to  account  by  physicians,  so 
ought  men  in  general  to  be  called  to 
account  by  their  peers.” 


1 . PSRO  Support  Center  Contract  — com- 
pleted March  31,  1978. 
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Efficient  Estimate  of  White  Count  Differential 

Charles  C.  Stanley,  M.D.,  and  Betsy  A.  Parsley,  M.D. 


IN  pediatric  practice  the  probable 
cause  for  most  fevers  can  usually 
be  determined  after  the  fever  has 
continued  24-48  hours.  However, 
many  children  need  to  be  seen  in 
less  than  24  hours  from  the  onset  of 
fever  because  of  other  symptoms  or 
their  parents’  insecurity.  With  these 
patients,  especially,  the  physician 
may  need  certain  laboratory  data  to 
determine  whether  the  fever  is  due 
to  a bacterial  or  a viral  infection. 

It  is  now  generally  accepted  that 
an  absolute  count  of  neutrophils  of 
10,000  or  greater  is  a strong  indi- 
cator of  bacterial  infection,  whereas 
an  absolute  count  of  neutrophils 
below  5,000  usually  indicates  a viral 
infection.  Thus,  a quick,  efficient 
method  of  obtaining  this  informa- 
tion is  highly  desirable.  In  many  of- 
fices, regrettably,  white  counts  with 
differentials  are  not  done  because  of 
the  time  involved  in  the  smearing 
and  staining  and  because  of  diffi- 
culty in  producing  really  good 
smears.  Sending  a mother  and  sick 
child  from  the  office  to  a laboratory 
for  a simple  white  count  and  differ- 
ential is  inefficient  and  sometimes 
exhausting.  Though  the  laboratory 
may  be  nearby,  the  time  required  in 
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walking,  in  waiting  for  the  report 
and  in  seeing  the  physician  again 
can  be  appreciable.  Obviously 
everyone  benefits  when  reliable 
laboratory  data  can  be  obtained 
simply  and  quickly  in  the  physi- 
cian’s office. 

A white  count  can  be  done  rapidly 
and  a chamber  differential  count, 
separating  polymorphonuclear  cells 
from  mononuclear  cells,  can  be  also 
done  quickly  by  simply  switching 
microscope  objectives  to  high  dry 
(43X)  and  counting  100  cells.  The 
polymorphonuclear  cells  can  be 
designated  as  neutrophils  and  the 
mononuclear  cells  as  lymphocytes. 
Obviously,  eosinophils,  basophils, 
and  some  monocytes  will  be  called 
neutrophils  and  some  monocytes 
will  be  called  lymphocytes.  How- 
ever, we  have  found  that  by  calling 
all  cells  on  a chamber  differential 
either  polys  or  lymphs,  we  have  a 
reliable  method  of  estimating  abso- 
lute numbers  of  neutrophils  and 
lymphocytes.  This  method  can  be 
easily  and  quickly  taught  to  office 
personnel  and  does  not  require  the 
services  of  a highly  trained  labora- 
tory technician. 

In  our  office  we  have  data  from 
1,238  white  blood  cell  (WBC) 
counts  using  this  technique  and 
have  compared  these  to  counts  de- 
termined using  Wright’s  stained 


smears.  For  33  months,  each  time 
blood  was  drawn  for  a white  count 
in  our  office,  a blood  smear  was 
prepared  simultaneously.  The  nurse 
or  doctor  drawing  the  blood  did  a 
white  count  and  a chamber  differ- 
ential count.  The  smear  was  stained 
with  Wright’s  stain  and  a differen- 
tial count  was  made  in  the  usual 
manner  counting  100  cells.  The 
majority  of  the  smear  differentials 
were  done  by  medical  technologists 
who  had  no  knowledge  of  compara- 
ble values  obtained  by  chamber 
count. 

Five  hundred  of  these  paired  dif- 
ferential counts  were  subjected  to 
statistical  analysis,  comparing  the 
absolute  number  of  polymor- 
phonuclear cells  from  chamber  with 
the  control  from  smear  and,  in  like 
manner,  the  absolute  number  of 
mononuclear  cells  by  chamber  with 
like  cells  on  smear.  These  variables 
were  statistically  tested  for  a differ- 
ence in  their  mean  values  using  a 
paired  t-test.  The  observed  average 
absolute  minimal  difference  was 
9 1 . 1 8 with  a standard  error  of  62.95. 
The  values  yield  a T-statistic  of 
91.18/62.95  = 1.45  which  is  not  sig- 
nificant at  the  10%  probability  level. 
Hence  the  data  indicate  that  the  av- 
erage of  these  two  procedures  pro- 
duce the  same  result. 

The  Correlation  Coefficient  be- 
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tween  these  two  variables  was  .967. 
This  high  value  indicates  strong 
linear  relationship  between  the  two 
procedures.  A linear  regression 
analysis  of  this  data  found  a slope  of 
approximately  1 . Hence  the  values 
obtained  for  the  first  method 
(chamber  differential)  is  the  best 
estimate  of  the  values  which  would 
be  found  if  the  second  (smear  differ- 
ential) were  carried  out. 

Typically,  the  WBC  was  done 
while  the  patient’s  vital  signs  were 
being  taken  and  a decision  had  been 
made  by  experienced  pediatric 
nurses  as  to  whether  the  physician 
would  likely  need  these  data.  Usu- 
ally, such  patients  were  febrile 
young  children  without  specific 
symptoms.  The  blood  sample  was 
obtained  without  moving  to  another 
area  or  requiring  the  intervention  of 


another  person.  As  a rule,  the 
counts  could  be  placed  on  the  chart 
before  the  physician  saw  the  child. 

Concurrent  qualitative  analysis 
indicated  that  no  important  diag- 
noses were  overlooked  in  the  1 ,238 
patients  because  of  differences 
between  the  two  differentials,  e.g., 
decreased  platelets,  eosinophilia  of 
consequence,  band  forms  of  import, 
atypical  lymphocytes  and  data  con- 
cerning red  blood  count  morphol- 
ogy. Obviously  the  nature  of  the  ill- 
ness will  indicate  which  patients  re- 
quire further  study.  As  part  of  our 
preventive  medicine  program,  all  of 
our  children  are  followed  routinely 
with  periodic  blood  smears  and  dif- 
ferential counts  done  at  appropriate 
annual  or  bi-annual  intervals. 

Much  has  been  written  about  the 
value  or  lack  of  value  of  a WBC  in 


clinical  medicine.  It  is  not  a substi- 
tute for  clinical  judgment  or  an  end 
in  itself  but  only  one  more  reflection 
of  a disease  process.  Its  determina- 
tion can  be  an  efficient,  valid,  sim- 
ple office  procedure  by  the  methods 
defined. 
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1 1 . When  between  fourteen  and  fifteen  Quarts  of  Blood  had  been  evacuated,  and  thereby  the  Force  of 
that  which  remained  in  the  Vessels  greatly  decreased,  then  the  Mare  fell  into  cold  clammy  Sweats,  such 
as  frequently  attend  dying  Persons;  which  shews  to  how  low  a State  the  vital  Force  of  the  Blood  is  at  that 
Time  reduced:  Whence  we  see,  that  these  faint  Sweats  are  not  occasioned  by  a greater  protrusive  Force 
of  the  Blood  at  that  Time,  but  rather  by  a general  Relaxation  of  the  Pores,  as  well  as  of  all  other  Parts  of 
the  Body.  And  it  seems  hence  probable,  that  the  Vigour  of  the  Blood  in  the  Arteries  is  much  abated, 
when  Persons  who  are  not  in  a dying  State,  have  colliquative  Sweats,  as  in  violent  Colic  Pains,  Fear,  etc. 
— Statical  Essays:  Containing  Haemastaticks  by  Stephen  Hales,  London,  1733. 
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The  Unknown  Primary  in  Metastatic 
Head  and  Neck  Cancer,  A Clinical  Approach 

W.  Fred  McGuirt,  M.D. 


lBSTRACT  An  asymmetrical 
eck  mass  in  the  adult  patient  must 
e considered  a metastatic  lesion 
ntil  proved  otherwise.  Biopsy  of  the 
lass  before  the  primary  lesion  is- 
jund  and  treated  lessens  the  chance 
f cure  and  increases  local  wound 
omplications  and  local  recurrence. 
l biopsy  of  the  regional  metastatic 
nass  is  associated  with  twice  the  in- 
idence  of  distant  metastasis.  The 
earch  for  the  primary  lesion  must 
iclude  a thorough  examination  of 
he  oral  cavity,  nasopharynx, 
lypopharynx,  larynx,  thyroid,  sali- 
ary  glands  and  the  skin  of  the  head 
ind  neck.  Sinus,  chest  and 
sophageal  roentgenograms,  panen- 
loscopy,  and  random  biopsy  of  the 
lost  common  sites  of  head  and  neck 
ancer  are  also  useful.  If  none  of 
hese  discloses  the  primary  lesion, 
he  neck  mass  should  be  biopsied;  but 
inly  if  the  surgeon  is  prepared  to 
lerform  a complete  neck  dissection  if 
i frozen  pathologic  section  indicates 
pidermoid  carcinoma.  If  a primary 
ite  is  not  detected,  patients  should  be 
ollowed  closely  and  frequently  for  its 
arly  detection.  The  chances  for  sur- 
ival  are  good  if  no  primary  lesion  is 
letected  within  three  years,  only 
10%  to  30%  if  a primary  lesion  ap- 
►ears. 

rom  the  Section  of  Otolaryngology 
owman  Gray  School  of  Medicine 
>'inston-Salem,  N.C.  27103 


MARTIN,  who  is  generally 
credited  with  being  the  father 
of  modem  head  and  neck  surgery, 
stated  in  1952:  “Asymmetric  en- 
largement of  one  or  more  cervical 
lymph  nodes  in  an  adult  is  almost 
always  cancerous  and  usually  is  due 
to  metastasis  from  a primary  lesion 
in  the  mouth  or  pharynx.’’1  This 
principle  remains  sound  today.  The 
key  to  the  validity  of  the  statement 
lies  in  the  words  enlarged  lymph 
node,  asymmetric  and  adults.  If  it  is 
remembered  that  primary  cervical 
malignancy  is  rare,  and  that  practi- 
cally all  malignant  cervical  tumors, 
exclusive  of  lymphoma,  are  meta- 
static,2 there  should  be  little  chance 
of  confusing  metastatic  malignant 
cervical  tumors  with  inflammatory 
lymphadenopathy,  cysts  and  benign 
tumors  of  the  neck,  if  the  history- 
taking and  physical  examination  are 
thorough. 

Martin  supported  his  statement 
with  a review  of  1,300  primary 
tumors  of  the  head  and  neck  seen  at 
Memorial  Hospital  in  New  York.  In 
12.4%  of  the  cases,  a lump  in  the 
neck  was  the  presenting  symptom. 
That  an  asymmetric  neck  mass  in 
the  adult  must  be  considered  a 
malignancy  until  proved  otherwise 
is  graphically  illustrated  by  Lee  and 
Helmus  who  reviewed  biopsies  of 
neck  masses  in  163  consecutive  pa- 
tients; of  patients  over  40  years  of 


age  29.4%  had  carcinoma  and  21.4% 
had  lymphoma.3  These  figures 
agree  closely  with  the  50%  inci- 
dence of  neoplasia  reported  in  neck 
masses  in  the  series  of  Slaughter  et 
al4  and  of  Mayo  and  Lee.5  The  inci- 
dence of  malignant  disease  in  a neck 
mass  rose  to  80%  in  Slaughter’s 
series  when  benign  thyroid  nodules 
were  excluded. 

A second  principle  to  be  applied 
is  that  the  immediate  removal  of  an 
enlarged  lymph  node  for  diagnostic 
purposes  is  a great  disservice  to 
the  patient  with  metastatic  cervi- 
cal carcinoma.  This  procedure  in- 
variably lessens  the  chance  of  cure 
by  increasing  the  local  and  systemic 
recurrence  or  spread  of  the  dis- 
ease,6 an  observation  confirmed  in  a 
recent  retrospective  study.7  In  714 
sequential  radical  neck  dissections, 
there  had  been  a biopsy  before  de- 
finitive treatment  in  64  patients 
(9%).  The  complications  of  distant 
metastases  and  late  regional  recur- 
rence were  more  frequent  in  pa- 
tients who  had  had  biopsies  than 
those  with  the  same  stage  of  disease 
who  had  not  been  biopsied  before 
definitive  treatment  (Table  I).  The 
former  group  also  had  a higher  inci- 
dence of  local  wound  complica- 
tions. These  figures  suggest  that 
disruption  of  lymphatic  drainage 
and  manipulation  of  metastatic 
tumor  decrease  chances  for  clean 
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TABLE  I 

Correlation  of  Wound  Necrosis,  Local  and  Distal  Recurrence  with  Time  of  Biopsy 


Variable  Examined 


Wound  Necrosis 

Regional  Neck 
Recurrence 

Distant  Metastasis 


Biopsy  before 
definitive  treatment 

No  of 

Patients  (Incidence) 
13/64  (20  3%) 

21/64  (32.8%) 

25/63  (39.7%) 


Biopsy  at  time  of 
definitive  treatment 

No  of 

Patients  (Incidence) 
5/46  (10.9%) 

11/46  (23.9%) 

11/46  (23.9%) 


No  biopsy 
No  of 

Patients  (Incidence) 
98/605  (12.9%) 

116/600  (19  5%) 
131/598  (21.9%) 


surgical  excision  and  cure. 

There  is  probably  no  surgical 
condition  more  easily  detected  in 
early  physical  examination,  yet 
more  difficult  to  diagnose  and  treat 
definitively,  than  malignant  tumors 
of  unknown  primary  origin  located 
in  the  neck.8  The  attempt  at  cure 
must  be  made,  however,  and  it 
starts  with  a careful  examination  of 
the  oral  cavity,  nasopharynx, 
hypopharynx,  larynx,  thyroid, 
salivary  glands  and  the  skin  of  the 
head  and  neck.  In  Martin’s  series  of 
218  patients  with  the  diagnosis  of 
cervical  carcinoma  made  by  exci- 
sional  node  biopsy,  65%  had  an  ob- 
vious primary  lesion  of  the  head  or 
neck.2  This  correlated  well  with  the 
findings  of  Jesse  et  al  who  reported 
that  52%  of  259  cases  had  obvious 
primary  lesions  of  the  head  or 
neck.8  If  examination  of  these  areas 
is  negative,  a specialist  should  be 
consulted  for  help  in  surveying  the 
blinder  areas  of  the  upper  digestive 
and  respiratory  passages  (Table  II). 
If  the  latter’s  examination  is  nega- 
tive, direct  endoscopic  examination 
of  the  nasopharynx,  larynx, 
hypopharynx,  esophagus  and 
bronchial  system  should  be  carried 
out,  roentgenograms  of  the 
paranasal  sinuses,  chest,  and 
esophagus  obtained  and  a thyroid 
scan  considered.  If  panendoscopy 
provides  no  evidence  of  a primary 
lesion,  random  biopsies  can  be  done 
of  the  sites  most  likely  to  contain  an 
occult  tumor.  The  most  common 
sites  biopsied  are  in  the  midline  and 
in  both  Rosenmuller’s  fossae  in  the 
nasopharynx,  the  base  of  the 
tongue,  the  pyriform  sinus  and  the 
tonsils.  The  location  and  features  of 
the  lymph  nodes  involved  may 
suggest  a primary  site.  Enlarged 
nodes  high  in  the  neck  or  in  the 
posterior  triangle  suggest  a 
nasopharyngeal  lesion  whereas  en- 


larged jugulodigastric  nodes  point 
more  to  the  tonsils  and  the  laryn- 
gopharynx  including  the  base  of  the 
tongue.  When  the  enlarged  nodes 
are  in  the  supraclavicular  area  or  the 
lower  third  of  the  neck,  the  remain- 
der of  the  digestive  and  the  urinary 
tracts  must  be  examined  because 
primary  tumors  in  these  areas 
sometimes  metastasize  to  the  neck. 

If  the  work-up  is  thorough  and  the 
site  of  the  primary  lesion  is  still  not 
apparent,  an  open  excisional  biopsy 
of  the  cervical  node  is  done  with  the 
surgeon  and  patient  prepared  to 
continue  with  a complete  neck  dis- 
section if  frozen  sections  contain 
malignant  squamous  cells.  A radical 
neck  dissection  is  done  if  squamous 
cell  carcinoma  is  present  but  the 
wound  is  closed  if  adenocarcinoma 
is  found  and  a further  systemic 
work-up  is  carried  out.  If  lymphoma 
is  diagnosed,  the  wound  is  closed 
and  further  staging  procedures  are 
done. 

In  the  past,  some  surgeons  have 
advocated  postoperative  irradiation 
of  the  nasopharynx,  the  ipsilateral 
tonsil,  the  base  of  the  tongue  and  the 
contralateral  side  of  the  neck.  This 


TABLE  II 

Studies  to  Detect  Primary  Lesion  of 
Head  or  Neck 

1.  Complete  physical 
examination  of  oral  cavity 

nasopharynx 

hypopharynx 

larynx 

thyroid 

salivary  glands 
skin  of  head  and  neck 

2 Roentgenograms  of  nasal  sinuses 

chest 

esophagus 

3.  Panendoscopy 

4 Random  biopsy  of:  nasopharynx 

midline 

Rosenmijller's  fossae 
base  of  tongue 
pyriform  sinus 
tonsils 

5 Open  biopsy  of  cervical  mass  if  no  primary  found 


is  still  controversial  as  many  physi 
cians  believe  that  the  morbidity  as 
sociated  with  a dry  mouth  and  th< 
necessary  dental  care  is  not  word 
the  minimal  increase  in  five-yea 
cure  rates  observed  and  do  not  us< 
postoperative  radiation,  preferrinj 
to  rely  on  careful  follow-up  exami 
nations. 

Patients  with  malignant  meta 
static  cervical  nodes  and  unknowi 
primary  lesions  must  be  followei 
closely,  at  monthly  intervals  for  th< 
first  year,  every  two  months  for  th< 
second  year  and  every  three  month: 
for  the  third  year  to  assure  earb 
detection  and  treatment  of  the 
primary  malignancy. 

The  three-year  survival  in  pa 
tients  with  a full  work-up  who  comti 
to  surgery  without  an  identifiet 
primary  lesion  despite  comprehen 
sive  study  ranges  from  30%  to  50%i 
Patients  who  later  show  a primary 
lesion  have  about  a 25%  to  30%  sun 
vival  at  three  years. 

Today,  the  most  common  loca 
tions  of  primary  tumors  that  late1 
become  evident  are  the  hypo 
pharynx,  the  tonsil,  and  the  base  o 
the  tongue.  In  the  past,  when  diag: 
nostic  methods  were  less  sophisti 
cated,  the  most  common  site  of  a 
late-appearing  primary  lesion  wa; 
the  nasopharynx,  probably  because 
it  is  the  hardest  area  to  see. 

If  the  primary  tumor  has  not  sur 
faced  within  three  years,  chance; 
are  it  will  not,  although  the  reason  i: 
not  known.  Theories  of  spontane 
ous  regression  in  tumors  have  beer 
discussed  by  Stewart,9  the  preva 
lent  opinion  being  thAt  the  immum 
system  of  the  host  overcomes  th( 
primary  tumor  in  some  manner. 
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Editorials 


POTASSIUM  ISN’T  ALWAYS  GOOD  FOR  YOU 

We  as  physicians  sometimes  assume  that  patients 
allow  our  instructions  explicitly,  yet  we  might  have 
rouble  understanding  our  own  instructions  if  we  were 
lot  already  familiar  with  our  own  occupational  lan- 
;uage.  To  aggravate  the  confusion  some  pharmacists 
iave  suggested  that  it  should  be  their  responsibility  to 
liscuss  drugs  prescribed  with  their  customers,  re- 
ieving  physicians  of  that  obligation.  The  pharmacist 
:ould  enlighten  the  patient  as  to  drug  interactions,  side 
iffects,  timing  of  dose,  metabolism  and  the  like  so  that 
he  doctor  could  better  spend  his  time  in  history-tak- 
ng,  psychotherapeutic  adventures  and  continuing 
nedical  education  at  home  and  abroad.  There  is  a 
incere  ring  about  this  notion  pharmacists  have  a vast 
tore  of  thwarted  data  yearning  for  application,  the 
loctor’s  mental  receptors  seem  all  too  often  oversatu- 
ated  with  facts  and  we  are  inclined  to  behold  with 
ising  awe  and  appreciation  the  additions  of  new  posi- 
ions  on  what  some  call  the  healing  team. 

Before  we  yield  to  such  noble  impulses,  which  we 
ire  assured  would  improve  patient  compliance,  let  us 
ook  to  potassium,  the  rather  mysterious  cation  which 
;ecretes  itself  within  the  cell  for  the  most  part  and 
;ignifies  its  liberation  from  a burning  log  with  a glow- 
ng  red  flame.  Since  the  introduction  of  oral  diuretics, 
jotassium  has  held  the  stage  and  we  have  learned 
nuch  of  its  depletion  and  repletion  in  the  body,  of  U 
vaves  and  peaked  T waves,  of  cation  exchange  resins 
md  about  flame  photometry.  Because  we  do  tinker 
vith  our  patient’s  potassium  so  much,  its  concentra- 
ion  in  the  serum  has  gradually  come  to  indicate  all 
iorts  of  potential  problems  attested  by  the  estimate 
hat  between  20  and  30  billion  milliequivalents  of 
potassium  are  prescribed  annually,  usually  in  associ- 
ition  with  diuretics.1  Despite  these  impressive  num- 
bers, it  still  hasn’t  been  established  that  diuretics 
'eally  deplete  body  potassium  stores  to  a significant 
extent.  Measurements  of  total  body  K by  whole  body 
counting  (TB40K)  or  isotope  dilution  (Ke)  have  not 
:onfirmed  earlier  suspicions  that  hypokalemia  always 
•eflects  body  deficit  while  it  has  been  shown  that 
erythrocyte  K correlates  poorly  with  Ke.2  Muscle  K as 
night  be  expected  does  parallel  Ke  more  closely  but 
nuscle  biopsy  for  chemical  analysis  is  hardly  a feas- 
ble  bedside  and  routine  laboratory  procedure. 

It  has  become  customary  to  tell  patients  to  drink 


orange  juice  or  eat  bananas  to  correct  the  postulated 
potassium  deficit  attending  diuretic  use  and  some 
pharmacists  in  North  Carolina  have  gone  so  far  as  to 
add  another  label,  as  an  imperative,  to  the  prescription 
bottle  which  directs  the  patient  to  drink  or  eat  his  or 
her  way  to  normokalemia  with  orange  juice  or 
bananas.  Yet  such  a gustatory  quest  can  be  costly  both 
financially  and  physically.  The  pharmacist  who  offers 
such  advice  usually  doesn’t  know  the  patient’s  hepatic 
or  renal  status,  may  not  be  aware  of  other  medications 
being  given  and  probably  doesn’t  ask  his  customer 
what  diet  has  been  advised.  If  a daily  potassium  sup- 
plement of  50  mEq  were  necessary,  one  liter  of  orange 
juice  or  four  to  six  bananas  would  be  required;  about 
450  calories  would  be  provided  by  the  former  and  from 
400  to  600  by  the  latter  supplement.  And  it  would  cost 
from  $15  to  $25  a month  at  the  grocery  compared  to  $8 
to  $16  at  the  drug  store  for  the  monthly  potassium 
ration.1 

These  observations  apply  mostly  to  patients  being 
treated  for  hypertension.  If  diuretics  are  being  given  to 
those  with  congestive  heart  failure,  potassium 
supplementation,  specified  by  the  physician,  or  the 
addition  of  K-sparing  diuretics  is  often  in  order  as  it  is 
for  cirrhotic  subjects  whose  total  body  potassium  is 
low  and  whose  renal  ammonia  production  increases  as 
potassium  is  lost.  Sometimes,  of  course,  large  doses  of 
loop  diuretics  may  be  required  in  the  treatment  of 
patients  with  renal  disease  whose  lives  might  actually 
be  threatened3  if  they  followed  the  pharmaceutical 
imperative  and  drank  orange  juice  or  ate  bananas. 

When  potassium  is  needed  it  should  almost  always 
be  given  as  the  chloride  salt  because  diuretics,  except 
for  acetazolamide,  now  rarely  indicated,  increase  uri- 
nary chloride  excretion.  Both  anion  and  cation  deficits 
exist  in  the  setting  of  metabolic  alkalosis.  Only  when 
hyperchloridemia  and  hypokalemia  co-exist,  as  with 
such  rarities  as  the  renal  tubular  acidoses,  should 
potassium  carbonate,  acetate,  citrate  or  gluconate  be 
given. 

J.H.F. 
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NEW  MEMBERS 

of  the  State  Society 


Cease,  Kemp  Bailey  (STUDENT)  220  May  Court,  Chapel  Hill 
27514 

Choong,  Han  Pyo,  MD,  (GS)  P.O.  Box  548,  503  W.  3rd  St.,  SW, 
Taylorsville  28681 

Chua,  Anita  Go,  MD,  (AN)  5232  Camilla  Drive,  Charlotte  28211 
Compeau,  Phillip  Edward  Charles,  MD,  (IM)  Medical  Arts  Bldg., 
North  Wilkesboro  28659 

Dalton,  Henry  Tucker,  MD,  (OPH)  Kinston  Clinic,  North,  Kinston 
28501 

Dowdeswell,  Robert  Horton,  MD,  (PTH)  Pardee  Mem.  Hosp., 
Hendersonville  28739 

Easley,  Ronald  Byron,  MD,  (IM)  Duke  Medical  Center,  Dept,  of 
Internal  Medicine,  Durham  27710 
Filston,  Howard  Church,  MD,  (PDS)  3618  Stoneybrook  Dr., 
Durham  27705 

Ginn,  Fred  LeGray,  MD,  (PTH)  Cape  Fear  Valley  Hospital, 
Fayetteville  28302 

Goode,  David  John,  MD,  (P)  2533  Buena  Vista  Road,  Winston- 
Salem  27103 

Groce,  Ann,  MD,  (AN)  3817  Hillgrand  Dnve,  Durham  27705 
Haisty,  Wesley  Kenneth,  Jr.,  MD,  (CD)  520  Hedgewood  Avenue, 
Winston-Salem  27103 

Hanrahan,  Leo  Robert,  Jr.,  MD,  (CLP)  200  Cherrywood  Dr., 
Greenville  27834 

Hansen,  John  Peter,  MD,  (FP)  2318  Thunder  Road,  Durham  27712 
Higgins,  Thomas  Edward,  MD,  (PTH)  Presbyterian  Hospital, 
Pathology  Dept.,  Charlotte  28237 
Hijmans,  Jacqueline  C,  MD,  Duke  Medical  Center,  Durham  27710 
Hunter,  Robert  Merrill  (STUDENT)  P.O.  Box  952,  Kemersville 
27284 

Johnson,  Patricia  June,  MD,  (GP)  Route  #3,  Box  E-l , Robbinsville 
28771 

Kassens,  William  Diedrick,  Jr.,  MD,  (IM)  1804  Glen  Meade  Road, 
Wilmington  28403 

Kelley,  John  Simpson,  MD,  (IM)  Baldwin  Woods,  S. W. , Whiteville 
28472 

Kratz,  Robert  Kevin,  MD,  (IM)  2925  WycliffRoad,  Raleigh  27607 
Lipton,  Howard  Alan,  (STUDENT)  813  Louise  Circle,  Durham 
27705 

Lymberis,  Marvin  Edward  Boyd,  MD,  (INTERN-RESIDENT) 
2500  Robinhood  Road,  Winston-Salem  27103 
McFadden,  James  Stuart,  MD,  (AN)  Ca"thage  Road,  Sandhills 
Anes,  P.A.,  Pinehurst  28374 

Morse,  John  Merritt  David,  MD,  (IM)  1804  Glen  Meade  Road, 
Wilmington  28401 

Neeley,  Bruce  Carlton,  MD,  (INTERN-RESIDENT)  Duke  Hos- 
pital, Durham  27710 

Petruzzello,  Edward  Joseph,  Jr.,  MD,  P.O.  Box  10655,  Charlotte 
28234 

Pories,  Walter  Julius,  MD,  (GS)  203  Chowan  Road,  Greenville 
27834 

Renuart,  Adhemar  William,  III,  MD,  (PDN)  1830  Hillandale  Road, 
Durham  27705 

Rogers,  James  Michael,  MD,  (PD)  1800  Healy  Drive,  Winston- 
Salem  27103 

Rose,  John  David,  MD,  (IM)  1800  W.  5th  St.  Ste.  #2,  Greenville 
27834 

Shahan,  John  Stobie,  MD,  (INTERN-RESIDENT)  Apt.  5-G  Univ. 
Garden  Apts.,  Chapel  Hill  27514 

Shereff,  Richard  Henry,  MD,  (D)  139  Hunter  Circle,  Fayetteville 
28304 


Siy-Hian,  Bienvenido  Chan,  MD,  (IM)  603  Beaman  St.,  Clinton 
28328 

Smith,  Cameron  Langley,  MD,  (D)  314  Kenilworth  Road,  Green- 1 
ville  27834 

Volkman,  Alvin,  MD,  (PTH)  East  Carolina  Univ.,  Dept,  of  Pathol- 
ogy, Greenville  27834 

Washburn,  Ronald  Lee,  MD,  (R)  1711  W.  Sixth  St.,  Greenville 
27834 

Wells,  David  Morelle,  MD,  (DR)  1431  Cumberland  Circle,  Rock- 
ingham 28379 

Williamson,  Joseph  Edward,  MD,  (FP)  Tarboro  Clinic,  Tarborc ! 
27886 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  a 
the  Bowman  Gray,  Duke  and  UNC  Schools  of  Medicine,  Dorothe; 
Dix,  Wayne  County  Hospital  and  Burroughs  Wellcome  Company 
are  accredited  by  the  American  Medical  Association.  Therefore 
CME  programs  sponsored  or  co-sponsored  by  these  schools  au 
tomatically  qualify  for  AMA  Category  I credit  toward  the  AMA’f 
Physician’s  Recognition  Award,  and  for  North  Carolina  Medica 
Society  Category  “A”  credit.  Where  AAFP  credit  has  been  re 
quested  or  obtained,  this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa 
tion.” 

3.  The  East  Carolina  University  School  of  Medicine  has  submit 
ted  an  application  to  the  Council  on  Medical  Education  of  th(  1 
American  Medical  Association  for  the  accreditation  of  its  Continu 
ing  Medical  Education  Program.  In  the  interim  period,  until  ac  f 
creditation  is  received,  physicians  who  attend  continuing  medica  I 
education  programs  presented  by  the  East  Carolina  University  i 
School  of  Medicine  will  be  able  to  receive  Category  I Credit  towarc 
the  AMA  Physician’s  Recognition  Award  and  Category  “A”  Credi 
toward  the  requirements  of  the  North  Carolina  Medical  Society 

Until  such  time  as  East  Carolina  University  School  of  Medicine  i: 
accredited,  continuing  medical  education  programs  will  be  co 
sponsored  with  the  Eastern  AHEC  which  is  affiliated  with  th< 
University  of  North  Carolina  School  of  Medicine.  Physicians  wh(  < 
attend  these  programs  should  indicate  that  it  was  co-sponsored  by 
the  Eastern  AHEC. 

PROGRAMS  IN  NORTH  CAROLINA 
June  2 

Pediatrics  Day,  East  Carolina  University  — 1978 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Credit:  5 hours;  AMA  Category  I 

For  Information:  Jon  B.  Tingelstad,  M.D.,  Chairman,  Departmen 
of  Pediatrics  ECU,  School  of  Medicine,  Greenville  27834 

June  2-3 

Dermatology  for  the  Non-Dermatologist 
Place:  Hyatt  House,  Winston-Salem 
Fee*  $50 

Credit:  7 hours;  AMA  Category  I;  AAFP  approval  requested 
For  Information:  Office  of  Continuing  Education,  236  MacNide 
Building  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

June  9-11 

Advanced  Life  Support  (Cardio-pulmonary  Resuscitation) 

Credit:  15  hours 
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Account  No.  1 093  2 
Date:  2/2/77 


MR.  B.  P.  PATIENT 
1528  EVERY  DRIVE 
ANYTOWN,  SC  29109 

STATEMENT  OF  ELECTROLYTE  BALANCE 

Account  of:  PATIENT  WITH  HYPERTENSION 
Transaction:  THERAPY  WITH  THIAZIDE 
Status:  Blood  Pressure:  SATISFACTORY 


Salt:  SATISFACTORY 


WHEN  TREATING  HYPERTENSION 

DON’T  OVERDRAW  THE  POTASSIUM  BALANCE 


Date-  4/ 2/ 7 7 


P . 


ATlENt 


D(Uvt 


MR.  6‘ 

__m  HVPERnNSio!i 


-ou'R 


nl 


pM 


1EN1 


vuii 


he Rill 


will 


ov 


Mill 


PX10RI 


iacliott 
lilool'li 

massWS-  SP.J 


I 


balance  satisfactory 


TRIAMTERENE  LIMITS  POTASSIUM  LOSS 
AS  HYDROCHLOROTHIAZIDE  LOWERS 
BLOOD  PRESSURE 


Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 


The  difference  in  ‘Dyazide’  is  its  ‘Dyrenium’  component,  which 
acts  to  reduce  thiazide-induced  excessive  excretion  of  potassium. 
Dietary  potassium  supplements  or  potassium  salts  should  not  be 
used  with  ‘Dyazide’  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired. 

‘Dyazide’  can  occasionally  cause  hyperkalemia.  Serum  potassium 
and  BUN  should  be  checked  periodically  during  therapy,  particu- 
larly in  patients  with  suspected  or  confirmed  renal  insufficiency 
(e.g.,  elderly  or  diabetic  patients).  If  hyperkalemia  develops, 
‘Dyazide’  should  be  withdrawn  and  a thiazide  alone  substituted. 
Routine  use  of  diuretics  in  healthy  pregnant  women  is 
inappropriate. 


*See  next  page  for  indications  and  brief  summary  of  prescribing 
information.  Not  for  initial  therapy.  Dosage  should  be  titrated  to 
the  individual  (See  Box  Warning). 

SK&F  Co.,  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIine  company 


DYAZIDE 


Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE  FOR 
LONG-TERM  CONTROL 
OF  HYPERTENSION.* 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  A brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  convenient 
in  patient  management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents  the  dosage 
determined  by  titration:  Adjunctive  therapy  in  edema 
associated  with  congestive  heart  failure,  hepatic  cirrhosis, 
the  nephrotic  syndrome.  Corticosteroid  and  estrogen- 
induced  edema,  idiopathic  edema;  hypertension,  when  the 
potassium  sparing  action  of  triamterene  is  warranted. 

(See  Box  Warning.)  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indicated  in 
pregnancy  only  when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium.  Hypersensitivity  to  either  component 
or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary 
potassium  is  needed,  potassium  tablets  should  not  be  used. 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill, 
with  urine  volume  less  than  one  liter/day,  the  elderly  and 


diabetics  with  suspected  or  confirmed  renal  insufficiency. 
Periodically,  serum  K ' levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K1  intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  preg- 
nancy requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocyto- 
penia, other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their 
use  is  essential,  the  patient  should  stop  nursing.  Adequate 
information  on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impending  coma  in 
severe  liver  disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  Kf  frequently;  both  can  cause  K ' retention 
and  elevated  serum  K ‘ . Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been  reported 
with  thiazides.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly. 
Antihypertensive  effect  may  be  enhanced  in  post-sympa- 
thectomy patients.  Use  cautiously  in  surgical  patients.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIine  company 


For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  15-18 

Seaboard  Medical  Association 
Place:  Holiday  Inn,  Kill  Devil  Hills 

For  Information:  Mrs.  Annette  S.  Boutwell,  P.O.  Box  10387,  Ra- 
leigh 27605 

June  17-18 

Dermatology  for  the  Non-Dermatologist 
Place:  Islander  Motor  Inn,  Emerald  Isle 
Fee:  $50 

For  Information:  Office  of  Continuing  Education,  236  MacNider 
Building  202-H,  UNC  School  of  Medicine,  Chapel  Hill  27514 

June  20-22 

North  Carolina  Hospital  Association  Annual  Meeting 
Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 
For  Information:  Mrs.  Diane  Turner,  North  Carolina  Hospital  As- 
sociation, Box  10937,  Raleigh  27605 

June  22-24 

25th  Annual  Mountaintop  Medical  Assembly 
Place:  Waynesville  Country  Club,  Waynesville 
Sponsor:  Haywood  County  Academy  of  Family  Practice 
Credit:  20  hours;  AAFP  approval  requested 
For  Information:  Clinton  Border,  M.D.,  204  Depot  Street, 
Waynesville  28786 

July  3-5 

8th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner,  Wrightsville  Beach 
Sponsor:  Committee  on  Medical  Aspects  of  Sports 
For  Information:  Frank  C.  Wilson,  M.D. , North  Carolina  Memorial 
Hospital,  Chapel  Hill  27514 

July  3-7 

Review  Course  in  Family  Medicine 

Place:  Center  for  Continuing  Education,  Appalachian  State  Uni- 
versity, Boone 
Fee:  $150 

Credit:  30  hours;  AAFP;  enrollment  limited  to  100  participants 
For  Information:  Mr.  Edwin  Davis,  Executive  Director,  North 
Carolina  Academy  of  Family  Physicians,  P.O.  Drawer  11268, 
Raleigh  27604 

July  10-14 

Duke  Medical  Center  Annual  Postgraduate  Course  — Morehead 
Symposium 

Place:  Atlantis  Lodge,  Atlantic  Beach 
Fee:  $175 
Credit:  30  hours 

For  Information:  M.  Henderson  Rourk,  M.D.,  Duke  University 
Medical  Center,  Durham  27710 

July  23-28 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological 
Seminar,  Inc. 

Place:  Grove  Park  Inn,  Asheville 

Fee:  $100  for  Non-Members 

Credit:  21  hours;  AMA  Category  I and  AAFP 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F,  Mars  Hill  28754 

July  31-August  4 

Myrtle  Beach  Workshop 
Fee:  $125 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


July  31-August  5 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Atlantic  Beach 

Sponsors:  Department  of  Radiology,  Duke  University  Medical 
Center 
Fee:  $200 

Credit:  30  hours;  AMA  Category  I 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

September  7-9 

Family  Medicine 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 


UTILIZING 
TAX  LAWS 
TO  YOUR 
ADVANTAGE 

for  medical  professionals 

A 3-day  course 

HOMESTEAD 

Hot  Springs,  Virginia 
AUGUST  2-5 

Spend  your  mornings  learning 
with  us  and  your  afternoons 
at  golf,  tennis  or  18  other 
available  recreational  activities 
in  a course  geared  to  the 
medical  profession  and 
designed  to  help  you  with: 

• Business  tax  shelters 

• Personal  Tax  Planning 

• Minimizing  Estate  Taxes 

Course  and  related  expenses 
are  tax  deductible. 


Course  Tuition— $300 
Fee  includes  attendance  by 
spouse.  Lodging  and  board 
at  The  HOMESTEAD  additional, 
rate  information  provided. 

This  course,  our  1 1th  such 
session,  is  taught  by 
legal  and  tax  professionals 
and  is  highly  acclaimed 
by  past  participants. 

Pre-Registration  Fee  is  $50, 
refundable  if  cancellation 
is  received  prior  to  June  15th 
Pre-Registrants  will  be  sent 
course  outline  and  lodging 
information.  Enrollment 
limited. 


Ted  Pemberton-Program  Director 

(919)876-9610  inquires  welcome 
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Mail  Check  and  Pre-Registration 
to: 

MEDICAL  TAX  SEMINAR 

Post  Office  Box  19607 
Raleigh,  North  Carolina  27609 


Name: 

Address: 
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I 
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tinuing  Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  8-9 

Annual  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 
Place:  Blockade  Runner,  Wrightsville  Beach 
For  Information:  David  R.  Williams,  M.D.,  Chapter  Chairman, 
Southgate  Shopping  Center,  Thomasville  27360 

September  14 

Practicing  Physicians  Clinic 

Place:  Burroughs  Wellcome  Company 

For  Information:  Stanley  Grosshandler,  M.D.,  Director  of  Con- 
tinuing Education,  Burroughs  Wellcome  Company,  Research 
Triangle  Park  27709 

September  28-30 

Seminar  in  Medicine 
Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman-Gray  School  of-Medicine, 
Winston-Salem  27103 

September  29-30 

Outcome  Workshop 

Fee:  $350;  enrollment  limited  to  30  participants 
For  Information:  David  I.  Eifrig,  M.D.,  Room  617  Burnett- 
Womack  Building  229-H,  Chapel  Hill  27514 

September  27 -October  1 

North  Carolina  Medical  Society  Annual  Committee  Conclave 
Place:  Mid-Pines  Club,  Southern  Pines 
Regular  meetings  will  be  scheduled  for  the  chairmen  and  mem- 
bers of  almost  all  regular  Committees  of  the  Medical  Society; 
Committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

September  28-October  1 

Urologic  Malignancies 

Place:  Pinehurst  Hotel  and  Country  Club 


Sponsors:  Division  of  Urology,  Duke  University  Medical  Center 
Fee:  $150 

Credit:  16  hours;  Category  I 

For  Information:  Virginia  Jordan,  Assembly  Secretary,  P.O.  Box 
3343,  Duke  Hospital,  Durham  27710 

October  4-5 

Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 
Fee:  None 
Credit:  12  hours 

For  Information:  Richard  Kerecman,  M.D.,  P.O.  Box  795,  Hunt- 
ersville 28078 

October  16-18 

North  Carolina  Office  of  Emergency  Medical  Services  Annual 
Meeting 

Place:  Sheraton  Inn,  Charlotte 

For  Information:  Mr.  Chris  Gentile,  North  Carolina  Office  of 
Emergency  Medical  Services,  1330  St.  Mary’s  Street,  Raleigh 
27605 

October  17-22 

30th  Annual  Workshop  and  Scientific  Program  of  the  Society  for 
Clinical  and  Experimental  Hypnosis 
Place:  Grove  Park  Inn,  Asheville 

Sponsors:  Department  of  Psychiatry  and  the  Department  of 
Psychology  of  UNC  and  the  Office  of  Continuing  Education, 
UNC  School  of  Medicine,  and  the  School  of  Dentistry 
For  Information:  Shirley  Sanders,  Ph.D,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

November  16-18 

30th  Annual  Scientific  Assembly  of  the  North  Carolina  Academy  of 
Family  Physicians 
Place:  Sheraton  Inn,  Charlotte 
Fee:  $30 

For  Information:  Mr.  Edwin  Davis,  Executive  Director,  North 
Carolina  Academy  of  Family  Physicians,  P.O.  Drawer  11268, 
Raleigh  27604 


‘WHEN  YOUR  BACK  FEELS  GOOD  YOU’LL  FEEL  GOOD” 


SEALY  POSTUREPEDIC  ROYALE 

The  Unique  Back  Support  System 


Choose  Extra  Firm  or  Gently  Firm. 
Specially  spaced  coils  concentrate 
firmness  where  body  weight  is  con- 
centrated. Exclusive  torsion  bar 
foundation  for  more  firmness. 
“Pillow-puff”  quilts  filled  with  lux- 
ury layer  of  Sealyfoam®*. 

FULL  SIZE  ea.  pc.  SI 59.95 
QUEEN  SIZE  2-pc.  set  $379.95 
KING  SIZE  3-pc.  set  S549.95 
each  piece 
twin  size 


$13995 

‘No  morning  backache  from  sleeping  on  a too-soft  mattress." 


* urethane  foam 


SEALY  OF  THE  CAROLINAS,  INC. 


Lexington,  N.C. 
Charlotte,  N.C. 


(a  division  of  the  75-year  old  Peerless  Mattress  Co.) 

Columbia,  S.C. 

“ sleeping  on  a Sealy  is  like  sleeping  on  a cloud ” 


High  Point,  N.C. 
Greenville.  N.C. 
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ITEMS  OF  SPECIAL  INTEREST 
October  23-27 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Southhampton  Princess  Hotel,  Bermuda 
Fee:  $250 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

October  26-29 

Annual  Fall  Meeting,  North  Carolina  Society  of  Internal  Medicine 
Place:  Kiawah  Island,  South  Carolina 

For  Information:  Jack  B.  Hobson,  M.D.,  1351  Durwood  Drive, 
Charlotte  28204 

PROGRAMS  IN  CONTIGUOUS  STATES 
June  14-18 

3rd  Annual  Symposium  on  Lung  Disease 
Place:  The  Cloister,  Sea  Island,  Georgia 
Sponsor:  Georgia  Lung  Association 

For  Information:  Betty  Rafshoon,  Georgia  Lung  Association,  1383 
Spring  Street,  N.W.,  Atlanta,  Georgia  30309 

July  6-9 

Contempory  Clinical  Neurology 

Place:  Hilton  Head  Island,  South  Carolina 

Fee:  $200 

Credit:  16  hours;  AMA-PRA  Category  1 

For  Information:  Vanderbilt  Continuing  Education,  305  Medical 
Arts  Building,  Nashville,  Tennessee  37212 


News  Notes  from  the 


UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Dr.  Michel  A.  Ibrahim,  chairman  of  the  Department 
of  Epidemiology,  has  received  a $34,634  National  In- 
stitute of  Health  grant  to  study  the  usefulness  of  ques- 
tioning people  about  past  diets  to  learn  more  about 
cancer’s  causes. 

Ibrahim  and  his  assistants  will  re-interview  resi- 
dents of  Evans  County,  Ga.,  who  were  surveyed  ex- 
tensively in  the  early  1960s.  Among  other  data 
gathered  then  were  detailed  records  of  each  person’s 
typical  meals.  Ibrahim’s  team  will  ask  the  approxi- 
mately 300  surviving  participants  of  the  1960s  survey 
to  recall  their  eating  habits  from  that  period.  The  re- 
searchers then  will  compare  the  new  responses  with 
those  given  at  the  time  in  question. 

Barbara  K.  Garland,  a nutritional  epidemiologist 
and  doctoral  candidate  at  UNC-CH,  will  supervise  the 
project’s  field  interviewers. 


has  been  elected  an  American  Medical  Association 
trustee  to  the  American  Board  of  Pathology. 

* * * 

Dr.  Judson  J.  Van  Wyk,  Kenan  professor  of  pediat- 
rics, has  been  invited  to  serve  as  a foreign  advisor  to 
Japan’s  Foundation  for  Growth  Science  by  its  board 
of  directors  and  the  president  of  the  Japan  Medical 
Association. 

He  will  be  one  of  four  foreign  advisors  to  the  re- 
cently-established foundation  which  subsidizes  and 
conducts  research  concerning  growth  science. 

Van  Wyk  also  served  as  co-chairman  of  an  interna- 
tional symposium  on  somatomedins  and  growth  in 
Italy. 

Other  faculty  members  participating  in  the  sym- 
posium included  Dr.  A.  Joseph  D’Ercole,  assistant 
professor  of  pediatrics,  and  Dr.  Louis  E.  Underwood, 
associate  professor  of  pediatrics. 

* * * 

Dr.  Irving  L.  Berger,  clinical  professor  of 
psychiatry,  has  been  elected  president  of  the  Ameri- 
can Group  Psychotherapy  Association.  He  delivered 
his  presidential  address,  “Ideologies  and  Issues  of 
Group  Psychotherapy,”  at  the  conference’s  opening 
plenary  session  Feb.  21  in  New  Orleans.  Berger  also 
serves  as  chief  of  psychiatry  at  the  Veterans  Ad- 
ministration Hospital  in  Fayetteville. 
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* low  malpractice  in- 
o su  ranee  rates. 


(sD  00Q  * the  oppor- 

tunity to  join  a group  or  part- 
ner or  establish  a new 

0(jl)(sl)  pract'ce  'n  a rura*  or 

urban  area,  * continuing 
medical  education  through  a system  of  Area 
Health  Education  Centers,  as  well  as  two  med- 
ical schools,  * lower  taxes,  * lower  cost 
of  living,  * access  to  both  mountains  and 
beaches,  and  * a mild  climate 


For  information  about  specific  practice  opportunities 
in  South  Carolina,  contact: 


* * * 

New  faculty  appointments  are  Robert  A.  Whaley, 
associate  professor  of  radiology,  and  William  N.  Her- 
bert, assistant  professor  of  ob-gyn.  Dr.  John  D.  Butts 
Jr.  has  been  promoted  to  assistant  professor  of 
pathology. 

* * * 

Dr.  William  W.  McLendon,  professor  of  pathology 
and  chairman,  Department  of  Hospital  Laboratories, 
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Post  Office  Box  11188 
Columbia,  South  Carolina  29211 
(803)  779-7264 
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Dr.  Christopher  C.  Fordham  III,  dean  of  the  School 
of  Medicine  and  vice  chancellor  for  health  affairs, 
presented  “Changing  Relationships  in  Medical  Edu- 
cation: A Perspective,”  at  the  74th  Congress  of  Medi- 
cal Education  in  Chicago.  He  also  served  as  leader  for 
a discussion  group  on  which  L.  Ann  Nunnally, 
UNC-CH  student,  was  panel  representative  of  the 
AMA-SBS. 

* * * 

Dr.  Clayton  E.  Wheeler  Jr.,  chairman  of  the  De- 
partment of  Dermatology  and  of  the  Residency  Re- 
view Committee  for  Dermatology,  was  an  invited 
guest  at  a meeting  of  the  Liaison  Committee  on  Gradu- 
ate Medical  Education  in  Chicago.  He  also  attended 
the  American  Board  of  Dermatology  meeting  at  the 
National  Board  of  Medical  Examiners  in  Philadelphia. 
He  is  president  of  the  Dermatology  Board. 

* * * 

Dr.  Charles  B.  Nemeroff  of  the  Biological  Sciences 

Research  Center  chaired  a symposium  on  “Central 

Nervous  System  Effects  on  Endogenous  Peptides”  at 
the  Eleventh  Annual  Winter  Conference  on  Brain  Re- 
search in  Keystone,  Colo.  He  also  presented  a semi- 
nar in  neuroendocrinology  at  the  Institute  for  Be- 
havioral Genetics  at  the  University  of  Colorado  at 
Boulder. 

* * * 

The  Office  of  Continuing  Education,  with  Depart- 
ments of  Ob-gyn  and  Surgery,  presented  a seminar- 
workshop  on  “Staples  in  Surgery”  Feb.  11.  Faculty 
members  participating  included:  Dr.  Guy  J.  Photo- 
pulos,  assistant  professor  of  ob-gyn,  who  was  pro- 
gram chairman  and  presented  “Staple  Application  in 
Gynecological  Surgery  and  in  Gynecological  Oncol- 
ogy”; Dr.  John  A.  Shallal,  assistant  professor  of 
surgery,  who  presented  “Staple  Application  in 
Thoracic  Surgery;”  Dr.  Gordon  F.  Murray,  associate 
professor  of  surgery;  Dr.  Wesley  C.  Fowler  Jr.,  as- 
sociate professor  of  ob-gyn  and  Dr.  Charles  A.  Herbst 
Jr.,  assistant  professor  of  surgery. 

* * * 

Dr.  W.  Mitchell  Sams  Jr.,  professor  of  dermatol- 
ogy, attended  a meeting  in  San  Francisco  of  the  com- 
mittee responsible  for  developing  programs  for  the 
annual  meeting  for  the  American  Academy  of  Der- 
matology. The  academy,  largest  organization  of  der- 
matologists in  the  world,  meets  each  year  during  the 
first  week  of  December.  Sams’  committee  is  responsi- 
ble for  directing  educational  activities  and  for  select- 
ing specific  topics  and  directors  for  the  15  courses,  25 
symposia,  39  forums  and  71  seminars. 

* * * 

The  following  members  of  the  School  of  Medicine 
faculty  participated  in  “A  Symposium  on  Muscle  Re- 
laxants”  presented  by  the  department  of  anesthesiol- 
ogy Feb.  4-5: 


Dr.  Kenneth  Sugioka,  professor  and  chairman  of 
anesthesiology,  “Cardiovascular  Effects  of 
Neuromuscular  Relaxants;”  Dr.  Robert  A.  Mueller, 
professor  of  anesthesiology  and  pharmacology, 
“Pharmacology  of  Neuromuscular  Blockers;”  Dr. 
Enid  R.  Kafer,  associate  professor  of  anesthesiology 
and  physiology,  “Respiratory  Effects  of  Neuromus- 
cular Drugs  and  Disease;”  Dr.  Patrick  F.  Dolan,  as- 
sistant professor  of  anesthesiology,  “Use  of  Muscle 
Relaxants  in  Neuromuscular  Diseases;”  Dr.  William 
H.  Butin,  assistant  professor  of  anesthesiology,  “The 
Use  of  Muscle  Relaxants  in  Pediatric  Patients;”  Dr. 
Edward  A.  Norfleet,  associate  professor  of  anes- 
thesiology, “The  Use  of  Muscle  Relaxants  in  the  In- 
tensive Care  Unit”  and  Dr.  Stanley  L.  Grosshandler, 
clinical  associate  professor  of  anesthesiology,  “New 
Developments  and  New  Drugs.” 

* * * 

Dr.  Morris  A.  Lipton,  Sarah  Graham  Kenan  profes- 
sor of  psychiatry,  is  senior  editor  of  a book  on  the 
study  of  drugs  that  affect  the  mind  and  behavior  of 
man.  Published  by  Raven  Press  of  New  York, 
Psychopharmacology : A Generation  of  Progress,  is  a 
review  of  the  advancements  made  in  the  Field  of 
psychopharmacology,  an  area  of  scientific  study  that 
is  just  20  years  old. 

* * * 

Dr.  Charles  S.  Newmark,  associate  professor  and 
director  of  the  clinical  psychology  training  program  in 
the  department  of  psychiatry,  has  co-authored  a book 
entitled  Short  Forms  of  the  MM  PI  ( Minnesota  Mul- 
tiphasic  Personality  Inventory ),  published  by  D.  C. 
Heath  and  Company. 

* * * 

Dr.  John  S.  Kizer,  assistant  professor  of  clinical 
pharmacology  and  medicine,  has  received  a Research 
Scientist  Career  Development  Award  from  the  Na- 
tional Institute  of  Mental  Health  for  his  work  in  the 
neurosciences.  He  is  studying  how  information  that 
reaches  the  brain  is  translated  into  effects  in  the  body. 
He  hopes  his  research  may  bring  an  understanding  of 
the  basic  neurochemical  foundation  for  psychosoma- 
tic medicine. 

* * * 

Dr.  Cary  W.  Cooper,  professor  of  pharmacology, 

received  a three-year  grant  for  $170,000  from  the  Na- 
tional Institute  of  Arthritis,  Metabolism  and  Digestive 
Diseases  of  the  National  Institutes  of  Health  to  study 
relationships  between  calcium,  hormones  and  gastrin. 

* * * 

Dr.  Stanley  R.  Mandel  of  the  Department  of  Sur- 

gery, has  been  promoted  to  professor,  effective  July  1 . 
A native  of  New  York  City,  he  joined  the  school  of 
medicine  in  1969  as  an  instructor.  He  has  specialized 
in  transplanatation  programs  since  he  has  been  at 
UNC-CH. 
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Dr.  Herbert  J.  Proctor,  Department  of  Surgery,  has 
been  promoted  to  professor,  effective  July  1.  He 
joined  the  school  of  medicine  in  1969.  As  clinical  di- 
rector of  N.C.  Emergency  Medical  Services  program, 
he  teaches  and  lectures  on  trauma  patient  care. 

* * * 

Dr.  Joel  B.  Baseman,  associate  professor  of  bac- 
teriology and  immunology,  has  been  appointed  to  the 
microbiology  and  infectious  diseases  advisory  com- 
mittee of  the  National  Institute  of  Allergy  and  Infec- 
tious Diseases  (NIAID).  He  also  has  been  selected 
chairman-elect  of  the  general  medical  microbiology 
division  of  the  American  Society  for  Microbiology. 

* * * 

Dr.  George  Johnson,  Jr.,  professor  of  surgery  and 
chief  of  the  division  of  general  surgery,  has  been 
elected  to  the  Southern  Association  for  Vascular 
Surgery's  executive  council  for  a three-year  term. 
Johnson  also  was  appointed  to  the  stroke  council  of 
the  American  Heart  Association. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Scientists  at  Duke  have  created  a working  labora- 
tory model  for  an  unusual  and  often  fatal  skin  disease 
in  which  the  human  body  rejects  its  own  outer  layer  of 
skin  cells. 

The  researchers  believe  the  model  helps  to  explain 
why  the  disease  pemphigus  vulgaris  causes  severe 
blistering  and  large  sores  in  its  victims.  They  also  feel 
it  may  lead  to  more  effective  treatments  in  the  future. 

Dr.  Roderick  Farb,  a research  associate  in  the  Divi- 
sion of  Dermatology,  said  the  disease  is  almost  invari- 
ably fatal  if  untreated. 

In  their  experiments,  Farb  and  his  colleagues  re- 
moved the  outer  layer  of  skin  from  baby  mice  and 
grew  these  epidermal  cells  in  special  tissue  cultures. 

* * * 

Dr.  J.  Leonard  Goldner,  professor  and  chief  of  the 
Division  of  Orthopaedic  Surgery,  is  president-elect  of 

the  American  Orthopaedic  Foot  Society. 

* * * 

The  “sexual  revolution”  among  young  people 
today  involves  much  more  than  questions  of  freedom 
and  morality. 

Dr.  David  J.  Lang,  professor  of  pediatrics  at  Duke, 
said  there  is  growing  evidence  that  certain  viruses  can 
be  sexually  transmitted,  and  few  young  people  are 
aware  of  the  possible  consequences.  Lang  addressed 
the  annual  meeting  of  the  Southern  College  Health 
Association  at  Duke. 

“I  think  the  common  notion  is  that  if  you  get 
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syphilis  or  gonorrhea  you  only  have  to  go  see  your 
doctor  or  visit  a public  health  clinic  for  a shot  of 
penicillin,  and  then  you  are  all  right,”  he  said. 

“But  virus  infections  do  not  respond  to  antibiotics 
the  way  bacterial  infections  do,  and  they  may  spread 
or  persist  unimpeded  by  any  form  of  available  treat- 
ment.” 

Lang,  who  is  chief  of  the  division  of  pediatric  infec- 
tious diseases,  said  his  own  research  has  centered  on 
cytomegalovirus  (CMV),  a virus  he  has  shown  to  be 
present  in  the  semen  of  some  men.  Previous  re- 
searchers have  found  the  virus  in  the  genital  tracts  of 
some  women. 

* * * 

Dr.  Wolgang  K.  Joklik,  James  B.  Duke  Professor 
and  chairman  of  the  Department  of  Microbiology  and 
Immunology,  is  president-elect  of  the  American 
Medical  Schools  Microbiology  Chairmen's  Associa- 
tion. 

* * * 

A Duke  researcher  who  has  developed  a device  that 
grows  and  harvests  viruses  automatically  has  received 
an  $18,493  grant  from  the  National  Multiple  Sclerosis 
Society. 

Dr.  Ralph  Smith,  associate  professor  of  microbiol- 
ogy and  immunology,  will  use  the  grant  to  test  and 
improve  the  machine’s  capacity  for  producing  large 
quantities  of  measles  virus  for  laboratory  study. 

Smith  said  that  he  and  Frank  Kozoman,  an  elec- 
tronics engineer  at  Duke,  constructed  their  “Auto- 
harvester” because  earlier  methods  of  growing  vi- 
ruses were  both  time-consuming  and  expensive.  The 
previous  methods  also  tended  to  damage  some  of  the 
viruses  they  produced. 

* * * 

Dr.  Lowell  Goldsmith,  associate  professor  of  medi- 
cine, has  been  selected  to  receive  a Macy  Foundation 
Scholar  Award  for  1978-79. 

Goldsmith,  a dermatologist,  will  use  the  $27,500 
grant  accompanying  the  award  to  finance  a year’s 
study  leave  at  the  University  of  Oxford  in  England. 

* * * 

The  Southern  Society  for  Clinical  Investigation  has 
honored  a Duke  physician  whom  it  cited  as  “a  leader 
in  the  advancement  of  medical  research,  teaching  and 
academic  principles.” 

Dr.  James  B.  Wyngaarden,  Frederic  M.  Hanes 
Professor  and  chairman  of  the  Department  of 
Medicine,  received  the  prestigious  Founder’s  Medal 
at  the  group’s  annual  meeting  in  New  Orleans. 

This  is  the  fifth  year  that  the  award  has  been  given. 
The  first  recipient  in  1973  was  Dr.  Eugene  A.  Stead 
Jr.,  Wyngaarden's  predecessor  as  chairman  of 
medicine. 

* * * 

Recent  promotions  and  appointments  at  Duke  in- 
clude: 


Promotions  to  full  professor  — Dr.  George  W. 
Brumley,  pediatrics,  and  Dr.  William  T.  Creasman 
and  Dr.  Charles  B.  Hammond,  obstetrics  and 
gynecology. 

Promotions  to  associate  professor  — Dr.  William  J. 
Kane,  community  and  family  medicine;  Dr.  Joseph  A. 
Kisslo  Jr.,  medicine;  Dr.  Susan  S.  Schiffman,  psy- 
chiatry (medical  psychology);  and  Dr.  R.  Herbert 
Wiebe,  obstetrics  and  gynecology. 

Appointments  to  assistant  professor  — Dr.  Seneca 
T.  Ferry  II,  community  and  family  medicine;  Dr.  J. 
Victor  Nadler,  pharmacology;  and  Dr.  Peter  Tallos, 
medicine. 

* * * 

The  Duke  University  Medical  Center  and  several  of 
its  physicians  were  listed  in  a Town  & Country 
magazine  directory  of  outstanding  medical  services  in 
the  country.  The  magazine  also  cited  the  Duke  Com- 
prehensive Cancer  Center. 

The  following  Duke  physicians  were  listed  among 
the  leaders  in  their  fields: 

Dr.  Andrew  G.  Wallace,  cardiology;  Dr.  David  F. 
Paulson,  urological  cancer;  Dr.  Herbert  O.  Sieker, 
pulmonary  disease;  Dr.  Will  C.  Sealy,  thoracic  > 
surgery;  Dr.  Roscoe  R.  Robinson,  kidney  disorders; 
Dr.  James  F.  Glenn,  urology;  Dr.  G.  R.  Scott  Jones,  j 
gastrointestinal  surgery;  Dr.  J.  Leonard  Goldner, 
hand  surgery;  Dr.  Nicholas  G.  Georgiade,  plastic  | 
surgery;  Dr.  Rebecca  H.  Buckley,  allergies;  Dr.  j 
Jerome  M.  Feldman,  diabetes/hypoglycemia;  and  Dr. , 
Charles  B.  Hammond,  reproductive  endocrinology. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  Department  of  Human  Resources  has  awarded 
$180,000  to  Pitt  County  Memorial  Hospital  and  the 
East  Carolina  University  School  of  Medicine  for  the 
development  and  support  of  the  29-county  eastern 
regional  perinatal  program.  According  to  Dr.  Jon  B. 
Tingelstad,  chairman  of  the  Department  of  Pediatrics, 
$40,000  of  the  budget  will  be  used  to  purchase  an 
intensive  care  van  for  transporting  high-risk  mothers  i 
and  babies  from  throughout  the  region  to  the  neonatal  r 
intensive  care  center  in  Greenville. 

The  remainder  of  the  budget  will  be  used  to  pur- 
chase equipment,  fund  staff  positions  for  the  neonatal 
center  and  help  pay  hospital  costs  for  patients  who ! 
lack  the  financial  resources. 

A 33-bed  neonatal  intensive  care  unit  currently 
under  construction  adjacent  to  Pitt  County  Memorial  i: 
Hospital  is  scheduled  to  open  in  June. 

* * * 

Dr.  Allen  F.  Bowyer  has  been  named  professor  of  |> 
medicine  and  head  of  the  cardiology  section  of  the 
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epartment  of  Medicine.  He  will  be  responsible  for 
aching  programs  in  cardiology  and  for  further  de- 
dopment  of  the  diagnostic  cardiology  facilities. 
Prior  to  joining  the  School  of  Medicine,  Bowyerwas 
:ting  director  of  the  cardiology  division  at  the  West 
irginia  School  of  Medicine  and  served  as  director  of 
te  school’s  cardiac  catheterization  lab  and  the  car- 
ac  computer  lab. 

Bowyer  received  his  undergraduate  degree  from 
acific  Union  College  and  his  M.D.  from  Loma  Linda 
:hool  of  Medicine.  He  is  the  author  of  numerous 
search  papers  in  cardiology,  particularly  in  the  areas 
' echocardiography,  heart  function  by  computer 
aphics,  angiocardiography  and  stress  testing. 

* * * 

Dr.  John  T.  Bray  has  joined  the  Department  of 
urgery  as  director  of  the  Trace  Element  Laboratory, 
urrent  research  in  the  lab  focuses  on  the  importance 
' zinc,  copper,  nickel  and  selenium  in  the  nutrition  of 
itically-ill  patients  and  into  the  possible  role  of  these 
lbstances  in  cancer  in  eastern  North  Carolina.  Bray 
ill  also  coordinate  the  lab’s  environmental  research 
conjunction  with  the  ECU  Institute  for  Coastal  and 
[arine  Resources  and  other  departments  on  campus. 
Bray  received  his  undergraduate  degree  from 
ose-Hulman  Institute  of  Technology  and  his  M.A. 
id  Ph.D.  in  chemical  oceanography  from  Johns 
opkins  University.  Prior  to  joining  the  School  of 
[edicine,  he  was  research  scientist  and  chemical 
-ograms  coordinator  for  Ecological  Analysts,  Inc., 
owson,  Md. 

* * * 

Dr.  James  L.  Mathis,  chairman  of  the  Department 
'Psychiatry,  spoke  on  “Social  Changes  in  Adoles- 
;nt  Sexuality”  and  “The  Evolving  Role  of  Mental 
istitutions”  at  the  eighth  annual  General  Practice 
sminar  sponsored  by  Ohio  State  University  April 
2.  Mathis  was  also  guest  speaker  at  the  annual 
leeting  of  the  Oklahoma  State  Psychiatric  Associa- 
on  April  7. 

* * * 

Charles  M.  Dickens,  associate  director  of  the 
enter  for  Student  Opportunities  at  the  School  of 
[edicine,  has  been  elected  secretary  for  the  southern 
:gion  of  the  National  Association  of  Medical  Minor- 
y Educators. 

* * * * 

Dr.  William  C.  Hensel  has  joined  the  School  of 
[edicine  as  counseling  specialist  for  the  Center  for 
tudent  Opportunities.  Hensel  will  act  as  an  academic 
id  personal  guidance  counselor  for  students  enrolled 
i ECU’s  medical,  nursing  and  allied  health  curricula. 
Hensel  formerly  was  assistant  professor  of 
sychology  at  Ball  State  University  and  a family 
lerapist  at  the  regional  mental  health  center  in 
iokomo,  Ind.  He  earned  his  undergraduate  degree 
om  the  University  of  Southern  Illinois  and  received 


his  M.A.  and  Ph.D.  in  counseling  from  Ball  State 
University. 

* * * 

Dr.  Donald  R.  Hoffman,  associate  professor  of 
pathology,  presented  “Biochemical  and  Allergenic 
Studies  of  Vespid  Venoms”  and  “Identification  of 
Important  Allergens  in  Dog  Dander”  at  the  annual 
meeting  of  the  American  Academy  of  Allergy  Feb. 
25-March  1.  At  the  spring  meeting  of  the  American 
Society  of  Clinical  Pathologists  — College  of  Ameri- 
can Pathologists,  Dr.  Hoffman  presented  “A 
Laboratory  Test  for  Identifying  Individuals  at  Risk  for 
Adverse  Reactions  from  Insect  Stings.” 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


A pilot  study  involving  laboratory  animals  has  pro- 
duced evidence  that  atherosclerosis  develops  more 
rapidly  following  vasectomy. 

Investigators  at  the  Bowman  Gray  School  of 
Medicine  and  the  Oregon  Regional  Primate  Research 
Center  collaborated  on  the  research. 

The  scientists  discovered  that  monkeys  on  which 
vasectomies  had  been  performed  developed  more 
extensive  atherosclerosis  than  did  monkeys  in  a con- 
trol group.  Both  groups  had  been  fed  the  same  high- 
cholesterol  diet. 

Plaques  were  particularly  pronounced  in  the  ab- 
dominal aortas,  some  segments  of  the  coronary  ar- 
teries and  in  the  cerebral  arteries. 

The  researchers  have  said  the  work  suggests  that 
“the  immunological  response  to  sperm  antigens, 
which  often  accompanies  vasectomy,  can  exacerbate 
atherosclerosis.” 

Results  of  the  research  were  reported  during  the 
annual  meeting  of  the  American  Fertility  Society  in 
New  Orleans. 

While  the  research  has  a high  statistical  validity,  the 
researchers  have  emphasized  the  preliminary  nature 
of  the  work.  The  project  included  only  10  monkeys, 
five  of  which  received  vasectomies,  and  the  monkeys 
in  the  study  were  fed  about  twice  the  amount  of  diet- 
ary cholesterol  as  normally  would  be  consumed  by  the 
average  North  American. 

The  researchers  do  not  know  if  results  similar  to 
those  of  the  pilot  study  will  occur  in  animals  with  a 
lower  concentration  of  plasma  cholesterol.  The  search 
for  that  answer  will  continue  at  Bowman  Gray,  using 
monkeys  which  will  be  fed  a diet  similar  to  that  of 
North  American  men. 

Studies  at  the  Oregon  Regional  Primate  Research 
Center  will  concentrate  on  attempts  to  correct  the 
condition  using  vasectomized  monkeys  which  have 
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high  levels  of  plasma  cholesterol.  Those  studies  will 
attempt  to  determine  the  effect  of  diet  change  and  the 
surgical  reversal  of  vasectomy  on  the  regression  of 
atherosclerosis  in  the  animal  model. 

* * * 

Thirteen  people  have  been  appointed  to  either  full- 
time or  part-time  positions  on  the  Bowman  Gray  fac- 
ulty. 

Receiving  appointments  to  the  fulltime  faculty  are 
Bernice  L.  Everhart,  instructor  in  pediatrics  (social 
work);  Dr.  Paul  Samuel  Pegram  Jr.,  assistant  profes- 
sor of  medicine  (infectious  diseases);  Dr.  Raymond  C. 
Roy,  instructor  in  anesthesia;  and  Joyce  M.  Williams, 
instructor  (neurosurgical  nurse  practitioner). 

Those  appointed  to  the  part-time  faculty  were  Dr. 
Michael  E.  Bost,  clinical  instructor  in  surgery  (den- 
tistry); Dr.  Jay  Allen  Boyer,  clinical  instructor  in 
radiology;  Dr.  Richard  L.  Fireman,  clinical  instructor 
in  surgery  (emergency  medical  services);  Dr.  Richard 
R.  Guidetti,  clinical  instructor  in  anesthesia;  Dr. 
Eloise  P.  R.  Lewis,  adjunct  professor  of  nursing;  Dr. 
James  C.  McLaughlin,  clinical  assistant  professor  of 
obstetrics/gynecology;  Dr.  Dennis  D.  Pruett,  clinical 
instructor  in  surgery  (emergency  medical  services); 
Dr.  Charles  L.  Richman,  associate  in  neurology 
(neurophysiology);  and  Dr.  John  L.  Rouse  III,  clinical 
instructor  in  family  and  community  medicine. 

* * * 

Two  third-year  and  nine  fourth-year  students  at  the 
Bowman  Gray  School  of  Medicine  have  been  elected 
to  membership  in  Alpha  Omega  Alpha,  national  medi- 
cal honor  society. 

Those  elected  were  Nancy  Lee  Ash  of  Annandale, 
Va.,  Jack  D.  Butterfield  of  Fairport  Harbor,  Ohio, 
James  D.  Baker  III  of  Jacksonville,  Fla.,  Lee  Alexan- 
der Beatty  of  Mount  Holly,  Samuel  Smith  Lentz  of 
Norwood,  Frances  Jane  Linton  of  Winston-Salem, 
Gayla  Sue  Lowery  of  Shelby,  Stephen  Mark  Sachs  of 
Mount  Union,  Pa.,  Richard  E.  Sievers  of  Chicago,  111., 
Stanley  Neal  Tennant  of  St.  Mary’s,  W.  Va.,  and 
Stephen  Lee  Wallenhaupt  of  Winston-Salem. 

* * * 

The  intensive  care  nursery  at  North  Carolina  Bap- 
tist Hospital,  Bowman  Gray’s  principal  teaching  hos- 
pital, has  been  moved  in  larger  and  improved  quarters. 
The  move  permits  an  expansion  of  the  nursery  from  19 
to  25  beds.  For  the  first  time,  all  of  the  hospital’s 
pediatric  services  are  now  on  the  same  floor. 

* * * 

Dr.  Peter  B.  Smith,  assistant  professor  of 
biochemistry  at  Bowman  Gray,  has  received  one  of 
three  Teacher  Investigator  Awards  in  the  nation  from 
the  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke. 

The  five  year  grant  will  support  his  teaching  and  his 
research  on  the  normal  and  abnormal  functioning  of 
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the  sarcolemmel  membrane  which  surrounds  skeletal 
muscle. 

Along  with  Dr.  David  A.  Bass,  assistant  professor 
of  medicine.  Smith  is  the  recipient  of  a Basil  O’Connor 
Starter  Research  Grant  from  the  March  of  Dimes.  The 
one-year  award,  a combined  $40,990  for  both  men, 
will  support  their  separate  research  programs. 

Bass  is  conducting  research  on  the  function  of 
eosinophils  in  defending  the  body  against  invaders. 

* * * 

Dr.  James  E.  Turner,  assistant  professor  of 
anatomy,  has  received  a five-year  Research  Career 
Award  to  promote  his  development  as  a scientific 
investigator. 

The  award,  from  the  National  Institutes  of  Health, 
is  presented  to  scientists  who  have  shown  high  poten- 
tial as  researchers. 

Turner’s  specific  research  interest  is  in  the  role  of  a 
protein  called  nerve  growth  factor  (NGF)  during  the 
regrowth  of  damaged  nerve  tissue  in  the  central  ner- 
vous system. 

Turner  has  been  studying  the  effect  of  NGF  on  the 
regrowth  of  CNS  tissue  in  salamanders. 

Turner’s  laboratory  is  the  first  to.  provide  direct 
evidence  that  NGF  influences  the  regeneration  of  cells 
which  are  part  of  the  central  nervous  system. 

* * * 

John  F.  Watlington,  Jr.,  former  chairman  of  the 


Wachovia  Corp.  and  former  president  and  chief 
executive  officer  of  Wachovia  Bank  and  Trust  Co., 
was  honored  in  March  during  a dinner  sponsored  by 
the  Board  of  Visitors  of  the  Bowman  Gray/Baptist 
Hospital  Medical  Center. 

Over  the  past  15  years,  Watlington’s  fund  raising 
efforts  have  made  possible  more  than  $62  million  in 
new  construction  at  the  medical  center. 

In  recognition  of  that  achievement,  a portrait  of 
Watlington  was  presented  to  the  medical  center  and 
will  be  placed  with  the  portraits  of  others  who  have 
made  a major  contribution  to  the  history  of  Wake 
Forest  medicine. 

* * * 

The  Northwest  Area  Health  Education  Center, 
headquartered  at  the  Bowman  Gray  School  of 
Medicine,  is  sponsoring  a unique  course  on  profes- 
sional development. 

The  course  helps  fill  the  gap  in  training  for  hospital 
department  managers.  The  six-month  course,  which 
began  in  December,  is  co-sponsored  by  the  Center  for 
Management  Development  of  Wake  Forest  Univer- 
sity’s Babcock  Graduate  School  of  Management. 

Five  hospitals  in  the  northwest  AHEC  are  sending 
department  managers  to  the  course. 

* * * 

Dr.  Kathleen  Auerbach,  assistant  professor  of 
sociology,  has  been  appointed  a contributing  editor  of 
“Keeping  Abreast’’  journal  for  1977-79. 
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Ms.  Kate  B.  Gamer,  instructor  in  human  develop- 
ment, was  elected  secretary  of  the  National  Council 
on  Family  Relations  for  a two-year  period. 

* * * 

Bill  Glance,  director  of  the  Office  of  Information 
and  Publications,  has  been  selected  for  inclusion  in  the 
16th  edition  of  the  Marquis  Who’s  Who  in  the  South 
and  Southwest. 

* * * 

Dr.  Inglis  J.  Miller,  Jr.,  associate  professor  of 
anatomy,  has  been  appointed  to  the  Human  Relations 
Commission  by  the  City  of  Winston-Salem  Board  of 
Aldermen. 


AMERICAN  COLLEGE  OF  RADIOLOGY 

Dr.  Stewart  L.  Mooring  of  Rutherfordton,  Dr. 
Robert  W.  McConnell  of  Greenville,  Dr.  John  P. 
Jimenez  of  Durham  and  Dr.  Julius  A.  Green  of  Raleigh 
were  named  Fellows  of  the  American  College  of 
Radiology  during  its  annual  convocation  in  San  Diego 
in  April. 


AMERICAN  BOARD  OF  FAMILY  PRACTICE 

Dr.  James  G.  Jones  of  Greenville  has  been  elected 
to  represent  the  American  Association  of  Family 
Practice  on  the  board  of  the  American  Board  of  Fam- 
ily Practice. 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 

if  there 
are  problems 
and  there 
is  drinking... 
drinking 
"'ay  be  the 
only  Problem/ 
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Senator  Edward  M.  Kennedy,  organized  labor’s 
champion  for  its  brand  of  national  health  insurance 
(NHI),  is  reported  backing  away  from  his  original 
proposal  for  total  federal  domination  of  health  care 
financing.  While  President  Carter  plans  to  stick  by  his 
campaign  promise  to  labor  for  an  Administration- 
backed  NHI  proposal,  it  has  become  clear  in  all  quar- 
ters that  the  Health  Security  Act  — the  organized 
labor  and  Kennedy  sponsored  plan  — has  no  chance 
whatsoever  of  passage  because  of  its  price  tag. 

The  significant  strategy  change  is  designed  to  boost 
chances  for  enactment  of  a NHI  bill  within  the  next 
few  years  and  to  hitch  labor  in  tandem  with  the  Carter 
administration  on  the  issue.  Labor  made  a strenuous 
jeffort  earlier  to  get  the  Administration  to  support  its 
Health  Security  Act,  but  the  Administration  balked, 
telling  labor  leaders  such  a plan  was  too  expensive  and 
could  not  win  Congressional  endorsement.  Fearing 
that  NHI  was  in  danger  of  collapsing  altogether  unless 
a united  front  could  be  established,  labor  leaders  and 
Kennedy  notified  President  Carter  that  they  would 
end  their  years-long  policy  of  insisting  on  an  NHI  plan 
calling  for  complete  federal  financing.  Labor  now  says 
it  will  accept  a NHI  plan  that  provides  a rule  for 
private  health  insurance  carriers,  who  would  have 
been  wiped  out  under  the  Health  Security  Act.  Offi- 
cials of  the  AFL-CIO  and  the  United  Automobile 
Workers  joined  Kennedy  in  notifying  Carter  of  the 
policy  reversal. 

Whatever  plan  Carter  endorses,  it  will  need  all  the 
help  it  can  get.  Congress  has  been  shaken  by  the 
uproar  over  increasing  Social  Security  taxes  and  is 
reluctant  to  embark  on  any  expensive  new  social  pro- 
gram now  due  to  the  fiscal  plight  of  the  Treasury  and 
the  threat  of  double-digit  inflation. 

* * * 

The  American  Medical  Association  immediately 
branded  a White  House  Wage-Price  Stability  Council 
report  on  soaring  physician  fees  a “political  hatchet 
job.” 

“The  report  is  built  on  old  data  and  faulty  re- 
search,” James  H.  Sammons,  AMA  Executive  Vice 
President  said. 

The  report  said  doctor  bills  are  increasing  half  again 
as  fast  as  the  overall  inflation  rate  and  that  the  situa- 
tion may  get  worse.  It  also  accused  the  AMA  of  trying 
to  limit  the  number  of  doctors  in  practice. 

“We  are  incredulous  that  this  unit  of  the  executive 
branch  of  the  government  would  publish  a press  re- 
lease and  summary  report  that  is  not  substantiated  in 


the  body  of  the  report  itself,”  Dr.  Sammons  said. 

He  said  the  AMA  has  actively  worked  to  increase 
the  number  of  medical  schools  and  practicing  physi- 
cians in  this  country.  Almost  16,000  doctors  are  now 
graduated  from  U.S.  medical  schools  each  year,  about 
double  the  number  of  five  to  seven  years  ago.  Dr. 
Sammons  said,  adding  that  the  charge  is  “plainly 
ridiculous.” 

He  said  the  data  about  physicians’  income  and  fees 
in  the  report  are  incorrect. 

The  study  said  that  two  years  ago  the  median  in- 
come of  physicians  was  $63,000.  The  AMA,  which 
yearly  publishes  statistical  studies  of  medical  prac- 
tices, says  the  projected  median  for  1976  is  $54,000 
and  that  the  actual  median,  before  taxes,  for  1975  was 
$50,337. 

“That’s  not  even  close  to  the  incredible  figures 
being  used,”  he  said. 

Sammons  also  criticized  the  report  for  the  inade- 
quate reporting  of  facts  and  statistical  data,  the  inap- 
propriate interpretation  of  historical  information,  the 
use  of  data  to  present  only  partial  conclusions  on 
changes  in  physicians’  fees  and  failing  to  recognize 
private  initiatives  that  are  working  to  restrain  the  rate 
of  increase  in  overall  health  care  costs. 

“The  AMA  will  address  other  issues  in  the  report  as 
they  are  analyzed  by  staff,”  Dr.  Sammons  said.  “We 
have  not,  and  will  not,  avoid  the  issue  of  physicians’ 
fees.  We  have  already  joined  with  other  segments  of 
the  private  sector,  including  physicians,  hospitals, 
and  insurers,  in  seeking  answers  to  the  overall  health 
care  cost  question  through  studies  done  by  the  Na- 
tional Commission  on  the  Cost  of  Medical  Care  and 
the  ‘Voluntary  Effort’  program.” 

“But  with  documents  like  this  being  issued  by  the 
government,”  Sammons  said,  “it  looks  like  we  will 
have  to  continue  bearing  the  brunt  of  finding  con- 
structive answers  ourselves.  We  hope  that  the  Coun- 
cil’s allegations  will  not  be  used  in  an  attempt  to  dis- 
credit or  destroy  these  important  private  initiatives.” 

The  National  Commission  on  the  Cost  of  Medical 
Care  was  established  as  an  independent  body  by  the 
AMA  in  1975  and  recently  issued  a report  and  48 
recommendations  for  restraining  health  care  costs. 
The  Association  will  be  responding  to  these  recom- 
mendations during  its  1978  Annual  Convention  in 
June. 

* * * 

The  Federal  Trade  Commission  has  charged  that 
the  nation’s  Blue  Shield  plans  are  dominated  by 
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physicians  — “an  arrangement  that  may  reduce  com- 
petition and  raise  prices  artificially.”  FTC  Chairman 
Michael  Pertschuk  told  the  Interstate  and  Foreign 
Commerce  Committee’s  subcommittee  on  Oversight 
and  Investigations  that  . . it  is  difficult  to  see  how 
the  public  interest  can  be  served  by  such  an  apparent 
conflict  of  interest.” 

He  said  that  a continuing  FTC  investigation  has 
found  that  “most”  of  the  72  Blue  Shield  plans  are 
controlled  by  local  medical  societies,  other  physi- 
cians’ groups  of  “self-perpetuating  physicians 
boards”  set  up  to  run  the  plans. 

Subcommittee  member  Albert  Gore,  Jr.,  (D-Tenn.) 
said  that  many  members  of  Blue  Shield  Boards  of 
Directors  “also  serve  on  the  boards  of  banks  and 
lending  institutions  holding  Blue  Shield  funds.  These 
persons  also  have  a direct  interest  in  seeing  that  these 
financial  institutions  make  a profit.  I believe  this  prac- 
tice is  unconscionable  and  is  an  abuse  of  the  health 
plans’  obligations  to  their  customers,”  Gore  said. 

“It  also  poses  an  even  more  serious  potential  for 
abuse  of  the  federal  Medicare  and  Medicaid  programs. 
Funding  for  these  programs  is  distributed  through 
Blue  Shield  organizations  under  contract  with  the  fed- 
eral government,”  the  Tennessee  representative  said. 

The  FTC  Chairman  said  his  agency  was  limited  in 
the  actions  it  could  take  against  insurance  firms  and 
non-profit  institutions.  The  FTC  lobbied  hard  in  the 
last  session  of  Congress  for  expanded  authority,  but 
the  proposal  to  give  the  agency  powers  against  non- 
profit institutions  did  not  clear  the  House  Commerce 
Committee. 

Mr.  Pertschuk  acknowledged  the  need  for  physician 
input  into  the  management  of  Blue  Shield  plans  but 
said,  “there  is  the  danger  that  even  a small  bloc  of 
physicians  could  dominate  a larger  group  of  lay  peo- 
ple. And  in  light  of  the  fact  that  commercial  health 
insurers  are  able  to  provide  medical  coverage  without 
physician  directors,  it  is  not  obvious  that  any  physi- 
cian participation  in  decision-making  functions  — as 
opposed  to  advisory  functions  — is  necessary  at  all.” 

The  FTC  Chairman  again  made  a strong  pitch  for 
expanded  agency  authority,  saying  that  the  FTC  act 
“should  be  modified  to  give  the  commission  jurisdic- 
tion over  all  business  entities,  regardless  of  whether  or 
not  they  are  organized  for  profit.” 

* * * 

The  Health,  Education  and  Welfare  Department 
will  release  a list  of  all  Medicare  payments  to  all  physi- 
cians despite  warnings  from  both  Congressmen  and 
the  AMA  that  a simple  listing  of  dollar  amounts  paid  to 
physicians,  with  no  indication  of  the  number  of  pa- 
tients treated  and  the  services  provided  for  those 
payments,  is  essentially  meaningless. 

The  list,  to  be  available  for  public  inspection,  con- 
taining the  names  of  some  300,000  physicians  who 
provided  services  to  Medicare-eligible  patients  during 
1977  and  reported  to  be  some  five  feet  thick  and  cost- 
ing “perhaps  as  much  as  $1  million”  — will  tell 
nothing  about  the  physicians  named,  the  kinds  of  care 
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they  provide,  their  actual  earnings,  or  the  patients 
they  serve. 

The  list  will  not  indicate,  for  example,  that  across 
the  country  the  doctors  actually  received,  in  Medicare 
reimbursement,  only  about  58%  of  the  amount  of  cov- 
ered charges  actually  billed  for  providing  medical 
services  to  persons  whose  care  is  paid  for  by  Medi- 
care. 

In  a letter  of  protest  to  HEW  Secretary  Joseph 
Califano,  AMA  Executive  Vice  President,  James  H. 
Sammons,  pointed  out  that  “There  is  no  cost-benefit 
ratio  in  what  HEW  is  doing.  The  interests  of  neither 
the  public  nor  the  profession  are  served  by  this  type  of 
reporting.” 

Dr.  Sammons  spelled  out  in  the  letter  many  of  the 
flaws  and  inaccuracies  of  a list  compiled  in  such  a 
fashion.  For  example,  the  list  will  not  make  clear  that 
in  many  instances  the  payment  for  covered  services 
were  made  directly  to  patients  who  then  were  sup- 
posed to  pay  the  physicians,  but  often  did  not.  The 
physicians  are  credited  by  the  HEW  list  with  having 
received  all  monies  paid  for  services  which  they  pro- 
vided, but  in  countless  instances  they  may  have  re- 
ceived only  a part  of  it,  or  none  of  it. 

Dr.  Sammons  said  ”...  the  list  will  not  explain  that 
certain  specialists  such  as  cardiologists,  internists, 
urologists,  nephrologists,  surgeons,  ophthalmologists 
or  orthopedists  will  naturally  have  large  numbers  of 
elderly  or  chronically  ill  among  their  patients,  all  cov- 
ered by  Medicare.  Nor  will  it  indicate  that  physicians 


located  in  Florida,  Arizona,  California  and  certain 
other  states  are  far  more  likely  to  have  a Medicare- 
eligible  patient  profile  than  would  be  the  case  in  other 
parts  of  the  country.” 

“Even  if  it  were  made  clear  that  many  physicians 
justifiably  derive  a significant  part  of  their  income 
from  services  rendered  to  patients  covered  by  Medi- 
care, the  figure  — though  it  may  appear  sizable  — will 
in  no  way  represent  the  physicians’  net  income.  The 
most  recent  figures  show  physician  overhead  averag- 
ing 40%  of  gross  income,  with  general  practitioners, 
family  physicians  and  pediatricians  supporting 
operating  expenses  even  greater  than  40%. 

Rep.  Thomas  Luken  (D-Ohio)  has  also  labelled  as 
“objectionable”  the  HEW  list. 

In  a letter  to  Secretary  Califano,  Luken  said  the 
disclosure  “could  be  deceptive,  expensive  and  open 
to  a significant  rate  of  error!” 

The  liberal  Democrat,  a member  of  the  House 
Commerce  Committee,  said  that  Medicare  payments 
often  are  submitted  to  individual  physicians  on  behalf 
of  a hospital  or  clinic.  “On  such  occasions,  the  HEW 
listing  will  not  designate  the  specific  physician  who 
worked  with  Medicare  patients.  As  a result,  the  list 
could  be  deceptive,  and  would  not  offer  a clear  com- 
parison of  the  actual  payments  received  by  the  indi- 
vidual physician,”  said  Luken. 

He  told  Califano  that  “it  has  been  estimated  that 
this  undertaking  will  cost  the  federal  government  from 
$750,000  to  $1  million,  and  some  $300,000  annually 
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thereafter.  Moreover,  additional  expense  must  be 
borne  by  the  carriers,  such  as  Blue  Shield. 

Luken  concluded: 

“I  am  not  opposed  to  public  disclosure  of  the  use  of 
federal  monies.  Yet,  in  considering  the  possible  inac- 
curacies, imprecise  reporting,  and  expense  associated 
with  this  project,  I respectfully  request  your  reconsid- 
eration of  this  proposal.” 

5jC 

“Giving  physicians  in  training  a greater  sense  of 
cost  awareness  can  play  a major  role  in  restraining 
future  medical  care  costs,”  James  H.  Sammons, 
M.D.,  AMA  Executive  Vice  President,  said  at  a 
meeting  of  the  National  Steering  Committee  of  the 
Voluntary  Cost  Containment  Program. 

“Education  in  the  economics  of  health  care  for 
physicians,  both  in  training  and  in  practice,  and  active 
involvement  of  the  hospital  medical  staff  in  cost  con- 
tainment efforts  are  two  major  ways  of  aiding  the  fight 
against  the  high  cost  of  health  care,”  Dr.  Sammons 
said. 

The  “VE”  Steering  Committee  meeting,  its  fourth 
since  its  inception  in  December,  focused  on  the  role  of 
physicians  in  containing  health  care  costs  and  how  to 
assist  the  public  in  becoming  more  informed  about 
health  costs  and  health  care  choices. 

The  need  for  more  use  of  outpatient  hospital  and 
ambulatory  surgery  by  doctors  was  also  discussed. 
“The  chief  of  staff  in  each  hospital  has  to  establish  a 


climate  of  cost  awareness,”  said  Robert  B.  Hunter, 
M.D.,  chairman  of  the  AMA  Board  of  Trustees  and 
co-chairman  of  the  national  steering  committee. 
“Doctors  have  to  ask:  Is  this  hospitalization  neces- 
sary? How  many  days  should  this  patient  be  in  the 
hospital?  Are  all  diagnostic  studies  and  therapeutic 
measures  necessary?”  Hunter  told  the  committee. 

The  committee  is  developing  a plan  to  1)  educate 
physicians  to  become  more  aware  of  t he  cost  impact  of 
patient  services  they  order,  2)  show  them  how  high 
quality  care  might  be  provided  at  the  lowest  possible 
cost,  and  3)  motivate  physicians  to  operate  in  the  most 
cost-efficient  mode. 

Hunter  also  commended  the  13,000-member  AMA 
Resident  Physician  Section  for  encouraging  the  de- 
velopment of  local  cost  awareness  programs  through 
workshops  and  conferences  and  for  the  planned  publi- 
cation of  a workbook  outlining  successful  cost  re- 
straint activities  in  teaching  hospitals. 

The  National  Steering  Committee  was  organized  by 
the  AMA,  American  Hospital  Association  and  the 
Federation  of  American  Hospitals  in  response  to  a 
challenge  by  Rep.  Daniel  Rostenkowski  (D-Ill.)  last 
November  calling  for  the  private  sector  to  take  the 
initiative  to  voluntarily  contain  health  care  costs. 

The  major  national  goals  of  the  committee  include  a 
reduction  in  the  rate  of  increase  in  hospital  costs  of 
two  percentage  points  a year  over  the  next  two  years; 
no  net  increase  in  hospital  beds  in  1978;  restraint  of 
new  hospital  capital  investment  during  the  next  two 
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years,  and  tightened  utilization  review  procedures  by 
physicians. 

Health  care  providers  in  all  fifty  states  have  agreed 
to  participate  in  the  national  program  through  state 
level  committees.  On  Jan.  1 1 , the  three  organizations 
mailed  23,000  letters  to  board  chairmen,  medical  staff 
chiefs  and  administrators  of  every  hospital  in  the  na- 
tion explaining  the  voluntary  effort  and  urging  support 
for  the  program. 

* * * 

HEW  has  issued  final  regulations  governing  the 
designation  and  funding  of  state  health  planning  and 
development  agencies  (state  agencies)  and  statewide 
health  coordinating  councils  (SHCCS). 

Fifty-nine  state  agencies  — including  Puerto  Rico, 
the  District  of  Columbia  and  U.S.  territories  — have 
been  designated  to  conduct  state  health  planning  ac- 
tivities under  the  National  Health  Planning  and  Re- 
sources Development  Act  (P.L.  93-641).  The  final 
regulations  have  been  published  in  the  Federal  Reg- 
ister. The  regulations  permit  the  coordinating  councils 
to  recommend  revisions  in  the  annual  implementation 
plans  of  the  Health  Systems  Agencies  (local  planning 
bodies)  within  a state. 

In  an  attempt  to  clarify  the  relationships  between 
the  state  agencies  and  the  coordinating  councils,  the 
regulations  require  that  the  councils  furnish  guidance 
towards  development  of  state  health  plans  and  en- 
courage that  it  seek  state  agency  staff  review  and 
comment  on  the  state  plans  and  applications  for  the 
receipt  of  federal  health  funds  in  the  state. 

The  regulations  have  been  further  revised  to  allow 
optional  local  planning  by  small  states  and  territories 
which  are  exempt  from  designating  health  service 
areas  and  establishing  health  systems  agencies. 


More  than  1,000  businessmen  and  labor  leaders  at- 
tended a HEW-sponsored  pep  rally  on  HMOs  in 
Washington  and  returned  home  convinced  that  pre- 
paid group  medical  practice  was  the  “medicine  of 
tomorrow”  if  the  administration  could  so  shape  it  that 
way. 

The  conference  was  called  by  the  Carter  adminis- 
tration in  a frank  effort  to  bally-hoo  HMOs  and  spur 
business  and  labor  to  establish  them.  Death  knells 
weren’t  sounded  for  fee-for-service  and  third  party 
insurance,  but  most  of  the  speakers  agreed  that  pre- 
paid group  care  promises  to  become  the  medical  ser- 
vice used  by  most  Americans. 

However,  the  speakers  also  agreed  that  it  will  be  a 
hard  task  to  sell  the  public  on  HMOs  because  by  and 
large  people  are  satisfied  with  the  medical  care  they 
receive  today.  Still,  they  proclaimed,  HMOs  not  only 
promise  better  quality  care,  but  save  money  by  re- 
ducing the  incentive  to  hospitalization  inherent  in 
third  party  payment. 

HEW  Secretary  Joseph  Califano  said  HMOs  can 
reduce  outpatient  visits  by  15%  and  hospitalization  by 
30%  to  60%.  “None  of  this  is  to  say  that  doctors  or 
hospital  officials  wear  black  hats;  only  that  people  and 
institutions  respond  predictably  to  built-in  incentives 
and  those  incentives  go  the  wrong  way  in  the  health 
economy.” 

“We  intend  this  to  be  primarily  the  private  sector’s 
effort,”  Califano  said,  adding  a blunt  threat  that  “I 
need  not  tell  you  that  this  may  be  one  of  the  last 
chances  for  American  free  enterprise  to  tackle  the 
task.” 

Among  those  attending  the  session  were  represen- 
tatives of  320  corporations  and  350  unions. 
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company  can  serve  you  and  your  insurance  needs  and 
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222  N.  Person  Street,  P.O.  Box  27285 
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In  Hbmortam 


Lloyd  J.  Thompson 

Lloyd  J.  Thompson  was  a teacher,  an  adminis- 
trator, a gentleman,  and,  most  of  all,  a physician.  His 
dates  of  birth  and  death  are  not  important.  What  is 
important  is  the  contribution  he  made  to  American 
psychiatry  and,  in  particular,  to  psychiatry  in  North 
Carolina. 

In  the  late  1930s  he  was  retained  by  the  Rockefeller 
Foundation  to  do  the  first  comprehensive  survey  of 
mental  health  facilities  in  North  Carolina.  He  took  a 
leave  of  absence  from  his  post  at  Yale  University  and 
spent  about  a year  in  North  Carolina  studying  the 
mental  health  facilities  and  making  recommendations 
to  the  governor.  This  was  one  of  the  first  such  studies 
ever  done  for  an  entire  state. 

When  the  guns  of  World  War  II  erupted,  he  donned 
a uniform  to  serve  his  country.  He  was  not  content  to 
sit  behind  a desk  in  Washington  but  went  overseas 
where  he  eventually  became  chief  of  psychiatry  for 
the  European  Theatre  of  Operations.  He  devised,  to- 
gether with  Dr.  William  Seargant,  the  insulin  sub- 
coma treatment  of  combat  fatigue.  He  set  up  the 
evacuation  techniques  for  patients  with  psychiatric 
wounds  and  the  various  rehabilitation  procedures. 
After  the  war  he  returned  to  his  academic  life  at  Yale. 

When  the  Bowman  Gray  School  of  Medicine  sought 
a chairman  for  its  first  Department  of  Psychiatry, 
Dean  Coy  Carpenter  consulted  Dean  Davidson  of 
Duke,  who  recommended  Lloyd  Thompson  who  had 
been  located  at  Duke  while  conducting  the  state  sur- 
vey. He  came  to  Winston-Salem  and  brought  with  him 
Douglas  Kelley,  the  psychiatrist  to  the  Nuremburg 
trials  and  co-author  of  the  classic  text  on  the 
Rorschach  test,  and  Richard  Masland  to  head  the  sec- 
tion on  neurology. 

Graylyn  Hospital  was  opened  and  for  many  years 
operated  as  a private  psychiatric  hospital  and  a resi- 


dency program  was  started.  June  Orton  came  to  join 
the  staff  and  one  of  the  first  programs  to  recognize  and 
treat  dyslexia  and  to  train  teachers  to  aid  and  manage 
this  problem  was  started.  Dr.  Thompson  began  a Child 
Guidance  Clinic  which  eventually  emerged  and  de- 
veloped into  the  present  Forsyth  County  Child  Gui- 
dance Clinic.  After  his  retirement  as  chairman  of  the 
department  at  Bowman  Gray,  he  moved  to  Chapel  Hill 
where  he  was  active  in  professional  associations  and 
as  consultant  to  various  agencies. 

He  served  as  an  officer  in  many  psychiatric  organi- 
zations, was  active  in  the  affairs  of  the  American 
Psychiatric  Association,  the  Southern  Psychiatric  As- 
sociation and  the  North  Carolina  Neuropsychiatric 
Association.  He  was  a teacher,  an  able  administrator, 
a gentleman,  but  most  of  all  a physician  — not  just  a 
doctor. 

Tommy  will  be  missed  by  all  of  us  whose  lives  he 
touched  and  American  psychiatry  is  better  for  his 
having  been  a part  of  it. 

N.C.  Neuropsychiatric  Association 

George  Caverno  Ham 

All  who  knew  George  Ham  respected  and  trusted 
him.  Few  may  have  understood  him  but  many  loved 
him.  While  it  may  have  been  difficult  to  get  very  close 
to  George  Ham,  it  was  also  difficult  to  keep  away  from 
him.  His  inventiveness  was  ever  active  with  ideas  for 
the  creation  of  whatever  there  was  needing  to  be 
created;  for  the  building  of  whatever  thpre  was  need- 
ing to  be  built.  His  penetrating  intellect  and  articulate 
mind  made  him  a commanding  personality.  He  was  as 
well  pre-eminently  a just  and  generous  man. 

He  made  a signal  contribution  to  the  growth  and 
development  of  psychiatry  in  North  Carolina  and  to 
the  humanitarian  interests  of  its  people. 

N.C.  Neuropsychiatric  Association 
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Message  of  the  President 
To  the  House  of  Delegates 

E.  Harvey  Estes,  Jr.,  M.D. 

May  4,  1978 


LAST  year,  as  I looked  forward  to  my  year  as  Presi- 
dent, I went  through  a thought  process  which  I 
am  sure  all  of  my  predecessors  hadTollowing  in  previ- 
ous years.  One  wants  to  do  the  best  possible  job  of 
representing  a profession  which  is  held  in  high  regard 
by  the  public,  and  which  has  been  good  to  us  all.  One 
considers  the  various  ways  in  which  this  can  be  done, 
how  the  task  can  be  broken  down  and  organized,  etc. 

Then,  one  day,  the  job  begins!  There  are  over  forty 
committees  to  be  appointed,  newsletters  to  be  written, 
legislative  battles  to  be  fought,  component  societies  to 
be  visited,  letters  to  be  answered  and  written,  and 
countless  other  things  to  be  done.  It  is  like  being 
(Suddenly  pushed  into  a deep,  swift  stream  of  water. 
iThe  main  task  is  to  keep  one’s  head  and  remain  afloat! 

But  somehow,  things  get  done,  time  passes,  and  the 
year  comes  to  a close.  If  times  have  been  good,  you 
are  probably  considered  as  a “good”  president,  and  if 
times  have  been  bad,  you  may  be  considered  a “not- 
so-good”  president.  At  the  end,  custom  dictates  that 
one  presents  to  one’s  peers  a report  of  the  activities  of 
the  year.  That  is  the  purpose  of  this  address.  Last 
spring  during  our  annual  meeting,  the  N.C.  General 
Assembly  was  in  session.  Before  this  body  were  three 
major  bills  which  posed  problems  for  our  Society  and 
our  profession.  The  first  was  a bill  to  enlarge  the  scope 
of  chiropratic  practice,  permitting  such  practitioners 
to  use  any  and  all  techniques  taught  in  a school  of 
chiropractic. 

The  present  Chiropractic  Practice  Act  permits  ad- 
justments of  the  spine  in  order  to  relieve  impediments 
to  the  proper  flow  of  nervous  energy.  The  proposed 
law  was  not  only  open  ended,  permitting  an  ever  en- 
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larging  scope  of  practice  without  specific  legislative 
approval,  but  it  would  also  have  permitted  the  use  of 
other  modalities  of  treatment  for  which  the  chiro- 
practor has  not  been  trained  — such  as  nutritional 
therapy,  psychotherapy,  respiratory  therapy,  etc.  I 
am  pleased  to  report  that  the  majority  of  the  Legisla- 
ture recognized  the  danger  to  the  public  in  permitting 
such  practices,  and  the  scope  of  chiropractic  practice 
remains  essentially  as  before. 

The  second  bill  was  one  introduced  by  Dr.  John 
Gamble,  permitting  nurses  to  follow  orders  written  by 
physician's  assistants  and  nurse  practitioners.  These 
individuals  have  been  writing  orders  on  hospital 
charts  for  years,  under  the  supervision  of  a licensed 
physician,  but  an  interpretation  of  the  statutes  by  a 
member  of  the  Attorney  General’s  office  cast  grave 
doubt  on  the  legality  of  this  process.  Dr.  Gamble’s  bill 
was  aimed  at  correcting  this  problem  and  making  such 
orders  legal. 

This  proposal  met  determined  opposition  from  the 
North  Carolina  Nurses’  Association.  In  the  end,  the 
Gamble  Bill  was  passed,  but  with  some  of  the  com- 
promise provisions  in  place,  and  with  a one  year  expi- 
ration date.  A special  legislative  commission  was  then 
formed  to  study  the  matter,  and  to  bring  a new  bill  to 
the  interim  session  of  the  N.C.  General  Assembly  in 
1978. 

I will  move  ahead  in  time  in  order  to  give  you  the 
latest  information  on  this  topic,  before  proceeding  to 
the  third  bill.  During  the  fall  and  winter  months  a Joint 
Committee  of  the  North  Carolina  Medical  Society  and 
the  North  Carolina  Nurses’  Association  met  to  con- 
sider this  matter,  and  a statement  was  presented  to  the 
Legislative  Study  Commission  earlier  this  year  by  this 
group.  It  recommends  that  nurses  be  permitted  to 
follow  orders  of  P.A.’s  or  N.P.’s,  but  recommends  a 
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much  tighter  procedure  for  approval  of  such  practices 
by  local  hospital  medical  staffs.  The  Legislative  Study 
Commission  has  approved  a proposed  bill  incor- 
porating these  recommendations,  and  will  introduce  it 
into  the  General  Assembly  this  spring.  We  hope  that  it 
will  have  the  support  of  the  N.C.  Nurses’  Association. 

The  third  bill  was  a bill  to  permit  optometrists  to 
write  prescriptions  for  medications  to  be  used  in 
treating  eye  diseases.  These  could  be  for  topical  or 
parenteral  drugs.  North  Carolina  was  the  target  state 
for  a nationwide  effort  to  gain  approval  for  such  prac- 
tices, and  there  had  been  a year  long  effort  on  the  part 
of  optometrists  to  muster  legislative  support,  includ- 
ing helping  General  Assembly  members  in  their  cam- 
paign efforts.  Realizing  that  most  optometrists  have 
not  had  pharmacologic  training,  and  that  this  would  be 
a damaging  fact  in  a legislative  hearing,  special 
courses  in  pharmacology  were  conducted  in  the  state, 
and  were  attended  by  many  practicing  optometrists. 
These  efforts  were  very  effective,  and  at  more  than 
one  point  seasoned  observers  of  the  legislative  scene 
told  us  that  the  optometry  prescription  bill  would  pass 
with  votes  to  spare.  In  the  end,  however,  those  who 
recognized  the  dangers  to  the  public  in  permitting 
those  with  little  or  no  pharmacologic  experience  to 
prescribe  drugs  prevailed,  to  the  extent  that  only  topi- 
cal medications  were  permitted,  and  after  collabora- 
tion and  consultation  with  a licensed  medical  doctor. 

This  bill  was  far  from  satisfactory  in  our  view,  and 
our  friends  in  the  Legislature  were  aware  of  this,  but 
they  felt  that  this  was  the  best  they  could  accomplish 
in  our  behalf.  We  are  also  aware  that  ophthalmologists 
in  the  state  have  been  under  critical  attack  by  their 
colleagues  in  other  states,  who  feel  that  this  limited 
success  by  optometrists  here  in  North  Carolina  will 
make  it  much  more  difficult  to  hold  the  line  in  other 
states.  Those  of  us  who  worked  hard  to  prevent  pas- 
sage of  any  prescriptive  authority  for  optometrists 
regret  this,  but  at  the  same  time  feel  that  we  did  our 
best. 

Early  in  this  year,  we  were  made  aware  of  a plan  to 
enlarge  the  activities  of  county  health  departments,  by 
authorizing  them  to  deliver  primary  health  care.  It  was 
anticipated  that  most  of  the  patients  served  would  be 
indigent,  but  others  could  utilize  such  services  if  they 
wished.  The  General  Assembly  voted  2.75  million 
dollars  to  support  this  effort,  and  rules  and  regulations 
were  published  soon  thereafter.  The  Executive  Coun- 
cil reviewed  these  rules  and  regulations,  and  ex- 
pressed its  opposition  to  this  plan,  based  on  several 
perceived  faults. 

Foremost  was  the  fact  that  such  clinics  were  not 
providing  a full  range  of  primary  care  services.  The 
chief  deficiency  was  in  failingto  provide  24  houraday, 
seven  day  a week  access  to  the  clinic  staff.  Other 
problems  were  the  higher  cost  of  such  services,  and 
the  fact  that  nurse  practitioners  were  to  provide  ser- 
vices under  supervision  of  individuals  who  were  not  in 
a position  to  provide  adequate  overseeing  and  to  as- 
sume full  responsibility. 

This  position  has  been  the  subject  of  a series  of 


meetings,  and  the  Governor  will  probably  discuss  this 
topic  in  his  meeting  with  us  tomorrow  morning. 

I feel  that  it  has  had  a very  useful  impact,  because  it 
has  uncovered  a much  broader  and  much  more  fun- 
damental problem  — a widening  gap  between  the 
county  health  department  and  the  county  medical  so- 
ciety. 

In  the  past,  the  county  health  department  was 
viewed  as  a very  essential  and  congenial  professional 
organization.  It  was  headed  by  a fellow  physician, 
who  was  almost  always  a valued  member  of  the 
county  medical  society.  It  provided  very  tangible  and 
desirable  services  to  the  individual  doctor  as  he  at- 
tempted to  care  for  those  with  tuberculosis,  venereal 
disease,  or  other  diseases  with  a public  health  impact. 

Over  the  past  twenty  years,  circumstances  have 
slowly  changed.  Many  county  health  departments  are 
headed  by  non-physicians.  Others  are  headed  by 
doctors  who  see  no  advantage  in  joining  a county  or 
state  medical  society.  Many  are  staffed  by  nurses, 
social  workers  or  other  professionals  whose  experi- 
ence and  education  has  led  them  to  picture  the  doctor 
as  an  arrogant,  self-serving  individual,  caring  little  for 
the  patients'  interest.  Many  have  developed  a habit  of 
assuming  that  the  practicing  doctor  and  the  county 
medical  society  will  oppose  their  activities,  so  they 
work  around  them  instead  of  with  them.  The  differ- 
ences of  opinion  on  the  primary  care  issue  have 
brought  these  facts  into  clear  view,  and  have  also 
shown  us  that  the  leadership  at  the  state  level  does  not 
want  an  estrangement  between  the  public  and  private 
systems  of  medical  care.  I am  convinced  that  most 
private  physicians  are  as  concerned  about  the  health 
of  their  community  as  in  the  County  Health  Offices, 
and  if  honest  discussion  of  problems  could  occur  at  the 
local  level,  such  disagreements  and  misunderstand- 
ings would  be  replaced  by  good  working  relationships 
and  better  patient  care.  I think  that  you  will  hear  more 
about  this  from  Governor  Hunt  and  Dr.  Jacob 
Koomen  at  this  meeting. 

This  has  been  the  year  in  which  our  previous  deci- 
sion to  require  continuing  medical  education  reached 
the  cut  off  point.  As  you  might  have  predicted,  a large 
number  of  doctors  were  found  to  be  in  arrears  with 
respect  to  the  required  hours.  In  most  cases,  this  was  a 
failure  to  report  rather  than  a failure  to  obtain  the 
required  hours.  There  was  also  the  inevitable  confu- 
sion regarding  the  process  of  reporting. 

Some  of  our  members  thought  that  we  required 
certification  of  all  reported  hours.  We  do  not.  We 
accept  the  members  own  statement  that  he/she  has 
attended.  Some  thought  that  this  had  to  be  education 
obtained  in  formal  (and  usually  expensive)  courses  at 
some  far  away  place.  This  is  not  the  case.  We  urge 
members  to  attend  their  own  hospital's  staff  confer- 
ences, local  AHEC  sponsored  conferences,  and  other 
local  conferences.  Audio  tapes  can  satisfy  part  of  the 
requirement.  This  meeting  alone  could  provide  at  least 
one  quarter  of  the  year’s  requirement. 

We  have  exempted  those  physicians  who  have  re- 
tired from  practice,  and  who  no  longer  make  clinical 


328 


VOL.  39.  No.  5 


decisions,  and  have  also  exempted  those  who  were 
made  life  members  prior  to  this  requirement. 

I have  been  gratified  by  the  letters  and  calls  from 
some  of  our  members  in  isolated  areas,  who  have  not 
previously  made  a habit  of  attending  educational  ses- 
sions, justifying  this  on  the  grounds  that  they  could  not 
be  spared  from  their  community.  The  requirement 
that  they  participate  has  provided  the  final  incentive 
required,  and  they  have  found  it  useful  and  stimulat- 
ing, and  at  the  same  time  not  too  disruptive  of  their 
practice. 

As  you  all  know,  the  cost  of  medical  care  continues 
to  rise  alarmingly,  and  is  the  subject  of  much  critical 
comment  from  the  public,  the  press,  and  the  Con- 
gress. Oddly  enough  it  may  be,  at  the  same  time,  a 
strength  and  a weakness.  Some  feel  that  the  spectre  of 
huge  costs  has  caused  a slow  down  in  interest  in  na- 
tional health  insurance.  At  the  same  time,  these  same 
costs  have  caused  serious  cracks  in  the  previously 
solid  wall  of  doctors,  insurance  companies,  and  hos- 
pitals. 

The  hospital  interests  are,  for  example,  willing  to 
accept  a “Certificate  of  Need”  law  covering  pur- 
chases of  expensive  equipment  in  doctors’  offices. 


Insurance  interests  are  also  willing  to  accept  these  and 
other  measures,  and  increased  authority  of  health 
planning  bodies,  all  because  their  backs  are  against  the 
wall  due  to  rising  costs. 

During  this  year,  we  have  joined  with  the  N.C. 
Hospital  Association  in  a voluntary  effort  to  restrain 
rising  hospital  costs.  We  have  had  one  joint  meeting 
between  our  Executive  Council  and  their  Board  of 
Directors,  and  others  are  planned. 

My  own  feeling  is  that  this  is  the  single  most  impor- 
tant problem  facing  us  in  the  years  ahead,  and  that  it 
will  require  much  more  attention  in  the  future.  I would 
much  prefer  that  we  do  it  ourselves  rather  than  to  wait 
for  bureaucratic  regulations,  which  will  be  rigid,  ill- 
conceived,  and  will  cost  more  than  will  be  saved! 

In  conclusion,  I would  like  to  say  that  I am  very 
proud  of  our  Society,  I have  seen  a progressive,  op- 
timistic, and  willing  spirit  in  all  of  my  contacts  this 
year.  Above  all,  there  has  been  a concern  about  the 
quality  of  the  care  offered  to  the  patients  in  this  state 
which  convinces  me  that  the  profession  is  worthy  of 
the  trust  that  our  patients  have  placed  in  us.  Thank 
you  all  for  your  confidence,  your  advice,  your  effort 
and  above  all,  your  good  work  with  your  own  patients ! 
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ALL  of  us  would  probably  agree  that  medicine  re- 
mains an  art,  and  that  the  best  of  science, 
methodology,  and  technique  can  fail  if  the  physician  is 
unable  to  blend  it  into  his  practice  in  a manner  which 
provides  confidence  and  reassurance.  Indeed,  a prac- 
titioner who  is  skilled  in  catering  to  human  needs  can 
have  a remarkable  degree  of  success,  in  the  absence  of 
biomedical  knowledge  and  scientific  techniques.  Wit- 
ness the  success  of  some  cultists  such  as  chiropractors 
and  acupuncturists.  Medicine  is  thus  rooted  in  two 
sets  of  knowledge  — one  an  understanding  of  the 
objective,  predictable  facts  of  biomedical  science,  and 
the  other  an  understanding  of  the  patients  individual 
needs. 

Patients  do  not  often  come  asking  for  a specific 
diagnosis  or  for  specific  therapy.  Most  come  for  an 
answer  to  a question  which  is  not  expressed:  “What 
does  this  symptom  mean  to  me  and  my  future?  Will  it 
go  away?”.  The  patient  wants  authoritative  reassur- 
ance that  it  does  not  mean  permanent  illness  and  disa- 
bility, and  that  it  will  go  away.  He  wants  reassurance 
first,  and  next,  he  wants  whatever  intervention  we 
may  have  to  offer  to  help  solve  the  specific  problem. 
Our  biomedical  knowledge,  though  extremely  impor- 
tant, is  a means  to  an  end.  It  provides  us  with  the 
means  for  authoritatively  answering  the  patient’s 
questions. 

All  of  this  is  but  an  introduction  to  another  observa- 
tion. Just  as  the  individual  doctor  must  be  sensitive  to 
the  needs  of  his  individual  patient,  and  respond  to 
questions  which  may  remain  unspoken,  so  must  doc- 
tors as  a group  respond  to  the  needs  of  the  public  they 
serve.  The  past  thirty  years  have  brought  an  explosion 
of  new  knowledge  and  new  techniques.  These  new 
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tools  have  diverted  our  attention  away  from  some 
things  which  are  as  fundamental  as  the  art  of  medicine 
for  the  individual  doctor.  This  lack  of  attention  has 
produced  in  my  opinion  a subtle  hostility  among  the 
public,  which  should  cause  us  concern.  The  first  of 
these  neglected  fundamentals  is  providing  ready  ac- 
cess to  care,  a means  for  contacting  the  physician  for 
advice  and/or  treatment  at  any  time  of  day  or  night  if  a 
need  arises.  I remember  a wise  gastroenterologist, 
who  cared  for  a group  of  patients  with  severe  ulcera- 
tive colitis.  As  a general  rule,  such  patients  are  ex- 
tremely dependent  and  volatile,  and  are  easily  upset 
by  minor  personal  problems.  When  he  left  on  vaca- 
tion, he  had  his  secretary  call  each  of  these  patients, 
telling  them  that  their  doctor  was  to  be  out  of  town,  but 
that  another,  named  doctor,  who  had  complete  access 
to  his  records,  was  to  be  in  charge  in  his  absence,  and 
could  contact  him  if  necessary.  He  had  observed  that 
if  one  of  these  volatile  patients  developed  a minor 
problem,  called  for  his  help,  and  found  him  out  of 
town,  a major  flare  in  the  illness  was  a strong  possibil- 
ity. He  had  found  it  more  cost  effective  to  call,  in 
advance,  and  to  reassure  the  patient  that  there  was 
effective  help  at  hand.  This  avoided  his  being  recalled 
from  his  vacation  to  take  care  of  a major  flareup  of  a 
life  threatening  disease. 

Our  patients,  like  these  volatile  ulcerative  colitis 
patients,  want  the  assurance  that  a concerned  and 
knowledgeable  person  is  there  to  respond  in  the  event 
of  a problem.  It  doesn’t  matter  that  such  problems  are 
rare.  The  reassurance  is  in  knowing  that  help  is  there 
in  case  the  rare  event  occurs.  It  is  not  reasonable  to 
expect  the  office  doors  to  be  open  around  the  clock, 
and  it  is  not  reasonable  that  a given  doctor  be  on  call  all 
the  time,  but  it  is  reasonable  that  arrangements  be 
made,  and  that  these  be  made  clear  to  the  patient.  It 
might  be  a telephone  answering  service  — but  be 


330 


Vol.  39,  No.  5 


careful!  Have  you  tried  to  maneuver  some  of  these 
/ourself?  If  I were  a patient,  I would  not  be  reassured 
by  a curt  “he's  not  on  call,  try  Dr.  Smith.”  Some  are 
very  good,  of  course,  but  for  our  corporate  profes- 
sional benefit,  all  should  be!  In  other  cases,  the 
emergency  room  in  the  hospital  may  be  the  only  an- 
swer, but  if  this  is  the  case,  I do  not  feel  that  it  is 
unreasonable  to  expect  a prior  arrangement  whereby 
all  patients  are  aware  of  this,  the  doctor’s  office  is 
notified  of  all  patients  who  come  in  for  treatment,  and 
all  such  patients  are  telephoned  by  the  office  staff  to  be 
sure  all  has  gone  well.  Every  survey  of  public  opinion 
regarding  medical  care  shows  that  problems  of  access 
to  care  are  either  at  the  top  of  the  gripe  list,  or  close 
behind.  I think  that  we  should  make  this  a major 
project  of  county  medical  societies  — to  provide  a 
means  of  finding  a doctor,  to  provide  a decent,  re- 
sponsive answering  service,  to  counsel  or  even  cen- 
sure members  of  the  profession  who  do  not  provide 
such  services  to  their  patients. 

A second  fundamental  which  I believe  has  been 
neglected  is  that  of  providing  some  degree  of  com- 
prehensiveness in  services.  The  fact  that  this  problem 
exists  reflects,  in  large  measure,  our  movement  to- 
ward specialties  and  subspecialties.  It  is  easy  to  un- 
derstand that  a specialist  in  internal  medicine  might 
not  feel  comfortable  in  treating  a complex  gynecologi- 
cal complaint,  but  it  is  not  so  easy  to  see  why  that 
internist  calls  in  a gynecologist  for  a routine  pelvic  and 
“pap”  smear.  On  the  other  side  of  the  coin,  it  is  easy 
to  understand  that  a gynecologist  might  need  help  in 
evaluating  a puzzling  polyarthritis,  but  it  is  not  so  easy 
to  see  why  that  gynecologist  calls  in  an  internist  or 
family  physician  to  treat  an  upper  respiratory  infec- 
tion. These  are  obvious  and  “far  out”  examples,  yet 
they  occur,  and  our  patients  do  not  understand  why 
the  nurse  at  the  county  health  department  can  be 
trained  to  do  a pelvic  and  “pap”  smear,  yet  their 
internist  can’t  or  doesn’t  do  it.  Perhaps  this  is 
uncommon  in  your  area  of  the  state.  I hope  it  is,  and 
that  it  will  remain  so.  It  is  really  a byproduct  of  confu- 
sion between  primary  care  and  referral  specialist 
roles.  Thirty  years  ago,  this  was  no  problem.  One 
physician  was  in  charge,  and  he  had  the  responsibility 
for  the  day-by-day  care  of  the  patient.  He  referred  the 
patient  to  specialists  from  time  to  time,  but  it  was  clear 
that  this  patient  was  referred  for  consultation  only, 
and  as  soon  as  that  problem  was  evaluated,  the  prim- 
ary physician  again  assumed  responsibility.  This  is, 
from  the  patient’s  standpoint,  a far  superior  system  in 
that  each  physician’s  role  is  clear.  Today,  many 
physicians  are  trained  as  referred  specialists,  yet  they 
also  practice  as  the  primary  doctor.  It  is  a difficult  task 
to  sort  out  responsibilities  — difficult  for  both  doctor 
and  patient,  and  I personally  favor  a return  to  the  old 
pattern,  in  which  a doctor  is  either  a primary  care  type 
or  a referral  type,  but  not  both. 

The  third  fundamental  which  has  been  neglected  is 
that  of  maintenance  of  continuity  of  care.  This  is  hard 
to  separate  from  the  other  two.  If  a given  doctor  is  not 
available  when  the  patient  needs  him,  and  is  forced  to 


go  to  the  emergency  room  for  care,  this  destroys  con- 
tinuity. If  a doctor  constantly  sends  his  patients  to 
other  doctors  for  care  which  he  cocfld  provide,  this 
also  destroys  continuity.  Of  course  our  society  itself 
threatens  continuity,  because  families  are  highly 
mobile,  and  move  from  one  city  to  another  with  re- 
markable regularity.  There  is  little  that  we  can  do 
about  that,  but  there  are  several  things  which  we  might 
do  to  improve  this  aspect  of  our  services.  Our  dentist 
friends  are  much  more  aggressive  in  reminding  pa- 
tients to  return  for  needed  examinations  than  we  are. 
Personally,  I would  probably  be  far  less  well  cared  for 
from  a dental  standpoint  if  the  reminder  postcard  had 
not  been  sent  on  schedule. 

These  three  fundamentals  are  things  which  we,  as 
professionals,  have  done  to  ourselves,  and  which  we 
must  also  correct.  There  are,  however,  changes  in  the 
public  which  we  serve,  which  have  an  impact  on  the 
way  in  which  we  deliver  care,  and  which  deserve 
attention.  This  country  was  founded  by  people  fleeing 
from  governmental  oppression.  They  moved  into  an 
untamed,  wide  open  country,  in  which  everyone  was 
forced  to  fend  for  himself.  The  value  system  which 
was  formed  in  those  early  days,  and  which  has  been 
carried  forward  until  fairly  recent  times  is  one  which 
valued  hard  work,  sacrifice  of  present  pleasures  for  a 
better  future,  saving  for  a rainy  day,  responsibility  for 
caring  for  one’s  own  self  and  one’s  relatives  in  the 
declining  years,’  etc. 

This  is  the  work  ethic,  which  has  probably  guided 
the  thinking  and  the  life  style  of  every  person  in  this 
room,  transmitted  to  us  through  parents  and  other  role 
models  from  early  childhood.  This  ethical  framework 
does  not  permit  acceptance  of  something  for  nothing, 
nor  does  it  condone  this  in  others.  This  ethical 
framework  also  depends  on  charity  to  solve  the  pro- 
blem of  those  who  are  unable  to  take  care  of  them- 
selves. There  is  no  doubt  that  this  ethical  framework  is 
good  to  those  who  have  the  intelligence,  energy  and 
opportunity  to  succeed,  and  that  it  is  very  hard  on 
those  who  lack  these  qualities,  either  from  genetic 
disadvantage,  physical  or  mental  illness,  or  being  born 
into  an  economically  deprived  area.  I also  point  out 
that  we  in  this  room,  as  a group,  were  not  only  brought 
up  under  the  work  ethic,  but  we  have  also  been  highly 
successful  under  this  system. 

However,  we  are  all  part  of  the  society  which  we 
serve,  and  this  society  has  been  gradually  changing  its 
ethical  framework.  This  is  a worldwide  phenomenon, 
and  this  country  has  really  been  25  to  50  years  behind 
other  western  nations,  probably  because  of  our  strong 
rural  heritage.  The  change  is  from  the  work  ethic  to  an 
ethic  of  entitlement,  in  which  government  assumes  a 
greater  and  greater  role  in  providing  security  — first 
for  the  disadvantaged,  then  for  all.  The  landmarks  are 
there  for  all  of  us  to  see  — the  passage  of  the  social 
security  act  just  after  the  great  depression  of  the 
1930’s,  the  Kerr-Mills  bill  of  the  1950’s,  followed  by 
the  medicare  bill  of  the  mid  1960's.  The  medicare  bill  is 
particularly  noteworthy,  in  that  it  represents  the  first 
time  that  we  as  a society  provided  medical  care  to  a 
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group,  not  because  of  need,  but  because  of  reaching  a 
certain  age.  At  the  age  of  65  one  becomes  entitled  to 
certain  medical  benefits,  whether  one  needs  them  or 
not.  We  should  carefully  note  that  these  same  steps 
were  taken  in  western  Europe  in  the  early  1900’s  and 
that  we  are  actually  the  only  developed  country  that 
has  not  moved  beyond  this  to  acceptance  of  a gov- 
ernmental responsibility  for  total  medical  care. 

The  point  is  that  we  are  a part  of  society  which  has 
accepted  entitlement  as  a new  ethical  principle,  and 
that  it  is  gradually  replacing  the  work  ethic.  We  in  this 
room  have  also  accepted  it,  whether  we  want  to  admit 
it  or  not.  We  build  social  security  benefits  into  our 
retirement  years,  we  accept  medicare  benefits  when 
hospitalized,  etc.  We  also  recognize  that,  having  ac- 
cepted these  principles  into  laws  of  the  land,  it  will  be 
very  difficult  or  impossible  to  turn  back.  A political 
leader  who  advocates  repeal  of  social  security  and 
medicaid  will  soon  find  himself  in  political  oblivion. 

What  do  we,  as  a professional  group,  do  to  adapt 
ourselves  to  these  political  realities?  We  must,  as  a 
part  of  society,  follow  the  laws  of  the  land,  even 
though  we  may  disagree  with  some  of  the  principles 
underlying  these  laws.  How  do  we  make  sure  that 
future  laws  do  not  carry  us  in  directions  we  do  not 
elect  to  follow? 

First,  we  should  become  active  in  the  political  arena.  This  has 
been  emphasized  in  this  meeting  a number  of  times,  and  it  is  so 
obvious  that  1 will  not  stress  it  further. 

Second,  I believe  that  we  need  to  more  clearly  express  our  point 
of  view.  The  public  doesn’t  understand  it.  We  are  viewed  as  fat  cats, 
who  still  want  to  get  still  fatter.  We  need  to  clearly  state  our 
conviction  that  the  work  ethic  and  the  ethic  of  entitlement  are 
incompatible  with  one  another,  that  one  entitlement  calls  for 
another,  and  that  this  eventually  leads  to  a situation  in  which  there 
is  no  advantage  in  getting  up  earlier  in  the  morning  or  working 
harder,  or  finding  a more  efficient  way  to  accomplish  a new  task. 
This  is  not  a medical  problem,  it  is  an  economic  problem,  and  we 


believe  that  it  is  as  important  for  the  store  owner  as  it  is  for  the 
practitioner  of  medicine. 

Third,  I believe  that  we  must  fight  those  conditions  which  propel 
us  in  the  direction  of  further  entitlement.  Please  note  that  I said 
“conditions”.  1 am  personally  convinced  that  the  presence  of  large 
blocks  of  people  who  were  underserved  and  in  need  of  medical 
attention  led  to  the  passage  of  medicare  and  medicaid.  I believe  that 
the  surest  road  to  a fully  federalized  system  of  health  care  is  to  allow 
medicaid  to  fail  by  refusing  to  participate.  I believe  that  the  heat  is 
probably  less  intense  in  the  provision  of  medical  care  to  the  indigent 
this  year  than  it  was  in  the  past,  but  I believe  that  the  middle  class 
have  now  become  our  major  problem.  The  rising  cost  of  care  is  the 
chief  problem  here,  and  if  this  is  allowed  to  go  unchecked,  it  will 
spark  a further  federalized  system  of  care,  not  to  provide  care  to 
those  who  don’t  have  it,  but  because  it  will  promise  to  control  costs. 

There  are  today  a few  economists  and  medical  leaders  who  are 
now  stating  what  I believe  to  be  the  case:  that  the  answer  to  costs 
does  not  lie  in  the  direction  of  further  federalization  and  further 
bureaucratic  control,  but  in  greater  freedom  from  control,  and 
opportunity  for  free  enterprise  and  competition  to  operate  within 
the  health  care  system.  I am  aware  of  the  fact  that  our  leadership  in 
the  AMA  is  of  the  same  opinion,  and  that  some  gains  are  being 
made,  even  within  the  government,  by  those  who  favor  such  a 
system.  To  this  end,  1 do  not  think  it’s  in  our  best  interest  to  be 
restrictive  within  our  own  profession.  We  should  freely  tolerate 
innovation  of  types  of  practice,  patterns  of  practice,  and  financing 
systems.  We  should  welcome  provision  of  complete  information  to 
patients,  including  informational,  factual,  and  dignified  advertising. 
Our  guideline  should  only  be  our  insistence  on  high  quality  medical 
care,  which  uses  scientific  principles  which  can  bear  the  objective 
tests  that  are  the  hallmark  of  scientific  observation.  We  should  also 
insist  on  responsibility  on  the  part  of  each  of  our  members  toward 
their  individual  patients.  If  we  desire  free  enterprise  and  minimal 
regulation,  at  the  federal  level,  1 think  we  should  be  able  to  also 
advocate  it  within  our  organization.  In  the  meantime,  I believe  that 
we  should  do  the  best  job  possible  within  a difficult  financing 
system,  so  as  to  not  allow  proponents  of  greater  control  to  claim  that 
we  have  failed,  and  to  make  further  gains. 

In  closing,  I would  again  like  to  thank  you  for  the 
privilege  of  serving  as  your  president  this  year.  It  has 
been  enjoyable  and  educational.  I look  forward  to 
working  with  such  men  as  D.  E.  Ward  and  Ben  War- 
ren, and  I think  we  are  in  good  hands! 
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Classified  Ads 


WORK  AND  PHYSICIAN  AFFILIATION  WANTED:  Professional 
Counselor  and  Therapist,  private  practice,  is  available  for  part- 
time  affiliation  and  work  with  a physician  or  medical  clinic.  Willing 
to  travel  and  work  at  your  location.  Clinical  experience  and 
specialization  is  in  the  outpatient  practice  of  individual  counseling 
and  marital  therapy.  If  interested,  write  or  phone  Secretary,  Fam- 
ily and  Individual  Counseling,  P.O.  Box  131,  Rockingham,  N.C. 
28379  (919)  997-4444. 

LOCUM  FAMILY  PRACTICE  — Carolina  Coastal  town,  N.C. 
license  necessary,  salary  negotiable  — June,  July,  Aug.,  Sept. 
Chowan  Medical  Center  or  David  O.  Wright,  M.D.,  Edenton,  N.C. 
(919)  482-2116. 

ASPEN  MUSHROOM  CONFERENCE  — Identification  of  edible, 
poisonous,  and  hallucinogenic  mushrooms.  Treatment  of  mush- 
room poisoning.  Microscopy.  Novice  and  Advanced  courses. 
AMA  Category  I.  August  13-18,  1978.  Wildwood  Inn,  Snowmass- 
at-Aspen,  Colorado.  Contact  Beth  Israel  Hospital,  1601  Lowell 
Boulevard,  Denver,  Colorado  80204  (303)  825-2190  ext.  359. 

FOR  RENT:  Physician’s  furnished  guest  home  in  cool  Blowing  Rock, 
N.C.  Sleeps  4 to  6.  Weekly  and  monthly  rates.  Contact:  Charles 
Davant,  IH,  M.D.,  P.O.  Box  8,  Blowing  Rock,  N.C.  28605. 

COASTAL  NORTH  CAROLINA  — Beautiful  and  historic  Edenton 
on  Albemarle  Sound.  Ophthalmologist  to  join  primary  care  group 
in  new  modern  25,000  sq.  ft.  comprehensive  fee  for  service  am- 
bulatory care  center.  Modern  eye  lanes,  retina  room,  minor 
surgery,  optician’s  shop.  Contact  Dr.  C.  Lucas,  P.O.  Box  J,  Eden- 
ton, 27932.  Phone  919-482-8461. 

NORTH  HILLS  PROFESSIONAL  PARK  — Raleigh  — medical 
space  available,  ideal  for  psychiatry,  excellent  location,  ample 
parking,  all  facilities  furnished;  also  additional  space  which  can  be 
laid  out  to  individual  needs  — phone  (919)  787-9375 

EMERGENCY  PHYSICIANS,  Full  and  part-time:  Needed  im- 
mediately several  part-time  and  full-time  emergency  physicians 
with  fees  to  $28  per  hour  or  $52,000  per  year,  malpractice  fur- 
nished. Central  Carolina  Area.  All  inquiries  strictly  confidential. 
Write:  C.M.S.,  P.O.  Box  2154,  Chapel  Hill,  N.C.  27514 

N.  C.  — Family  Physicians  needed  in  beautiful  and  historic  Edenton 
located  on  Albemarle  Sound  near  famous  Outer  Banks.  Board 


Certified/eligible  to  join  primary  care  group  with  pharmacy  in  new 
modem  25,000  sq.  ft.  comprehensive  innovative  problem  oriented 
ambulatory  health  center  utilizing  team  modules/protocols/audit 
serving  rural  area  of  40,000  persons.  Sophisticated  computerized 
data  systems.  Rotating  call.  Ob.  Comprehensive  JCAH  120  bed 
hospital.  Active  teaching  affiliation  with  three  medical  schools. 
Close  referral  centers.  Fee  for  service.  Salary  negotiable  — plus 
fringes  plus  bonuses.  No  investment.  Reasonable  hours.  Time  to  be 
with  family.  Friendly  people.  Scenic  beauty.  Cultural  activities  and 
good  schools.  Unpolluted.  Progressive  atmosphere.  Metropolitan 
Norfolk,  Va.  70  miles.  Contact  C.  Lucas,  M.D.,  P.O.  Box  J, 
Edenton,  27932.  Night  919-482-8461. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  with  P.A.  in  expansion  of  established  multi-specialty 
group;  118  JCAH  hosp.,  delightful  small  hisoric  town  on  Albemarle 
Sound;  Salary  & %.  Life,  health,  disability,  malpractice  ins.  etc. 
All  available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medi- 
cal Center,  Edenton,  N.C.  27932  Tel:  919-482-2116. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 

FOR  SALE:  General  Practice  (29  Years)  in  new  fully  equipped  office 
— only  doctor  in  town  of  3,300  population  — in  Piedmont  North 
Carolina.  Retiring  for  health  reasons.  Close  to  large  cities,  hospi- 
tals, and  medical  school.  Contact:  Thomas  B.  Clay,  M.D.,  (919) 
548-2456  or  548-2917. 

FOR  SALE:  Burdick  U.T.  400  Ultrasound  Unit  without  stand.  Like 
new  condition  $400.  Jones  Pulmonor.  Like  new,  $500.  Burdick 
EK-IH  EKG  without  stand.  Good  condition,  $400.  Contact:  W.  J. 
Hunt,  M.  D.,  P.A.,  136  Church  Avenue,  High  Point,  N.C.  27260, 
Telephone:  (919)  883-2021. 

Intemist/Hematologist/Oncologist,  age  34.  A.B.I.M.  Desires  hospital 
based  or  group  practice.  Access  to  academic  training  program 
preferred.  Will  consider  other  offers.  Available  7-1-79.  Contact: 
John  C.  Morrison,  M.D.,  4604  Lisann  Street,  San  Diego,  Califor- 
nia 92117,  Telephone:  (714)  272-4661. 
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Winchester-Ritch  Surgical  Company 
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Phone  No.  919-273-5581 
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fenoprofen  calcium 

306-fng*  Pulvules  and  Tablets 


Dista  Products  Company 

P “(2153  Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively.  * r 
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We know 
a lot  about 
caring,  too. 

Because 
it’s  our 
business. 


And,  our  experiences  with 
you  in  the  past  have  illustrated 
the  dedication  you,  as  a 
professional,  administer  in 
your  practice. 

We  also  appreciate  the 
opportunity  to  offer  you,  as  a 
member  of  the  North  Carolina 
Medical  Society,  an  important 
insurance  plan. 

Disability  Income  Protection 
for  younger  doctors. 

A plan  that  can  help  protect 
one  of  your  most  cherished 
assets  — the  ability  to  earn 
a living. 

UNDERWRITTEN  BY 

Mutual 

^mahaxL/ 

People  poo  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaha 


That’s  what  caring’s  all  about, 
isn’t  it? 

If  you’re  under  age  55  and  a 
member  of  the  North  Carolina 
Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today. 
Mutual  of  Omaha  will  provide 
personal  service  in  furnishing 
the  full  details.  Of  course,  there 
is  no  obligation. 


— 

1 Mutual  of  Omaha  Insurance  Company  1 

S Dodge  at  33rd  Street  | 

J Omaha,  Nebraska  68131 

| Please  send  me  complete  infor  j 
I mation  on  the  Disability  income  i 
I Protection  Plan  available  to  mem-  i 
bers  of  the  North  Carolina  Medical 
Society  who  are  under  age  55. 

| NAME  | 

I ADDRESS  I 

I CITY  I 

|^STATE  ZIP 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 


Obtain  the  HUD  Property  Report  from  the  developer  and  read  it  before  signing  anything  HUD  neither  approves  the  merits  of  the  offering  nor  the  value,  if  any.  of  the  property 


Extraordinary.  Figure  Eight  Island,  located  fourteen  miles  north  of  Wilmington,  is  a 
place  for  all  seasons  and  reasons.  With  views  of  either  the  Atlantic  Ocean,  expan- 
sive marshes  or  the  sound,  Figure  Eight  offers  serenity  and  excitement,  sea  oats 
and  striking  architecture.  Walks  along  a wide,  private  beach.  Boating,  fishing, 
shelling,  clamming  ...  tennis  and  a beautiful  yacht  club.  24-hour  privacy  and  pro- 
tection are  assured  by  our  private-access  bridge.  And  selective  rentals  are  available. 

Call  or  write  for  information  about  this  remarkable  resort  island. 

*§?  Figure  Eight  Island 

Figure  Eight  Development  Incorporated, 

1 5 Bridge  Road,  Wilmington,  NC  2840 1 ; phone  9 1 9/ 686-063 1 


Neosporin 
Ointment 

(Polymyxin  B-Bacitradn-Neomycin) 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  Ointment  (polymyxin  B-badtratin-neomydn). 


Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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Account  No.  1 093  2 
Date:  2/2/77 


MR.  B.  P.  PATIENT 
1528  EVERY  DRIVE 
ANYTOWN,  SC  29109 

STATEMENT  OF  ELECTROLYTE  BALANCE 

Account  of:  PATIENT  WITH  HYPERTENSION 

Transaction:  THERAPY  WITH  THIAZIDE 

Status:  Blood  Pressure:  SATISFACTORY 


Salt:  SATISFACTORY 


WHEN  TREATING  HYPERTENSION* 

DON’T  OVERDRAW  THE  POTASSIUM  BALANCE 


ERSC°So9 

eKt  of  ELECTROLYTE  BALANCE 
EKT  ...  „.oFRT£NSlON 


\V 


TiprnsL^i^: — 
i^-TTfisF^ 


acciunv. 


TRIAMTERENE  LIMITS  POTASSIUM  LOSS 
AS  HYDROCHLOROTHIAZIDE  LOWERS 
BLOOD  PRESSURE 


Each  capsule  contains  50  mg.  of  DyreniunT  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 


The  difference  in  ‘Dyazide’  is  its  ‘Dyrenium’  component,  which 
acts  to  reduce  thiazide-induced  excessive  excretion  of  potassium. 
Dietary  potassium  supplements  or  potassium  salts  should  not  be 
used  with  ‘Dyazide’  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired. 

‘Dyazide’  can  occasionally  cause  hyperkalemia.  Serum  potassium 
and  BUN  should  be  checked  periodically  during  therapy,  particu- 
larly in  patients  with  suspected  or  confirmed  renal  insufficiency 
(e.g.,  elderly  or  diabetic  patients).  If  hyperkalemia  develops, 
‘Dyazide’  should  be  withdrawn  and  a thiazide  alone  substituted. 
Routine  use  of  diuretics  in  healthy  pregnant  women  is 
inappropriate. 


*”See  next  page  for  indications  and  brief  summary  of  prescribing 
information.  Not  for  initial  therapy.  Dosage  should  be  titrated  to 
the  individual  (See  Box  Warning). 

SK&F  Co.,  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIine  company 


DWIDE 


Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE  FOR 
LONG-TERM  CONTROL 
OF  HYPERTENSION.* 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  A brief  summary  follows: 


★ 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  convenient 
in  patient  management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents  the  dosage 
determined  by  titration:  Adjunctive  therapy  in  edema 
associated  with  congestive  heart  failure,  hepatic  cirrhosis, 
the  nephrotic  syndrome.  Corticosteroid  and  estrogen- 
induced  edema,  idiopathic  edema;  hypertension,  when  the 
potassium  sparing  action  of  triamterene  is  warranted. 

(See  Box  Warning.)  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indicated  in 
pregnancy  only  when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-exi sting  elevated 
serum  potassium.  Hypersensitivity  to  either  component 
or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary 
potassium  is  needed,  potassium  tablets  should  not  be  used. 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill, 
with  urine  volume  less  than  one  liter/day,  the  elderly  and 


diabetics  with  suspected  or  confirmed  renal  insufficiency. 
Periodically,  serum  K ! levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K1  intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  preg- 
nancy requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocyto- 
penia, other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their 
use  is  essential,  the  patient  should  stop  nursing.  Adequate 
information  on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impending  coma  in 
severe  liver  disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently;  both  can  cause  K * retention 
and  elevated  serum  K+ . Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been  reported 
with  thiazides.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly. 
Antihypertensive  effect  may  be  enhanced  in  post-sympa- 
thectomy patients.  Use  cautiously  in  surgical  patients.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis.  ‘Dyazide’ interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 


SK&F  CO. 

a SmithKIine  company 


You  can  own  your  own 

medical  computer  system 
for  under  s900/month. 


That’s  right.  Your  own  in-house  system 
completely  installed  and  operated  by  your 
present  personnel  with  minimal  in-office 
training. 

It’s  the  Medical  Management  System 
from  Automated  Computer  Systems. 

Better  than  a service  bureau  at  a net 
cost  less  than  a service  bureau.  Provides 
increased  collections  and  increased  cash- 
flow. Cuts  paper  work  and  eliminates  ledger 


cards.  Prints  out  only  the  desired  up-to-the- 
minute  information,  including  those  so- 
important  production  reports,  on  easy  to 
handle  8Vz”  x 11”  paper. 

And. ..YOU  receive  full  investment  tax 
credit  and  depreciation  benefit.  We’ve  only 
begun  to  tell  you  about  the  benefits  of  this 
revolutionary  new  Medical  Management 
System.  For  full  details,  please  contact: 

Automated  Computer  Systems,  Suite  203, 
1400  Battleground  Avenue,  Greensboro, 
North  Carolina  27408. 


A cr 


K Automated 
computer 
f si|/tem  / 


Please  have  representative 
call  for  appointment  to  discuss 
your  Medical  Management  System. 

Name  

Organization 

Address  

City ..State Zip_ 

Telephone 


See  us  in  St.  Louis  at  the  National  AMA  Convention-Booth  639. 


From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  maybe  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Flospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


Medical  Staff 
Richard  B.  Boren,  M.D. 
Psychiatrist-in-Chief 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Larry  T.  Burch,  M.D. 
Director,  In-Patient  Services 
Richard  M.  Aderhold.  M.D. 
Staff  Psychiatrist 
Flans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 


For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 

Towards  Wholeness 


MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

A 

GROWING 

ORGANIZATION 

PHYSICIAN  OWNED  AND  DIRECTED 
SERVING  MORE  AND  MORE  — BETTER  AND  BETTER 


POLICIES  IN  FORCE  — PHYSICIANS  AND  SURGEONS 


For  information  on  how  this  growing  North  Carolina 
company  can  serve  you  and  your  insurance  needs  and 
to  find  out  the  reasons  behind  this  growth 

CALL  OR  WRITE 


MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

DOUGLASS  M.  PHILLIPS  — EXECUTIVE  VICE  PRESIDENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
Phone  919  828-9334 


Officers 

1978-1979 

NORTH  CAROLINA  MEDICAL 
SOCIETY 


President D.  E.  Ward,  Jr.,  M.D. 

2604  N.  Elm  Street,  Lumberton  28358 

President-Elect J.  Benjamin  Warren,  M.D. 

Box  1465,  New  Bern  28560 

First  Vice-President Archie  T.  Johnson,  Jr.,  M.D. 

701  Vick  Ave.,  Raleigh  27609 

Second  Vice-President Albert  Stewart,  Jr.,  M.D. 

114  Broadfoot  Ave.,  Fayetteville  28305 

Secretary  Jack  Hughes,  M.D. 

923  Broad  Street,  Durham  27705  (1979) 

Speaker Marvin  N.  Lymberis,  M.D. 

1600  E.  3rd  Street,  Charlotte  28204 

Vice-Speaker  Henry  J.  Carr.  Jr.,  M.D. 

603  Beamon  Street,  Clinton  28328 

Past-President E.  Harvey  Estes,  Jr.,  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 

Executive  Director William  N.  Hilliard 

222  N.  Person  Street,  Raleigh  2761 1 


Councilors  and  Vice-Councilors — 1978-1979 

First  District  Edward  B.  Eadie,  Jr.,  M.D. 

1142  N.  Road  Street,  Elizabeth  City  27909  (1980) 

Vice-Councilor William  A.  Hoggard,  Jr.,  M.D. 

1142  N.  Road  St.,  Elizabeth  City  27909  (1980) 

Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 

3108  Arendell  St.,  Morehead  City  28557  (1979) 

Vice-Councilor  J.  Elliott  Dixon,  M.D. 

215  E.  2nd  Street,  Ayden  28513  (1979) 

Third  District E.  Thomas  Marshburn,  Jr.,  M.D. 

3208  Oleander  Drive,  Wilmington  28401  (1979) 

Vice-Councilor  Charles  M.  Hicks,  M.D. 

1914  Glen  Meade  Road,  Wilmington  28401  (1979) 

Fourth  District  Robert  H.  Shackelford,  M.D. 

P.O.  Box  649,  Mount  Olive  28365  (1980) 

Vice-Councilor  Lawrence  M.  Cutchin,  Jr.,  M.D. 

P.O.  Box  40,  Tarboro  27886  (1980) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1981) 

Vice-Councilor Giles  L.  Cloninger,  Jr.,  M.D. 

Box  151,  Hamlet  28345  (1981) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Road,  Henderson  27536  (1980) 

Vice-Councilor C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1980) 

Seventh  District  J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  Street,  Charlotte  28204  (1981) 

Vice-Councilor James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Avenue,  Charlotte  28205  (1981) 


Eighth  District  Ernest  B.  Spangler,  M.D. 

Drawer  X3,  Greensboro  27402  (1979) 

Vice-Councilor  Shahane  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  Street,  Greensboro  27408  (1979) 

Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Drive,  Lexington  27292  (1979) 

Vice-Councilor  Benjamin  W.  Goodman,  M.D. 

24  2nd  Avenue,  W.,  Hendersonville  28739  (1979) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clin.,  Doctors  Dr.,  Asheville  28801  (1981) 

Vice-Councilor  W.  Otis  Duck,  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 


Section  Chairmen — 1978-1979 

Anesthesiology  David  Brown,  M.D. 

Rt.  4,  Box  416,  Chapel  Hill  27514 

Dermatology  

Emergency  Medicine  

Family  Practice  Lyndon  K.  Jordan,  M.D. 

P.O.  Box  760,  Smithfield  27577 

Internal  Medicine Alfred  L.  Ferguson,  M.D. 

Doctors  Park,  Bldg.  6,  Greenville  27834 

Neurology  & Psychiatry  

Neurological  Surgery 

Nuclear  Medicine 

Obstetrics  <&  Gynecology John  A.  Kirkland 

Wilson  Clinic,  Wilson  27893 

Ophthalmology Maurice  B.  Landers,  111,  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  3802,  Durham  27710 

Orthopaedics John  A.  Powers,  M.D. 

1500  Elizabeth  Ave.,  Charlotte  28204 
Otolaryngology  & Maxillofacial 

Surgery  Ellison  F.  Edwards,  M.D. 

3535  Randolph  Rd.,  Charlotte  28211 

Pathology 

Pediatrics David  R.  Williams,  M.D. 

Southgate  Shopping  Ctr,  Thomasville  27360 
Plastic  & Reconstructive  Surgery'  . . Abner  G.  Bevin,  Jr.,  M.D. 
UNC  Sch.  of  Med.,  Div.  of  Plastic  Surgery,  Chapel  Hill  27514 

Public  Health  & Education  Harry  T.  Phillips,  M.D. 

UNC,  School  of  Public  Health,  Chapel  Hill  27514 

Radiology 

Surgery  

Urology  Thomas  L.  Griffin,  M.D. 

Carolina  Clinic,  Inc.,  Wilson  27893 
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June  1978 


"Each  physician  and  each  speciality  in  its  own  way  permits  the  medical  man  to  develop 
as  a practitioner  and  as  a person,  even  as  a patient  is  cured  as  a person.  For  a real 
cure  transcends  the  transitory  state  of  patienthood.  It  is  an  experience  which  enables 
a cured  patient  to  develon  and  to  transmit  to  home  and  neighborhood  an  attitude  toward 
health  which  is  one  of  the  most  essential  ingredients  of  an  ethical  outlook.  The 
healer  is  committed  to  the  highest  good,  the  preservation  of  life,  and  the  furtherance 
of  well-being — 'the  maintenance  of  life ' . He  need  not  prove  scientifically  that  these 
are,  in  fact,  the  highest  good;  rather,  he  is  precommitted  to  the  basic  proposition 
while  investigating  what  can  be  verified  by  scientific  means.  However,  there  are 
psychological  limits  to  the  multiplicity  of  values  a man  can  live  by,  and,  in  the  end, 
not  only  the  practitioner,  but  also  his  patients  and  research,  depend  on  a certain 
unification  in  him  of  temperament,  intellect  and  ethics.  This  unification  clearly 
characterizes  great  physicians."  Thus  spoke  Erick  H.  Erickson  in  "Insights  and  Respon- 
sibility" . 

Your  new  Medical  Society  officers  hope  to  achieve  a spirit  of  unification  in  the  work 
of  our  Society  for  the  coming  year.  I feel  that  we  have  a dedicated  group  of  physicians 
who  will  be  deeply  devoted  to  the  work  and  programs  of  the  Society. 

First,  I would  like  to  express  the  deepest  gratitude  and  most  sincere  appreciation  to 
Dr.  E.  Harvey  Estes,  Jr.,  who  served  as  President  for  the  past  year.  His  many  hours 
of  endless  work,  numerous  letters  to  answer,  untold  numbers  of  conferences  and  meet- 
ings to  attend,  and  his  strong  personality  and  steadfast  leadership  are  greatly  admired 
by  all  physicians  in  the  State. 

One  of  our  primary  goals  this  year  must  be  Voluntary  Cost  Containment.  The  North 
Carolina  Medical  Society  has  taken  an  active  lead  in  trying  to  bring  spiraling  health 
costs  under  control.  It  is  cooperating  in  a statewide  effort  with  the  North  Carolina 
Hospital  Association  to  restrain  the  extraordinary  inflation  in  hospital  and  medical 
costs  today.  Yet,  in  the  end,  it  is  not  so  much  the  Medical  Society  as  the  practicing 
physician  himself  who  will  determine  the  success  or  failure  of  the  medical  profession's 
efforts  to  restrain  health  costs. 

Hospitals  do  not  admit  patients,  but  physicians  do.  Hospitals  do  not  order  labora- 
tory tests  and  x-rays,  but  physicians  do.  Hospitals  do  not  determine  the  length  of 
time  patients  will  remain  confined,  but  physicians  do. 

From  the  moment  a patient  enters  a hospital  or  doctor's  office,  it  is  his  own  doctor's 
decision  more  than  any  other  person  who  determines  the  size  of  the  hospital  or  pro- 
fessional bill.  So,  if  we  are  really  serious  about  holding  down  hospital  expenditures, 
doctors  will  have  to  become  cost  conscious.  We  will  have  to  become  aware  of  the 
price  of  every  procedure  and  test  we  order,  and  we  will  have  to  be  more  willing  to 
question  the  need  for  each. 

This  questioning  attitude  must  especially  be  developed  by  the  hospital  chief  of  staff 
and  each  physician  who  is  chairman  of  a hospital  committee.  They  set  the  tone  for 
the  practice  in  their  institution.  It  is  up  to  them  to  convince  the  physicians  of 
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the  need  to  make  sure  each  hospitalization  is  absolutely  necessary  and  that  all 
hospital  stays  are  kept  to  a minimum,  and  that  diagnostic  tests  or  therapeutic  measures 
are  really  essential.  We  must  alert  each  physician  to  the  cost  of  the  services  they 
order.  We  hope  the  program  will  show  doctors  that  high  quality  care  can  be  given  to 
patients  at  the  lowest  possible  cost,  and  we  hope  it  will  motivate  physicians  to  run 
their  practices  in  the  most  efficient  way  they  can. 

There  is  no  doubt  in  my  mind  that  we  can  reduce  professional  and  hospital  expenditures. 
And  more  importanly  there  is  no  doubt  in  my  mind  that  each  physician  in  North  Carolina 
can  help  achieve  this  goal  voluntarily.  The  people  of  our  State  want,  and  need,  cost 
containment  and  I believe  that  health  care  costs  can  be  cut  voluntarily.  I implore 
each  of  you  to  think  cost  containment  with  each  office  visit  and  with  each  patient 
admitted  to  the  hospital. 

President  Carter’s  recent  criticism  of  organized  medicine  — and  most  specifically  — 
of  the  AMA  - was  a disservice  to  the  200,000  physicians  and  medical  student  members 
of  the  AMA. 

The  House  of  Delegates  in  Pinehurst  in  May  passed  a fine  resolution  which  was  sent 
to  President  Carter  in  response  to  his  remarks.  The  North  Carolina  Medical  Society 
and  the  AMA  have  a long  record  of  accomplishments  in  the  scientific  affairs,  medical 
education,  and  the  delivery  of  medical  services.  Many  of  them  are  in  partnership  with 
Federal  and  State  governments.  The  President's  comments  simply  did  not  reflect  the 
historical  record.  The  Vice-Chairman  of  the  AMA  Board  of  Trustees,  Frank  J.  Jirka, 
M.D.,  wrote  to  the  President  citing  numerous  AMA  projects  that  have  been  carried  out 
since  its  founding  in  1847  which  have  complied  with  the  organization's  stated  purpose 
"to  promote  the  science  and  art  of  medicine  and  the  betterment  of  public  health".  It 
seems  to  me  that  instead  of  the  President  criticizing  the  AMA,  which  of  course  is  a 
federation  of  all  state  medical  societies,  he  should  be  uniting  with  the  physicians 
of  the  Nation  to  fight  common  problems  in  providing  to  the  American  people  the  highest 
possible  level  of  medical  care. 

Governor  Jim  Hunt,  addressing  the  Medical  Society  at  our  meeting  in  Pinehurst, 
requested  that  the  County  Medical  Societies  invite  the  Director  of  Public  Health  to 
the  Medical  Society  meetings.  This  might  be  an  excellent  way  of  coordinating  some 
of  the  programs  of  the  County  Health  Department  with  the  County  Medical  Society.  I 
would  suggest  that  each  County  Medical  Society  seriously  consider  the  Governor's 
request  in  your  area. 

I also  feel  strongly  that  there  should  be  at  least  two  physician  members  on  each  County 
Board  of  Health.  Would  each  County  Medical  Society  President  check  in  his  county; 
and  if  there  are  not  two  physician  members,  please  approach  your  County  Board  of 
Commissioners  in  order  to  have  active  participation  in  the  policy  and  decision-making 
of  the  County  Board  of  Health. 

Your  Medical  Society  officers  want  to  serve  you  to  the  best  of  our  ability  for  the 
coming  year,  and  we  would  encourage  your  advice  and  counsel  in  any  and  all  matters 
pending  before  our  Society.  If  you  have  any  suggestions  or  recommendations,  we 
encourage  you  to  contact  your  County  Society  President,  District  Councilor,  or  one  of 
the  officers  of  the  Medical  Society.  In  unity  there  is  strength.  We  are  all  indivi- 
dualistic, practicing  physicians;  but  we  must  work  as  a unit  in  confronting  the  dilemmas 
facing  our  profession  at  this  time.  The  unification  of  our  Society  will  make  us  strong 
in  our  constant  fight  with  Governmental  programs  and  regulations  and  will  enhance  our 
efforts  to  provide  excellent  medical  care  to  the  people  of  North  Carolina. 


Sincerely, 


If  you  were  suddenly  hit  by  a long 
crippling  disability , would  you  have 
adequate  tax  free  income  to  meet 
your  Financial  Needs?  ? ? 

If  you  do  not  have  the  full  $2 1 66/mo. 
benefit  available  through  your  Soci- 
ety sponsored  program  then  you 
should  for  it  could  well  mean  the  dif- 
ference between  financial  ruin  and 
financial  independence. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.— P.0.  Box  8500-27707—919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 

P.O.  Box  1 7 824 — 282 1 1 — 7 04-366-9359 


Dan  Haley  — Associate  — Greensboro,  N.C. 
P.O.  Box  5367-27403—919-299-0411 


Approved  Administrators  for  following  Professional  Groups. 

NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.'s  AND  BAR  GROUPS 


rang 
treatment... 


As  an  Air  Force  physician,  you  may  practice  your  specialty  in  modern,  well- 
equipped  tacilities  with  a complete  support  staff. 

In  addition  to  the  wide  spectrum  of  clinical  experience  you'll  gain,  you'll 
have  administrative  support  to  alleviate  most  of  the  clerical  workload.  The  type 
of  medicine  you  will  practice  is  based  on  the  needs  of  your  patients,  regardless 
of  their  financial  status. 

For  yourself  and  your  family.  Air  Force  medicine  will  provide  reasonable 
working  hours,  excellent  pay,  30  days  of  paid  vacation  each  year,  and  many 
other  benefits. 

Consider  the  Air  Force  Medical  Corps  - a reasonable  alternative  for  to- 
day's physicians. 

For  complete  information  contact: 

FOR  COMPLETE  INFORMATION  CONTACT: 

C.  A.  ESTES  or  J.  C.  DOTSON 
AF  Health  Professions  Recruiting 
310  New  Bern  Avenue,  Room  606 
Raleigh,  North  Carolina  27611 
919/755-4134  Please  Call  Collect. 

Air  Force.  A great  way  of  life. 


AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 


11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


DIAGNOSTIC  IMMUNOLOGY 


American  Medical  Laboratories,  Inc.  accounces  its  expanded  immunology  services  as 
support  to  researchers  and  clinicians. 


VIRAL  SEROLOGY 


Adenovirus  Group 
California  encephalitis 
Coxsackie  A1-A24 
Coxsackie  B1-B6 
CMV 

Eastern  equine  encephalitis 
Echovirus  Typing 
Epstein -Barr- VC  A 
Herpes  simplex  Type  1 and  2 
Influenza  Type  A,  B,  C 
Japanese  B encephalitis 
Lymphocytic  Choriomeningitis 
Mumps  - soluble  and  viral 


Mycoplasma  pneumoniae 
Parainfluenza  1,  2,  3 
Poliovirus  1,  2,  3 
Psittacosis-Ornithosis-LGV 
Reovirus  Group 
Respiratory  Syncytial  Virus 
Rubeola 

St.  Louis  encephalitis 

Vaccinia 

Varicella 

Venezuelan  equine  encephalitis 
Western  equine  encephalitis 


FUNGAL  TESTING 

Aspergillus 

Blastomyces 

Coccidioides 

Histoplasma 

Candida 

RICKETTSIAL  AGENTS 

Rocky  Mt.  Spotted  fever 
Rickettsial  pox 
Murine  typhus 
Epidemic  typhus 
Q-Fever,  phase  I & II 


Our  laboratory  can  also  provide  customized  services  for  special  requirements  of 
individual  investigators. 

AML  is  a full-service  laboratory  with  an  extended  courier  service,  dedicated  to  providing 
prompt  and  accurate  results.  The  immunology  laboratory  and  its  staff  of  experienced 
technologists,  is  pathologist  supervised  and  CDC  and  CAP  certified. 


GENTLEMEN:  Please  send  me  additional  information  on: 

□ Capabilities 

□ Supporting  services 


NAME 


ADDRESS 


North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy — 
75  percent  — 25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member’s  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$ 82.50 
125.00 

182.50 

286.50 

$206.00 

302.50 

417.00 

640.00 

$288.00 

384.50 

499.00 

722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$ 50.00 
76.00 
118.50 
180.00 

$114.00 

176.00 

254.00 

402.00 

$150.00 

212.00 

290.00 

438.00 

Under  40 

$ 31.50 

$ 69.00 

$ 91.50 

PLAN  C 

40-49 

51.50 

118.50 

141.00 

50-59 

82.50 

182.50 

205.00 

$500  DEDUCTIBLE 

60-64* 

138.50 

308.00 

330.50 

65-69** 

58.00 

170.00 

192.50 

Under  40 

$ 23.50 

$ 51.50 

$ 68.50 

PLAN  D 

40-49 

38.50 

89.00 

106.00 

50-59 

62.00 

137.00 

154.00 

$1,000  DEDUCTIBLE 

60-64* 

104.00 

231.00 

248.00 

65-69** 

43.00 

127.00 

144.00 

* Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  SO. 

‘♦Integrates  with  Medicare  at  age  65. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  50  cents. 


Term 

Life  Insurance  Prog 

ram 

Member’s 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Spouse's 

Age 

$5,000 

Under  30 

$ 27 

$ 54 

$ 81 

$ 108 

$ 135 

Under  30 

$ 11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All 

Children— 

$12  annually. 

$2,500  after  age  6 months 

The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full  Information — Write  or  Call 

Golden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108  E.  Northwood  St.,  Phone:  BRoadway  5-3400,  Box  6395,  Greensboro,  N.  C.  27405 


Time  is  the  test  of  all  things 


BRIEF  SUMMARY 

Indications:  Oral  potassium  therapy  for  the  prevention  and  treatment  of 
hypokalemia  which  may  occur  secondary  to  diuretic  or  corticosteroid 
administration.  May  be  used  in  the  treatment  of  cardiac  arrhythmias  due 
to  digitalis  intoxication. 

Contraindications:  Severe  renal  impairment  with  oliguria  or  azotemia, 
untreated  Addison’s  disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia  from  any  cause. 
Precautions:  Potassium  intoxication  by  oral  administration 
rarely  occurs  in  patients  with  normal  kidney  function,  however, 
potassium  supplements  must  be  administered  with  caution, 
since  the  amount  of  the  deficiency  or  daily  dosage  is  not 
accurately  known.  Frequent  checks  of  the  clinical  status  of 
the  patient,  and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentrations  of 
potassium  ion  may  cause  death  through  cardiac 
depression,  arrhythmias  or  arrest.  This  drug  should 
be  used  with  caution  in  the  presence  of  cardiac 
disease. 

In  hypokalemic  states,  especially  in  pa- 
tients on  a low-salt  diet,  hypochloremic 
alkalosis  is  a possibility  that  may  require 
chloride  as  well  as  potassium 
supplementation. 

Adverse  Reactions:  Nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 
have  been  reported.  The  most  se- 
vere adverse  effect  is  hyper- 
kalemia. 

Overdosage:  Potassium  intoxica- 
tion may  result  from  overdosage 
of  potassium  or  from  therapeutic 
dosage  in  conditions  stated  under 
“Contraindications”.  Hyperkale- 
mia, when  detected,  must  be 
treated  immediately  because  le- 
thal levels  can  be  reached  in  a few 
hours. 
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The  President’s  Address 

“The  Goodliest  Land” 

D.  E.  Ward,  Jr.,  M.D. 


In  April  1 585  a fleet  sailed  from  Plymouth  under  the 
command  of  Sir  Richard  Grenville.  He  carried  100 
men  to  establish  the  first  English  colony  in  the  New 
World. 

In  the  first  letter  written  from  an  English  colony. 
Governor  Ralph  Lane  on  September  3,  1585,  stated, 
“We  have  discovered  the  Maine  to  be  the  goodliest 
land  under  the  cope  of  Heaven.” 

The  story  goes  that  God  made  North  Carolina  first 
so  that  He  might  practice  on  mountains,  plains,  rivers, 
and  seashores;  then,  following  it  as  a superior  model. 
He  shaped  the  rest  of  the  country. 

North  Carolina  is  a diverse  land,  one  of  sharp  con- 
trasts and  surprises,  of  regions  that  have  little  in  com- 
mon. The  characteristics  of  its  people  are  often  as 
unexpected  as  the  contours  of  the  state.  The  Old 
North  State  has  seen  a long  and  colorful  history  — 
wars  with  Indians,  harassment  by  pirates,  crucial 
Revolutionary  battles,  the  greatest  land  invasion  until 
D-Day,  which  occurred  at  Fort  Fisher,  the  last  major 
battle  of  the  Civil  War,  and  just  as  important,  the 
oldest  state  university  in  the  country. 

Today  remote  mountaineers,  sophisticated  urban- 
ites from  the  Piedmont  or  Research  Triangle,  and 
coastal  fishermen  make  a diverse  people:  Moun- 
taineers with  fierce  loyalties  to  family  and  land.  Outer 
Bankers  and  coastal  folks  content  to  live  to  them- 
selves and  make  their  livelihood  from  the  sea.  East 
Carolina  farmers,  devoutly  religious  and  individualis- 
tic. 

Outside  the  Piedmont  and  Research  Triangle  area, 
there  is  a sectionalism  and  a strong  sense  of  self- 
identity.  Attitude  and  decision-making  processes 
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have  long  been  influenced  by  what  is  good  for  corpo- 
rate groups. 

In  a state  slightly  more  rural  than  urban,  the  farmer 
and  small  businessman  are  still  independent  thinkers 
in  making  their  decisions. 

Our  medical  heritage  extends  nationally  to 
America’s  founding  physician  fathers  who  signed  the 
Declaration  of  Independence:  Joshia  Bartlett,  M.D., 
New  Hampshire,  Lyman  Hall,  M.D.,  Georgia,  Ben- 
jamin Rush,  M.D.,  Pennsylvania,  Matthew  Thornton, 
M.D.,  New  Hampshire,  and  Oliver  Wolcott,  M.D., 
Connecticut.  Two  physicians  helped  to  frame  the 
Constitution  of  the  United  States  and  signed  their 
names  to  that  document.  Thirty-eight  physicians  from 
12  states  sat  in  the  Constitutional  Congress  in  1787  and 
drafted  the  document  that  still  serves  as  the  founda- 
tion for  our  representative  government  today.  James 
McHenry,  M.D.,  of  Maryland,  served  in  combat  in  the 
Revolutionary  War  and  helped  to  expose  to  George 
Washington  the  treason  of  Benedict  Arnold. 

Hugh  Williamson,  M.D.,  of  North  Carolina  was  a 
scholar,  studying  first  theology,  then  mathematics, 
and  later  medicine.  He  practiced  medicine  in 
Philadelphia  and  was  on  a touring  holiday  in  the  West 
Indies  when  he  learned  of  the  Declaration  of  Indepen- 
dence. He  returned  to  America  immediately  and 
began  serving  in  the  Revolutionary  Army  in  North 
Carolina.  During  his  service  in  the  war,  he  served  both 
as  a physician  and  soldier.  Following  the  Revolu- 
tionary War,  Dr.  Williamson  was  a member  of  the 
Continental  Congress.  He  was  sent  as  a delegate  to  the 
Constitutional  Convention  in  1877.  In  1879  he  was  a 
member  of  the  North  Carolina  Convention  which 
ratified  the  Constitution. 

A total  of  365  physicians  served  in  the  Continental 
Congress  and  the  United  States  Congress  since  1774. 
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There  has  been  a physician  member  of  every  Congress 
since  1774.  North  Carolina  physicians  include: 
Nathaniel  Alexander,  Thomas  Burke,  Green  W. 
Caldwell,  John  M.  Faison,  Thomas  H.  Hall,  William 
Montgomery,  Henry  M.  Shaw,  James  S.  Smith, 
Robert  B.  Vance,  Hugh  Williamson,  Tyre  York, 
Abraham  W.  Venerable  and  James  White. 

My  grandfather.  Dr.  Edward  Hiram  Ward,  gradu- 
ated from  Louisville  Medical  College.  He  served  as  a 
physician  in  the  Confederate  Medical  Corps.  After  the 
war,  he  continued  the  general  practice  of  medicine  in 
Chatham  County. 

From  the  wind  and  wave  swept  shores  of  Hatteras 
and  its  lonely  lighthouse  to  the  cloud-encircled  tops  of 
the  Great  Smoky  Mountains,  we,  the  physicians  of 
North  Carolina,  have  a great  heritage  to  uphold  and 
enhance.  Upon  our  shoulders  rests  the  responsibility 
of  the  health  care  of  the  people  of  the  great  state  of 
North  Carolina.  The  Medical  Society  of  North  Caro- 
lina has  a proud  and  honorable  history  of  service  to  the 
people  of  our  state.  We,  as  physicians  of  today,  must 
continue  this  heritage  of  good  medicine  and  service. 

In  spite  of  present  federal  controls  and  the  spectrum 
of  future  federal  restraints,  the  health  industry  re- 
mains a rapidly  growing  segment  of  our  economy. 
According  to  the  Institute  of  Science  and  Public  Af- 
fairs, the  outlook  is  optimistic,  with  government  in- 
tervention casting  a shadow.  Despite  the  regulatory 
environment  being  shaped  by  Congress  and  the  ad- 
ministration, the  medical  Field  is  not  static.  The  chal- 
lenges to  the  health  care  systems  are  changing.  These 
are  challenges  presenting  new  opportunities. 

The  total  health  care  market  of  today  of  $170  billion 
is  slated  to  swell  to  $500  billion  by  the  end  of  the  1980s, 
accounting  for  9%  of  the  total  national  spending  com- 
pared to  6%  only  10  years  ago.  The  over-65  age  group, 
with  more  frequent  and  serious  problems,  is  growing 
at  twice  the  rate  of  the  rest  of  the  population.  There  is 
no  averting  the  trend  of  U.S.  spending  on  health, 
eclipsing  that  of  the  rest  of  the  world  on  a per  capita 
basis. 

In  the  interest  of  both  efficiency  and  more  sophisti- 
cated medical  techniques,  the  equipment  market  will 
rise  from  an  estimated  $2-bi!lion  market  today  to  more 
than  $7  billion  within  12  years  with  computerized 
electronic  data  processing  equipment  being  widely 
used  for  medical  purposes. 

Dr.  John  H . Budd,  president  of  the  American  Medi- 
cal Association,  stated  that  medicine  and  technology 
can  achieve  much  in  the  future  but  cautions  that  such 
promise  might  encounter  a swarm  of  impetuous  fed- 
eral planners,  overweight  federal  laws,  overbearing 
federal  regulations,  and  makeshift  government 
budgeting.  A widespread  distrust  of  professionalism 
marks  the  present  federal  climate,  he  said,  describing 
this  as  an  unscientific  phenomenon  dressed  in  socio- 
economic theory  and  in  the  doctoring  of  consumer 
advocacy. 

He  warned.  But  I am  compelled  to  mix  the  future 
promise  with  some  future  shocks.  A federally- 
operated  National  Health  Insurance  Program  would 


have  a paralyzing  effect  with  the  danger  of  freezing  a 
health  care  system  at  the  present  moment  in  develop- 
ment. 

Many  diverse  problems  face  medicine  today.  Medi- 
cal cost  containment  is  one  of  the  greatest  and  most 
important.  Secretary  of  Commerce  Juanita  Kreps  es- 
timated an  increase  in  our  gross  national  product  to 
4.5%  to  5%,  unemployment  and  inflation  to  7.5%  and 
6%,  respectively.  It  is  essential  that  we,  as  physicians, 
recognize  the  significance  of  this  and  practice  cost 
containment. 

The  Carter  administration’s  hospital  cost  contain- 
ment legislation  was  announced  with  much  fanfare. 
After  its  introduction  in  Congress  last  April,  expecta- 
tions ran  high  for  speedy  passage,  and  the  hearing 
process  in  Congress  started  early  enough  to  fulfill 
those  expectations. 

However,  strong  reservations  were  soon  expressed 
by  the  congressional  sponsors  of  the  legislation. 
Those  doubts  accurately  reflected  the  enormous  and 
intense  opposition  that  has  developed  against  the  pro- 
posal. 

The  program  has  two  principal  parts.  While  one  — 
the  so-called  “cap"  — generally  has  received  the 
more  prominent  attention,  the  portion  relating  to 
limitation  on  new  capital  expenditures  is  rapidly 
eclipsing  the  “cap”  provisions  in  significance. 

The  administration’s  ostensible  objective  in  the 
legislation  was  to  control  the  total  expenditures  for 
hospital  care.  But  how  would  the  “cap"  work?  By  the 
simple  expedience  of  imposing  a fixed  limitation  on 
total  annual  revenues  of  hospitals.  In  the  administra- 
tion’s view,  the  problem  of  increasing  costs  could  be 
solved  by  a formula  that  would  limit  any  increase  to  a 
percentage  of  a base  year's  revenue. 

Under  the  proposed  formula,  the  first  year’s  in- 
crease would  be  about  9%  — hence,  the  term  “nine 
percent  cap."  But  in  subsequent  years,  because  of  the 
way  the  formula  was  constructed,  the  allowable  in- 
crease would  decline. 

Everyone  is  concerned  about  the  increasing  cost  of 
hospital  care.  Whether  we  look  at  the  basic  indicator 
— the  rising  per  diem  cost  — or  at  the  total  national 
expenditures  for  hospital  care,  the  concern  of  the  gov- 
ernment, the  public,  the  hospitals,  and  the  medical 
profession  is  justified.  These  costs  have  been  in- 
creasing faster  than  the  general  inflation  rate. 

Congress  is  moving  slowly  on  hospital  cost  con- 
tainment for  reasons  other  than  merely  the  com- 
plexities of  the  new  legislation.  The  president  has 
indicated  that  control  of  hospital  costs  must  be  a pre- 
cursor to  National  Health  Insurance. 

The  American  Medical  Association  with  the  Ameri- 
can Hospital  Association  and  the  Federation  of 
American  Hospitals  currently  are  sponsoring  a vol- 
untary cost  containment  program.  It  is  hoped  that 
such  a voluntary  program  can  reduce  unnecessary 
costs  without  a reduction  in  the  quality  of  care  and  that 
it  will  be  more  effective  and  less  restrictive  than  legis- 
lative action. 

The  National  Steering  Committee  of  these  three 
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organizations  agreed  that  the  initial  thrust  of  the  pro- 
gram should  be  to  reduce  the  rate  of  increase  in  hos- 
pital costs,  since  hospital  expenditures  represent  the 
major  portion  of  the  current  health  care  bill.  The  pro- 
gram will  also  seek  to  reduce  the  rate  of  increase  of  all 
health  care  costs.  Their  goal  will  be  to  reduce  the 
annual  rate  of  increase  in  hospital  cost  by  2%  per  year 
through  voluntary  action  in  individual  hospitals  to 
re-evaluate  budgets  for  the  coming  calendar  year. 

The  committee  requested  that  all  hospital  medical 
staffs  reaffirm  their  commitments  to  carry  out  effec- 
tive, on-going,  voluntary  utilization  review  programs 
to  assure  the  efficient  provision  of  services  wherever 
possible,  consistent  with  sound  medical  practice.  All 
hospital  medical  staffs  should  consider  ways  to  further 
tighten  utilization  review  programs. 

The  physicians  of  North  Carolina  must  take  an  ac- 
tive role  in  the  voluntary  cost  containment  program. 
Physicians  admit  the  patients  and  write  the  orders  so 
we  do  have  a direct  responsibility  for  cost  contain- 
ment in  our  own  hospitals  and  practices.  We  need  to 
emphasize  strongly  physician  awareness  and  educate 
physicians  in  cost  containment.  Several  methods  have 
been  proposed  and  these  should  be  considered  by 
each  physician  and  hospital  in  its  program  of  cost 
containment:  copies  of  the  patient's  hospital  bills 
given  to  the  physician  on  a regular  basis;  reduction  of 
emergency  room  costs;  stricter  utilization  review; 
closer  look  at  hospital  based  physician  contracts;  edu- 
cation of  interns  and  residents  in  the  economics  of 
medical  practice  before  they  begin  their  practice; 
posting  costs  of  all  hospital  and  laboratory  fees  at 
nursing  stations;  early  education  of  medical  students 
in  cost  containment;  and  appointment  of  physicians  to 
hospital  trustee  committees  for  better  understanding 
of  the  financial  problems  of  hospitals. 

Unless  the  physicians  of  our  state  strongly  support 
and  cooperate  with  the  voluntary  cost  containment 
program,  I fear  that  the  Congress  will  pass  legislation 
for  a mandatory  regulation  of  medical  costs. 

Rarely  does  medicine  have  as  clear-cut  an  opportu- 
nity as  this  to  provide  national  leadership  in  dealing 
with  an  issue  such  as  the  cost  of  health  care,  that  has 
such  a major  impact  on  our  profession  and  society.  1 
hope  that  each  one  of  you  will  accept  this  challenge 
and  do  your  utmost  to  contain  cost  in  your  medical 
field.  If  each  physician  in  North  Carolina  would  con- 
sider cost  containment  before  he  writes  orders  this 
would  help  to  achieve  our  2%  voluntary  reduction. 

Physicians  have  many  challenges  in  the  future:  (1) 
filling  the  medical  needs  of  those  still  with  limited 
access  to  proper  care  due  to  lack  of  adequate  insur- 
ance due  to  locality;  (2)  accommodating  health  needs 
of  the  aged,  especially  in  nursing  homes;  (3)  achieving 
future  advances  in  medical  technologies  through 
biomedical  research  efforts  (“While  we  have  learned 
much  about  prevention  and  treatment,  cures  are  yet 
many  milestones  away");  and  certificate-of-need 
laws  in  North  Carolina. 

Physicians,  more  than  ever,  need  to  be  involved  in 
national,  state  and  community  affairs.  The  elections  in 


1978  are  critical,  not  only  for  medicine,  but  for  all 
citizens.  Only  14%ofN.C.  Medical  Society  members 
belong  to  N.C.  MedPac  and  AmPac.  We  should 
generously  contribute  to  candidates  for  Congress  and 
the  state  Legislature.  However,  contributions  alone 
no  longer  win  elections.  1 strongly  urge  you  to  back 
your  financial  commitment  to  good  government  by 
volunteering  to  assist  the  Congressional  candidate  of 
your  choice.  Evaluate  the  candidates  in  your  Con- 
gressional district,  choose  the  one  who  you  think  will 
best  represent  your  district  and  will  do  the  most  to- 
ward reducing  government  interference  in  our  lives. 
Once  you  have  chosen  your  candidate,  work  hard  for 
his  or  her  election  in  the  primary  and  in  the  general 
election.  If  the  private  practice  of  medicine  is  to  sur- 
vive in  our  world  of  today,  doctors  must  be  more 
active  in  the  political  arena. 

At  the  state  level,  physicians  must  communicate 
more  directly  with  the  public  through  newspaper, 
radio,  and  television.  The  North  Carolina  Medical 
Society  has  endorsed  and  is  committed  to  a more 
active  communications  program,  which  will  include: 
Increased  participation  in  medical  leadership  confer- 
ences; taped  local  radio  programs  by  physicians  on 
current  and  timely  medical  topics;  weekly  “Health 
Watch”  newspaper  releases  to  all  newspapers  in  the 
state;  medical  programs  on  the  UNC  television  sta- 
tion; county  society  sponsored  speakers  bureau  for 
local  civic  and  community  programs;  county  medical 
society  supported  press  and  radio,  and  TV  programs; 
and  locally  organized  county  referral  services  for  new 
citizens  entering  our  communities  looking  for  a physi- 
cian. 

We,  as  physicians,  should  also  put  our  own  house  in 
order.  1 believe  that  our  continued  medical  education 
program  has  greatly  enhanced  the  postgraduate  edu- 
cation of  the  physicians  in  our  state.  All  of  us  need  to 
continually  increase  our  quality  of  patient  care  and 
keep  abreast  with  new  drugs,  treatment  techniques 
and  research. 

We  certainly  should  not  overlook  our  own  physi- 
cian health  and  effectiveness.  Dr.  Douglas  Talbert, 
Atlanta,  Georgia,  recently  stated  that  “at  least  10 
percent  of  the  physicians  in  a given  community  are  im- 
paired in  some  way  that  would  affect  their  practice  of 
good  medicine.”  I feel  that  we  should  be  more  atten- 
tive to  the  physical  and  emotional  impairment  of  those 
physicians  and  enhance  our  activities  and  programs  in 
areas  that  will  benefit  them  early  so  as  not  to  lose  their 
experience  and  knowledge  in  their  local  practice  of 
medicine.  Your  state  medical  society  has  recently 
made  a deep  commitment  in  this  area  of  medicine  and  1 
hope  that  this  will  be  a strong  facet  of  our  program  for 
the  coming  year. 

The  fundamental  strength  of  our  medical  society 
lies  with  its  membership.  The  society  was  founded  and 
exists  as  an  organization  of  and  for  the  medical  profes- 
sion, and  the  extent  to  which  the  society  can  represent 
the  profession  depends  on  its  membership  strength, 
both  in  absolute  numbers  and  as  a percentage  of  the 
total  profession. 
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We  have  in  North  Carolina  7,403  physicians  of 
whom  5,143,  or  69%,  were  members  of  N.C.  Medical 
Society  on  last  December  31.  Eighty  percent  of  these 
are  AMA  members.  We  should  have  and  definitely 
need  more  members  of  each  organization.  Our  profes- 
sion, now  more  than  ever,  needs  the  dedication  and 
strong  support  of  all  physicians  in  the  state. 

Many  Americans  feel  that  government  programs 
are  not  working.  Anyone  who  travels  around  the  state 
and  listens  knows  that  people  everywhere  talk  re- 
sentfully about  unresponsiveness  and  the  ineptitude 
of  government.  Faith  in  the  government’s  ability  to  get 
things  done  is  at  a dismally  low  ebb.  One  reason  is  that 
it  is  harder  to  know  what  to  do.  Allen  L.  Otten  of  the 
Wall  Street  Journal  made  the  point  the  other  day.  No 
one  seems  to  have  answers  to  the  big  problems:  infla- 
tion, the  inner  cities  and  unemployment.  It  is  difficult 
to  develop  the  support  needed  for  new  policies,  and 
warring  interests  lack  the  old  political  talent  for  ac- 
commodation. 

But  most  Americans  feel  the  shortcomings  of  gov- 
ernment are  at  a level  less  grand  than  that  of  develop- 


ment of  great  new  policies.  They  encounter  the  gov- 
ernment when  some  personal  interest  is  at  stake;  in 
disability  benefits,  or  taxes,  or  business  regulations. 
They  have  to  deal  with  bureaucrats  and  the  experience 
is  frustrating.  Too  often  they  find  incompetence,  in- 
sensibility or  insolence. 

The  medical  profession  is  facing  difficulties  today 
not  because  of  lack  of  sufficient  scientific  expertise, 
but  because  physicians  have  largely  abdicated  their 
traditional  roles  of  moral  leadership  in  the  community. 
Dr.  Ambroise  Pare,  the  great  French  surgeon, 
stressed  a warm  personality  and  humility  and  he  al- 
ways finished  a case  report  with  these  words:  “I 
dressed  the  wound  and  God  healed  him.”  Pare’s  phi- 
losophy and  precepts  should  still  guide  physicians 
today.  The  purposes,  programs  and  objectives  of  our 
state  medical  society  are  noble  and  worthwhile.  We, 
the  physicians  of  today,  must  uphold  our  great  medi- 
cal heritage  and  pledge  our  united  and  dedicated  ef- 
forts to  deliver  excellent  medical  care  to  every  citizen 
of  North  Carolina. 
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Degenerative  Disease  of  the  Knee: 
Clinical  Aspects  and  Management 


Frank  C.  Wilson,  M.D. 


ABSTRACT  Degenerative  joint 
disease  of  the  knee  is  a common  cause 
of  disability,  especially  in  women 
over  40;  however,  symptoms  may 
usually  be  relieved  and  function  pre- 
served by  a carefully  tailored  pro- 
gram of  exercise,  weight-reduction, 
and  medication  — supplemented  oc- 
casionally by  surgery.  Surgical  al- 
ternatives include  debridement,  os- 
teotomy, replacement  arthroplasty, 
and  arthrodesis.  Debridement  and 
osteotomy  are  preferable  for  limited 
or  localized  changes;  replacement 
and  arthrodesis  are  end-of-the-road 
procedures  for  patients  disabled  by 
extensive  generalized  changes  in  the 
knee  joint. 

Degenerative  arthritis  is  a 

disorder  of  movable  joints 
characterized  by  the  progressive 
loss  of  articular  cartilage  associated 
with  secondary  inflammatory 
changes  and  repair.  The  repair  pro- 
cess involves  the  formation  of  new 
bone  in  the  subchondral  and  juxta- 
articular  areas.  Inflammatory 
changes  occur  in  the  synovium  in 
response  to  the  irritant  effects  of 
loose  cartilage  debris  in  the  joint. 

While  degenerative  joint  changes 
are  inevitable  with  advancing  age. 
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two  factors  predispose  to  earlier 
and  more  severe  changes.  One  is 
any  mechanical  factor  that  in- 
creases surface  loading;  the  other  is 
a genetic  factor  that  increases  the 
susceptibility  of  cartilage  to  de- 
generative changes. 

The  particular  vulnerability  of  the 
knee  to  wear-and-tear  changes  may 
be  explained  by  certain  unique 
biomechanical  features  of  the  knee. 

1.  Unlike  the  hip,  the  knee  has 
relatively  little  bony  stability  or 
protection. 

2.  Since  it  rests  at  the  end  of  the 
two  longest  lever  arms  in  the  body, 
the  knee  is  subject  to  great  angular 
stresses. 

3.  As  a result  of  the  additional 
muscle  forces  acting  across  the 
joint,  any  load  transmitted  through 
the  knee  during  weight-bearing  is 
about  three  times  as  great  as  the 
actual  weight  being  transmitted. 

4.  Unlike  the  hip,  where  all  mo- 
tions are  desirable,  certain  knee 
motions  must  be  restrained,  which 
increases  stresses  on  the  knee  joint. 

There  are  also  specific  conditions 
that  may  lead  to  degenerative  ar- 
thritis in  the  knee; 

1.  Acquired  irregularities  of  the 
joint  surfaces,  which  result  from 
intra-articular  fractures,  meniscal 
injury,  loose  bodies,  avascular  ne- 
crosis and  other  arthritides. 

2.  Extra-articular  malalignment. 


which  may  result  from  fracture  of 
the  tibia  or  femur,  tibial  or  femoral 
osteotomy,  or  certain  bone  diseases 
such  as  tibia  vara  or  osteomalacia. 

3.  Loss  of  ligamentous  stability, 
which  allows  abnormal  motion  and 
stress  concentrations. 

4.  Loss  of  “protective”  sensory 
feedback  also  results  in  the  genera- 
tion of  increased  joint  forces.  This 
condition  may  be  encountered  in 
diabetic  neuropathy,  tabes  dorsalis, 
syringomyelia,  and  following  in- 
tra-articular steroid  administration. 
Diabetes  and  steroids  may  also  have 
an  additional  adverse  effect  on  the 
metabolism  of  chondrocytes. 

5.  Remote  causes,  such  as  obesity 
and  occupation. 

6.  Iatrogenic  conditions,  such  as 
prolonged  immobilization  or  menis- 
cectomy. Patients  who  have  had  a 
meniscectomy  usually  develop 
roentgenographic  evidence  of  de- 
generative changes  in  the  knee,  but 
these  changes  are  rarely  the  cause 
of  significant  symptoms. 

CLINICAL  ASPECTS 

Roentgenographic  evidence  of 
degenerative  joint  disease  is  present 
in  most  weight-bearing  joints  by  age 
40;  however,  relatively  few  patients 
consult  a physician  because  of  pain 
at  the  involved  sites.  Further,  the 
severity  of  symptoms  does  not  cor- 
relate particularly  well  with  the  de- 
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gree  of  roentgenographic  change. 
Nevertheless,  pain  is  the  symptom 
that  prompts  most  patients  to  seek 
treatment,  and  its  pattern  is  so 
characteristic  that  it  enables  a high 
degree  of  diagnostic  accuracy  from 
the  history  alone.  Typically,  pain 
begins  after  a period  of  immobiliza- 
tion, subsides  quickly  with  activity, 
and  recurs  with  fatigue.  An  abrupt 
increase  in  activity  level  increases 
the  pain  (often  more  noticeably  the 
following  day)  but  with  continued 
daily  use  at  that  level  the  pain  often 
diminishes.  Night  pain  is  more 
characteristic  of  patellofemoral  ar- 
thritis, as  is  pain  with  stair  ascent  or 
squatting.  Another  characteristic  of 
the  pain  is  its  sudden  increase  be- 
fore weather  changes,  possibly  due 
to  a drop  in  barometric  pressure, 
which  allows  distention  of  scarred 
joint  capsules  with  stretching  of 
pain  fibers  located  there.  The  pain 
usually  occurs  on  the  side  of  the 
knee  showing  the  greatest  involve- 
ment on  the  roentgenograms;  how- 
ever, it  may  be  more  marked  on  the 
less  affected  side  — presumably  be- 
cause of  ligamentous  stretching. 
The  causes  of  pain  in  degenerative 
joint  disease  are  undoubtedly  mul- 
tifactorial and  include  capsular  and 
ligamentous  stretching,  venous 
congestion  in  subchondral  bone, 
synovitis,  muscle  spasm,  and  pos- 
sibly micro-fractures  in  the  sub- 
chondral bone.  Giving  way  or 
locking  usually  indicates  a specific 
internal  derangement  such  as  a 
loose  body  or  a torn  meniscus  rather 
than  degenerative  arthritis  — al- 
though the  two  may  co-exist. 

Positive  physical  findings  often 
include  localized  joint  line  tender- 
ness, especially  if  synovitis  exists. 
Crepitus,  resulting  from  surface  ir- 
regularities, may  be  noted  during 
motion  of  the  joint.  If  the  crepitus  is 
patellofemoral,  it  will  be  increased 
by  patellar  compression  against  the 
femoral  condyle  while  the  knee  is 
actively  flexed  and  extended.  Effu- 
sion indicates  synovitis  or  a recent 
injury,  and  instability  may  be  en- 
countered if  significant  loss  of  ar- 
ticular cartilage  has  occurred. 
Marked  loss  of  cartilage  may  allow 
subluxation  of  the  joint  surfaces 
with  the  production  of  varus,  val- 
gus, or  flexion  deformities.  An  in- 


crease of  the  deformity  is  often 
noted  with  weight-bearing  as  a sud- 
den lateral  (or  medial)  movement  or 
“thrust.” 

MANAGEMENT 

The  management  of  degenerative 
changes  in  the  knee  should  begin 
with  an  analysis  of  the  factors  re- 
sponsible. Skeletal  malalignments, 
such  as  bowlegs  or  knock-knees,  or 
even  foot  deformities,  may  contrib- 
ute to  the  development  of  de- 
generative changes  in  the  knee.  In 
the  latter  cases,  an  appropriate  shoe 
wedge  may  be  surprisingly  effective 
in  relieving  symptoms  in  the  knee. 

While  the  role  of  obesity  in  the 
production  and  progression  of  de- 
generative joint  disease  is  debata- 
ble, it  is  generally  agreed  that  ex- 
cessive weight  increases  the 
symptoms  of  osteoarthritis.  In  such 
patients,  even  though  decreased 
activity  resulting  from  degenerative 
changes  may  make  it  especially  dif- 
ficult, weight-reduction  is  impor- 
tant. Since  the  intake  of  food  may 
fulfill  a psychological  need,  psy- 
chotherapeutic help  may  be  neces- 
sary to  achieve  the  desired  weight 
loss.  It  is  important  that  the  patient 
understand  from  the  outset  that  this 
is  not  a condition  that  can  be  cured 
by  a pill,  an  operation,  or  indeed  by 
any  means,  and  that  his  cooperation 
and  effort  will  be  necessary  to  re- 
duce pain  and  improve  function. 

Physical  therapy  measures  may 
be  useful  in  maintaining  a range  of 
motion,  preventing  the  develop- 
ment of  muscle  atrophy,  and  re- 
lieving muscle  spasm.  Also,  since 
motion  seems  to  retard  cartilage  de- 
generation and  increase  the  rate  of 
cartilage  healing,  it  may  be  more 
than  symptomatically  beneficial. 
Preliminary  heat,  preferably  moist, 
often  enhances  the  effectiveness  of 
an  exercise  program.  Isometric 
exercises  are  preferred  for  increas- 
ing strength  since  they  generate  less 
force  across  the  joint.  For  the  same 
reason,  swimming  and  bicycling  are 
preferable  to  jogging.  Stoic  patients 
must  be  cautioned  against  excessive 
exercise,  which  may  aggravate 
symptoms.  In  general,  post-ex- 
ercise discomfort  should  subside 
within  several  hours;  if  not,  the  pro- 
gram should  be  reduced.  A cane  is 


not  readily  accepted,  even  by  the 
elderly,  but  may  significantly  in- 
crease ambulation  range  through 
pain  reduction.  In  varus  knees,  the 
cane  should  be  used  in  the  ipsilat- 
eral  hand,  contrary  to  its  customary 
use  on  the  contralateral  side. 

No  single  analgesic  drug  pro- 
duces uniformly  superior  results, 
and  several  may  have  to  be  tried 
before  selecting  one  for  regular  use. 
Barring  untoward  side  effects,  aspi- 
rin remains  the  drug  of  choice  in 
degenerative  joint  disease.  It  may 
be  used  on  a low  dose,  prn  basis,  for 
its  analgesic  effect  when  symptoms 
are  mild  and  increased  to  650  mg 
every  four  hours  for  more  severe 
discomfort.  Since  the  anti-inflam- 
matory effect  obtained  with  large 
doses  of  aspirin  is  not  as  important 
in  degenerative  as  in  rheumatoid 
arthritis,  there  seems  to  be  little 
value  in  increasing  the  dosage  be- 
yond that  point.  Acetaminophen  is 
another  non-narcotic  analgesic  that 
is  less  potent  than  aspirin;  it  is  also 
less  frequently  associated  with  gas- 
trointestinal side  effects,  but 
hepatotoxicity  may  be  encoun- 
tered, especially  with  large  doses. 
Ibuprofen,  in  doses  of  about  2 grams 
per  day,  has  analgesic  and  anti- 
inflammatory effects  similar  to  aspi- 
rin, and  gastrointestinal  disturbance 
is  encountered  less  often,  although 
its  cost  is  considerably  higher  than 
aspirin.  Indomethacin,  another 
anti-inflammatory  drug,  seems 
more  effective  in  degenerative  ar- 
thritis of  the  hip  but  should  be  tried 
in  the  knee  if  analgesics  are  unsuc- 
cessful. The  gastric  intolerance 
often  encountered  with  indometha- 
cin may  be  minimized  by  giving  it  at 
meal  time.  Phenylbutazone  and 
oxyphenbutazone  are  anti-in- 
flammatory drugs  that  are  roughly 
equal  in  effectiveness,  dose,  and 
toxicity,  although  their  value  in  de- 
generative arthritis  rarely  justifies 
the  risk  of  bone  marrow  depression 
and  other  side  effects.  For  the  same 
reason,  systemic  steroids  are  rarely 
justifiable;  however,  the  use  of 
intra-articular  steroids  is  more  de- 
batable. Hollander1  reported  on 
more  than  1,000  patients  who  re- 
ceived intra-articular  steroids  for 
osteoarthritis  of  th<;  knee  on  an  “as 
needed”  basis  for  nine  years;  about 
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60%  eventually  stated  they  no 
longer  had  sufficient  symptoms  to 
need  additional  injections.  It  is 
probably  more  important  to  recall 
that  lactic  acid,  saline,  novacaine 
and  placebos  have  been  shown,  in 
carefully  controlled  studies,  to  be 
equally  effective  when  used  intra- 
articularly.2 

The  few  patients  who  have  knee 
pain  with  each  step  (not  just  morn- 
ing pain  upon  arising  — which  won’t 
change  with  surgery)  and  who  have 
anatomical  alterations  such  as  de- 
formity, excessive  cartilage  or  bone 
loss,  or  instability  may  be  consid- 
ered for  surgery.  The  surgical  alter- 
natives for  degenerative  changes 
involving  primarily  the  tibiofe- 
moral joint  are: 

1.  Debridement,  extensive  or 
limited. 

2.  Osteotomy  of  the  tibia  or 
femur. 

3.  Arthroplasty,  which  includes 
replacement  procedures,  and 

4.  Arthrodesis. 

The  first  two  categories  might  be 
considered  “therapeutic”  surgery 
and  the  last  two  “salvage”  surgery. 

The  operation  of  debridement, 
described  by  Magnuson  in  1941, 3 
has  never  been  widely  embraced 
because  very  few  patients  had  the 
determination  and  stoicism  re- 
quired for  the  long  and  painful  post- 
operative rehabilitation.  In  1959, 
Pridie4  described  a more  limited  de- 
bridement and  introduced  the  prin- 
ciple of  drilling  exposed  subchon- 
dral bone  to  enhance  cartilage  re- 
pair. Rehabilitation  is  generally  less 
difficult  and  results  somewhat  bet- 
ter than  with  the  Magnuson  de- 
bridement. 

In  general,  debridement  should 
be  used  in  less  severely  damaged 
knees  with  torn  menisci  or  loose 
bodies  but  without  deformity  or  in- 
stability and  in  patients  capable  of  a 
determined  rehabilitation  effort. 

Treatment  of  patients  with  uni- 
compartmental arthritis  of  the  knee 
by  osteotomy  of  the  proximal  tibia 
to  shift  weight-bearing  forces  from  a 
damaged  to  the  more  normal  com- 
partment was  reported  by  Jackson 
and  Waugh  in  1961. 5 Rehabilitation 
and  healing  are  more  prompt  if  the 
osteotomy  is  done  above  the  tibial 
tubercle;  however,  correction  must 


be  precise  with  placement  of  the 
knee  in  five  to  ten  degrees  of  valgus. 
Tibial  osteotomy  should  probably 
not  be  done  if  there  is  motion  of  less 
than  90  degrees,  a flexion  contrac- 
ture of  over  20  degrees,  generalized 
arthritis,  varus  deformity  of  over  15 
degrees,  or  to  correct  valgus  defor- 
mity. If  performed  for  valgus  de- 
formity, tibial  osteotomy  leads  to 
increased  tilt  of  the  joint  line,  which 
is  undesirable.  Valgus  is  better  cor- 
rected by  osteotomy  of  the  distal 
femur,  which  reduces  joint  line  tilt; 
however,  the  relatively  long  period 
of  immobilization  required  for 
healing  of  femoral  osteotomies  may 
lead  to  limitation  of  motion  in  the 
knee.  Figure  1 shows  the  x-rays  of  a 
patient  before  and  two  years  after 
proximal  tibial  osteotomy  for  varus 
deformity  and  medial  compartment 
changes. 

With  careful  patient  selection  and 
precise  surgery,  proximal  tibial  os- 
teotomy may  be  expected  to  relieve 
most  of  a patient’s  pain  for  at  least 
five  years  in  about  three-fourths  of 
the  cases.6,7  Unless  there  is  as- 
sociated intra-articular  surgery, 
significant  change  in  range  of  mo- 
tion is  unlikely,  although  stability 
may  be  slightly  improved. 

When  marked  degenerative 
changes  involve  the  entire  joint, 
neither  debridement  nor  osteotomy 
should  be  expected  to  relieve 
symptoms.  The  joint  cannot  be  pre- 
served and  replacement  or  fusion 
should  be  considered. 

The  need  for  replacement  of  the 
tibiofemoral  joint  is  suggested  by 
the  presence  of  extensive  changes 
on  both  sides  of  the  joint.  Contra- 
indications to  this  procedure  in- 
clude local  or  systemic  sepsis  and 
claudication.  When  circulation  is 
impaired,  the  increased  activity 
permitted  by  the  surgery  may  lead 
to  increased  ischemia. 

Although  there  are  some  300  dif- 
ferent knee  prostheses  that  have 
been  described,  there  are  only  two 
basic  types:  condylar  replacement 
and  stabilizing.  Condylar  replace- 
ment prostheses  are  used  in  knees 
without  significant  deformity  or  in- 
stability. Where  more  than  45  de- 
grees of  fixed  flexion  contracture  or 
more  than  30  degrees  of  varus  or 
valgus  deformity  exists,  a stabiliz- 


Fig.  1-A:  X-rays  of  a preoperative  patient 
with  bilateral  symptomatic  genu  varum. 


Fig.  1 -B:  X-rays  two  years  after  valgus  os- 
teotomy of  the  proximal  tihias.  Patient  is 
asymptomatic. 


ing  prosthesis  should  be  used.  The 
primary  objection  to  stabilizing 
units  is  their  failure  to  allow  the 
polycentric  motion  that  occurs  in 
the  normal  knee.  This  defect  has, 
however,  been  minimized  in  later 
models. 

While  correction  of  greater  de- 
formity is  possible  with  the  sta- 
bilizing unit,  and  stability  is  inher- 
ent in  the  prosthesis,  the  condylar 
replacement  units  allow  (in  addition 
to  polycentric  motion)  independent 
correction  of  medial  and  lateral 
compartments  and  require  the  sac- 
rifice of  less  bone.  Each  patient's 
individual  needs  should  be  carefully 
considered  to  determine  the  type  of 
prosthesis  to  be  used. 

Whatever  type  of  knee  prosthesis 
is  used,  the  most  striking  benefit  is 
pain  relief.  About  90%  of  patients 
with  prosthetic  knees  report  either 
no  pain  or  insufficient  discomfort  to 
limit  normal  activity.  Adequate  sta- 
bility is  also  achieved  in  over  90%  of 
the  cases.  The  range  of  motion  is 
less  frequently  improved  (about 
50%)  but,  by  eliminating  any  flexion 
contracture,  the  arc  of  motion  is 
placed  in  a more  functional  posi- 
tion.8 

Failure  of  knee  replacement  may 
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necessitate  removal  of  the  pros- 
thesis. Infection  is  the  most  fre- 
quent cause  of  failure,  although 
loosening  and  technical  errors  can 
also  be  responsible.  Fractures 
(early  and  late),  peroneal  nerve 
palsy,  and  patellar  tendon  rupture 
have  been  other  worrisome  compli- 
cations; however,  thromboembolic 
disease  has  been  encountered  less 
frequently  than  with  hip  replace- 
ment. Therefore,  prophylactic  an- 
ticoagulation is  used  only  when 
venous  disease  is  present. 

The  major  indication  for  fusion  in 
the  knee  with  degenerative  arthritis 
is  a failed  prosthesis.  It  might  be 
considered  in  unusual  circum- 
stances, such  as  a young,  obese 
male  laborer  with  monarticular  dis- 
ease, but  even  then  time  can  be 
bought  with  a prosthesis,  reserving 
fusion  (if  needed)  for  a later  date. 

Patellofemoral  changes  deserve 
special  consideration  in  the  knee 


with  degenerative  arthritis.  While 
chondromalacia  of  the  patella  is  un- 
doubtedly an  occasional  precursor 
of  patellofemoral,  and  even  tibio- 
femoral, degenerative  changes,  it 
usually  does  not  progress  to  that 
point.  The  common  denominator  in 
patellofemoral  degeneration  is 
malalignment  of  the  patella  with  re- 
lation to  its  femoral  articulation. 
Fortunately,  patients  with  signs  and 
symptoms  of  patellofemoral  disease 
are  usually  improved  by  either  os- 
teotomy or  replacement.  These 
procedures  reduce  patellofemoral 
malalignment  and  flexion  contrac- 
ture, both  of  which  increase 
symptoms  in  the  diseased  patel- 
lofemoral joint. 

Where  significant  symptoms  are 
confined  to  the  patellofemoral  joint, 
or  are  unrelieved  by  osteotomy  or 
replacement,  there  are  several  al- 
ternatives: 

1 .  Debridement  and  drilling  of  the 


subchondral  bone  — with  or  with- 
out patellar  realignment. 

2.  Resurfacing  of  the  patella, 
which  can  be  done  as  an  isolated 
procedure  or  along  with  replace- 
ment of  the  tibiofemoral  joint. 

3.  Patellectomy,  which  should  be 
reserved  for  chronic  subluxation  or 
dislocation  since  it  reduces  strength 
in  an  already  weakened  quadriceps 
muscle  by  15  to  20  percent. 
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12.  Upon  opening  the  Mare’s  Body,  I found  little  or  no  Blood  in  the  Aorta,  about  an  Ounce  in  the  left 
Ventricle,  but  none  in  the  right;  the  Vena  Porta  and  Cava  were  full:  She  bled  two  or  three  Ounces,  but 
very  slowly,  and  not  without  pressing  the  jugular  Vein,  which  was  opened  as  soon  as  she  expired.  — 
Statical  Essays:  Containing  Haemastaticks  by  Stephen  Hales,  London,  1733. 
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Total  Knee  and  Total  Hip  Replacement 
In  Arthritis  Therapy 


Jane  Herron  Box,  M.D.,  Robert  Turner,  M.D., 
Patrick  Box,  M.D.,  Paul  Wright,  M.D., 
and  George  Rovere,  M.D. 


ABSTRACT  Total  joint  replace- 
ment is  widely  used  in  treating  pa- 
tients with  rheumatoid  arthritis  (RA) 
and  osteoarthritis  (OA).  This  study 
compares  the  efficacy  of  total  knee  to 
total  hip  replacement  in  these  pa- 
tients. Fifty-two  joints  in  36  patients 
were  evaluated  preoperatively  and 
at  a mean  of  18  months  post- 
operatively.  Both  groups  of  patients 
showed  significant  overall  improve- 
ment; however,  the  26  hip  replace- 
ments resulted  in  significantly 
greater  improvement  than  the  26 
knee  replacements.  Both  groups 
showed  significant  and  equal  pain 
improvement.  No  significant  differ- 
ences were  noted  in  the  results  ob- 
tained by  the  three  prosthetic  knees 
used  or  between  the  types  of  disease 
included  in  the  study.  Complications 
necessitating  the  removal  of  the 
prosthesis  occurred  in  4 % of  the  hip 
replacements  and  12%  of  the  knee 
replacements.  This  study  illustrates 
that  while  both  procedures  are  effec- 
tive, total  hip  replacement  is  more 
efficacious  and  results  in  fewer  com- 
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plications  than  total  knee  replace- 
ment. 


DURING  the  past  three  decades 
several  types  of  hip  prostheses 
have  been  developed  and  total  hip 
replacement  has  become  an  ac- 
cepted procedure  for  the  relief  of 
pain  and  restoration  of  motion  in 
patients  with  rheumatoid  arthritis 
(RA)  or  osteoarthritis  (OA).1  The 
success  of  the  total  hip  prosthesis 
stimulated  the  development  of  a 
surgical  procedure  for  relief  of  pain 
and  to  facilitate  rehabilitation  in  pa- 
tients with  arthritides  of  the  knee 
with  the  introduction  in  1951  of  a 
complete  knee  replacement  using  a 
hinged  acrylic  prosthesis.2  Several 
recent  series  have  been  reported  in 
which  total  hip  replacement  has  re- 
sulted in  excellent  results  in  these 
patients.1, 3' 4 Results  for  total  knee 
replacement,  however,  show  lower 
success  rates.5-7  This  study  com- 
pares the  efficacy  and  complica- 
tions of  total  hip  replacement  and 
total  knee  replacement  in  the 
therapy  of  patients  with  RA  or  OA. 
Our  findings  should  help  clinicians 
decide  when  replacement  surgery  is 
appropriate  for  their  patients. 

MATERIAL  AND  METHODS 

The  indications  for  surgery  were 
disabling  pain  and  loss  of  functional 
ability  which  had  failed  to  respond 
to  optimal  medical  management  for 


at  least  six  months.  The  Aufranc 
Turner  prosthesis  (a  vitallium 
femoral  head  and  shaft  and  a 
polyethelene  acetabular  cup)  was 
used  for  all  procedures  on  the  hips. 
Both  components  are  anchored  to 
the  bone  by  the  use  of  methyl- 
methacrylate. Three  types  of  knee 
prostheses  were  used.  In  the  ear- 
liest operations,  eight  joints  were 
replaced  using  the  Walldius  vital- 
lium prosthesis  which  has  stem 
components  secured  into  the  tibia 
and  femur  with  methylmethacrylate 
and  joined  by  a hinge  coupling 
which  creates  a metal-to-metal  ar- 
ticulation.2 The  next  eight  joints 
were  replaced  using  the  geometric 
prosthesis  described  by  Coventry  et 
al  in  1972. 8 This  prosthesis  is  a 
metal-to-plastic,  non-hinged  ar- 
ticulation with  femoral  vitallium 
and  tibial  polyethelene  compo- 
nents. Each  is  fixed  to  the  bone 
using  methylmethacrylate.  The 
most  recent  10  joints  were  replaced 
using  the  Guepar  prosthesis,9  a 
hinged,  metal-to-metal  articulation 
with  stem  components  fixed  in  the 
tibia  and  femur  by  methylmetha- 
crylate. All  patients  at  the  North 
Carolina  Baptist  Hospital  between 
1971  and  December  1975  who  had 
total  knee  replacements  were  re- 
viewed. To  be  included  in  this  study 
RA  patients  were  required  to  meet 
the  ARA  criteria  for  definite  or  clas- 
sical RA.  All  patients  with  OA  were 
required  to  meet  our  criteria  for 
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diagnosis,  listed  in  Table  1.  Any  pa- 
tients less  than  a year  postoperative 
were  excluded  from  the  study.  Pa- 
tients who  had  total  hip  replace- 
ments during  the  same  time  as  the 
knee  replacements  were  chosen  at 
random  for  review.  There  were  26 
knees  replaced  in  21  patients,  10 
with  classical  RA  and  11  with  OA. 
There  were  26  hip  replacements  re- 
viewed in  20  patients,  eight  with 
classical  RA  and  12  with  OA.  All 
patients  were  evaluated  preopera- 
tively  and  at  least  a year  or  longer 
postoperatively  with  a mean  post- 
operative follow-up  of  18  months. 
Clinical  data  on  these  patients  are 
summarized  in  Table  2. 

A 100-point  scoring  system  pre- 
viously described10  was  used  for  the 
pre-  and  postoperative  evaluation  of 
the  knees.  The  system,  using  both 
subjective  and  objective  criteria,  is 
divided  into  functional  capacity, 
pain  and  joint  mobility  categories. 
The  same  criteria  were  used  to 
evaluate  functional  capacity  and 
pain  in  the  hip  patients.  This  knee 
system  was  modified  in  the  mobility 
category  as  shown  in  Table  3 for 
evaluating  hip  mobility.  The  data 
obtained  from  this  study  were  sub- 
jected to  the  two-tailed  student  T- 
test  and  differences  of  p < .05  were 
considered  statistically  significant. 

RESULTS 

The  results  of  the  evaluation  of  52 
joints  (24  OA;  28  RA)  in  36  patients 
(22  OA;  14  RA)  are  illustrated  in 
Table  4,  which  gives  the  pre-  and 
postoperative  mean  evaluation 
score,  the  total  change  in  points, 
and  the  point  change  in  each  cate- 
gory for  the  knee  and  hip  replace- 
ments. Both  types  of  replacements 
at  mean  postoperative  follow-up  of 
18  months  had  significant  (p  < .001 ) 
overall  improvement.  However, 
there  was  significantly  (p  < .01) 
greater  total  improvement  in  hip 
joints  (±  SEM  = 40  ± 2 points) 
which  were  replaced  than  in  knee 
replacements  (27  ± 2).  This  differ- 
ence was  due  to  greater  improve- 
ment in  the  patients’  functional 
capacities  (x  ± SEM  = 10  ± 1 hips; 
5 ± 1 knees)  and  in  joint  mobility  (10 
± 1 hips;  2 ± 1 knees)  in  the  hip 
replacements.  Although  patients 
having  knee  replacements  did  not 


have  as  great  an  improvement  in 
functional  capacity  as  did  patients 
having  hip  replacements,  their  im- 
provement was  significant  at  the 
.001  level.  Each  group  had  signifi- 
cant (p  < .001)  pain  relief  with  the 
mean  change  in  pain  scores  being  20 
points  for  each  group  of  patients. 

No  statistically  significant  differ- 
ences in  the  overall  evaluation  was 
demonstrated  between  the  eight 
knees  replaced  using  the  Walldius 
prosthesis,  the  eight  replaced  using 


TABLE  1 

Criteria  for  the  Diagnosis 
of  Osteoarthritis 

1.  Stiffness  after  rest  relieved  by  mild  exercise.  Pain 
increased  on  prolonged  activity 

2.  Hypertrophic  joint  changes  on  physical  exam  in  clas- 
sic distribution. 

3.  Non-inflammatory  synovium  and/or  synovial  fluid. 

4 Insidious  onset  at  age  over  40  and/or  positive  family 
history. 

5.  Characteristic  x-ray  picture 

6.  Absence  of  inflammatory  arthritis,  RA,  or  ARA  exclu- 
sions. 


TABLE  2 

Clinical  Data  on  Patients  with  Total  Hip/Knee  Replacement 


No.  of 
Joints 
Replaced 

No.  of 
Patients 

Age 

Mean  Yrs. 

Duration 
Disease 
Mean  Yrs. 

Time  to 
Follow-up 
Mean  Mos. 

Hip  OA 

13 

12 

66 

7 

16 

RA 

13 

8 

45 

12 

19 

Total 

26 

20 

55 

10 

18 

Knee  OA 

11 

11 

64 

12 

15 

RA 

15 

10 

54 

14 

19 

Total 

26 

21 

58 

13 

17 

TABLE  3 

Mobility  Evaluation  of  Patients  with  Knee  or  Hip  Surgery 

Mobility,  Max.  29  points: 


Possible 


KNEE  EVALUATION  Total 

Total  amount  of  functional  flexion 

extension  — one  point  for  each  6s  to  9 CT  15 

Flex  deformity  -1  for  each  5°  > 1CP  7 

Lateral  deformity  or  instability 

- 1 for  each  S’  > 10°  7 


HIP  EVALUATION  (N=26) 

Possible 

Total 

Absence  of  Deformity 

no  fixed  flexion 

5 

no  fixed  abduction 

5 

not  over  1"  shortening 

4 

Range  of  Motion 

2Cf  = 1 point  to  30CP 

15 

KNEE  EVALUATION  (N=26) 

TABLE  4 

Joint  Evaluation  Scores 

Before  Surgery 

After  Surgery 

Change 

p value 

Mean  ± SEM 

Mean  ± SEM 

Mean  ± SEM 

equal  or  < 

Functional  Capacity 
(possible  35  pts.) 

10  ± 2 

15  ± 2 

5 ± 1 

001 

Pain 

(possible  36  pts.) 

8 ± 1 

28  ± 1 

20  ± 2 

001 

Mobility 

(possible  29  pts.) 

22  ± 1 

24  ± 1 

2 + 1 

NS 

Overall 

(possible  100  pts.) 

HIP  EVALUATION  (N  = 26) 

40  ± 3 

67  ± 1 

27  ± 2 

001 

Functional  Capacity 
(possible  35  pts.) 

13  ± 2 

23  ± 2 

10  ± 1 

.001 

Pain 

(possible  36  pts.) 

13  ± 1 

33  ± 1 

20  ± 2 

001 

Mobility 

(possible  29  pts.) 

16  ± 1 

26  ± 1 

10  ± 1 

.001 

Overall 

(possible  100  pts.) 

42  ± 3 

82-3 

40  ± 2 

.001 
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the  geometric  prosthesis,  and  the  10 
replaced  using  the  Guepar  pros- 
thesis. There  was  also  no  statisti- 
cally significant  difference  in  the 
overall  improvement  of  the  OA  pa- 
tients who  had  hip  replacements 
and  the  RA  patients  undergoing  this 
procedure  or  between  the  OA  and 
RA  patients  undergoing  the  knee 
replacements. 

The  complications  in  this  series 
are  outlined  in  Table  5.  These  in- 
clude operative  and  immediate 
postoperative  complications,  and 
infections  of  the  prosthetic  sites. 
One  patient  with  a hip  replacement 
had  a postoperative  pulmonary  em- 
bolus and  two  experienced  post- 
operative pulmonary  atelectasis 
and  fever.  All  had  full  recovery. 
One  RA  patient  with  bilateral  hip 
prostheses  suffered  increasing  pain 
in  the  left  hip  beginning  at  14  months 
after  surgery.  When  the  prosthesis 
was  removed  Staphylococcus  au- 
reus was  grown  from  the  prosthetic 
site.  The  patient  had  a left  hip 
Girdlestone  procedure  and  has  dif- 
ficulty walking.  One  patient  had  a 
pulmonary  embolus  and  another 
had  a myocardial  infarction  after 
knee  replacement.  Both  recovered 
without  further  complications. 
Three  patients  (2  OA;  1 RA)  with 
Walldius  knee  prostheses  had  im- 
mediate postoperative  joint  in- 
fections which  required  removal 
of  the  devices.  Subsequent  fusion 
resulted  in  a fibrous  union  in  two 
patients  and  a solid  fusion  in  the 
third.  All  three  had  good  relief  of 
pain  after  the  fusions  but  their  func- 


tional capacities  and  joint  mobility 
decreased.  One  RA  patient  had  a 
persistent  flexion  deformity  after  a 
geometric  prosthesis  and  required 
a knee  brace  in  order  to  walk.  Two 
RA  patients  had  peroneal  nerve  in- 
juries during  Guepar  prosthesis  im- 
plantation and  each  developed  foot 
drop.  Two  RA  patients  with  Guepar 
implantation  had  persistent  pain 
and  limited  knee  flexion  which  was 
later  relieved  by  patellectomy. 
Three  RA  patients  had  both  hips 
and  both  knees  replaced  ( 1 geo- 
metric; 2 Guepar).  Evaluation  of 
these  patients  — after  all  surgical 
procedures  had  been  completed  for 
at  least  a year  — showed  no  signifi- 
cant difference  in  their  overall  im- 
provement as  compared  to  the  other 
RA  patients. 

All  the  patients  in  both  groups 
were  taking  either  aspirin  or  other 
nonsteroidal  anti-inflammatory 
agents  before  surgery.  Six  (5  RA;  1 
OA)  of  the  21  patients  who  had  total 
knee  replacements  had  taken  vary- 
ing doses  of  corticosteroids  for  a 
year  or  longer  before  surgery.  Six 
patients  (5  RA;  1 OA)  who  had  total 
hip  replacements  had  also  taken 
steroids  for  a year  or  more.  The  one 
patient  who  had  an  infection  around 
the  prosthetic  hip  had  long-standing 
RA  and  had  been  treated  with  daily 
steroids  for  a number  of  years.  Of 
the  three  patients  with  infections 
after  knee  replacements,  one  had 
RA  and  had  been  treated  with 
neither  systemic  nor  intra-articular 
steroids.  The  two  patients  with  OA 
had  taken  no  systemic  steroids  al- 


I Complications  unique  to  this  surgery 
Hip 

Knee-Walldius  prosthesis 

Knee-Geometric  prosthesis 
Knee-Guepar  prosthesis 

II  Complications  related  to  any  major  joint  surgery: 
Hip 

Knee 


TABLE  5 

Complications  of  Total  Joint  Replacement 

Immediate  Problems 

None 

Enterococcus  Infection 
Staph  Epidermidis  Infection 
Gram  Positive  Cocci  Infection 

Instability 

Peroneal  nerve  injury  (2  pts  ) 

Severe  postoperative  knee  pain 

Postop  atelectasis  (2  patients) 

Pulmonary  embolus 

Myocardial  infarction 
Pulmonary  embolus 


though  both  had  received  in- 
frequent intra-articular  steroid  in- 
jections into  the  affected  joints. 

DISCUSSION 

Charnley1  reported  582  hip  re- 
placements with  his  prosthesis  in 
various  arthritides,  in  which  relief 
of  pain  and  improved  ability  to  walk 
was  graded  as  excellent  in  90%  and 
good  in  10%  of  subjects  who  had  no 
complications  and  others4-  ' 1 have 
reported  similar  results.  Total  knee 
replacement  has  been  less  effective. 
Excellent  to  good  results  have  been 
reported  in  64%-83%  of  patients  un- 
dergoing total  knee  replacement 
with  geometric,  Walldius,  Shiers, 
or  Guepar  prostheses.5-7-  12-  13 

Significant  overall  postoperative 
improvement  follows  both  hip  re- 
placement and  knee  replacement, 
with  the  improvement  after  hip 
surgery  significantly  better.  In  this 
study  pain  was  relieved  effectively 
with  either  procedure.  Although 
other  reports  have  not  analyzed  re- 
sults by  separate  categories,  pain 
relief  is  a major  factor  in  their  as- 
sessments.1- 4_7-  12-  13  Other  inves- 
tigators have  not  divided  their  pa- 
tients by  disease  type  when 
analyzing  their  results  but  some 
have  suggested  that  OA  patients 
have  better  results  with  total  joint 
replacement  than  do  RA  patients. 
Leinbach  and  Barlow14  achieved 
good  to  excellent  results  in  381  of 
406  patients  (94%)  undergoing  hip 
replacement  because  of  OA,  while 
only  35  of  52  RA  patients  (67%) 
exhibited  similar  improvement. 


Subsequent  Problems 

Staph  aureus  infection  leading  to  hip  Girdlestone 
procedure 

Fibrous  union  after  fusion 
Fibrous  union  after  fusion 
Osseous  union  after  fusion 

Needs  brace 
Foot  drop 

Required  patellectomy 

None 

None 

None 

None 
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Witnolt  and  Aubroit12  reported 
less  success  with  RA  patients  than 
with  OA  patients  receiving  the 
Guepar  knee  prosthesis.  We  ob- 
served no  significant  difference  be- 
tween the  results  obtained  in  pa- 
tients with  RA  and  in  those  with  OA 
for  either  hip  or  knee  replacement. 

Complications  resulting  in  failure 
of  total  hip  replacement  procedures 
occurred  in  7.3%  of  Charnley  V pa- 
tients while  others3' 4 have  reported 
much  lower  failure  rates  (0-2%). 
Walldius5  noted  a 17%  rate  of  post- 
operative infections  leading  to 
failed  total  knee  replacement,  and 
Coventry8  reported  difficulties  in  30 
of  317  geometric  knee  replacements 
(10%).  Skolnick7  noted  a complica- 
tion rate  of  15.5%  with  failure  due  to 
infection  in  1 .8%  of  1 10  patients  un- 
dergoing geometric  knee  replace- 
ment. Gunston15  who  used  the 
polycentric  gliding  knee  prosthesis 
in  43  joints  recorded  complications 
in  17%  and  failure  in  5%.  We  ob- 
tained similar  results  with  compli- 
cations in  15%  and  failure  in  4%  of 
the  patients  having  total  hip  re- 
placement in  contrast  to  a compli- 
cation rate  of  32%  and  a failure  rate 
of  12%  in  subjects  undergoing  knee 


replacement.  There  was  a slightly 
greater  risk  of  infection  leading  to 
failure  and  removal  of  the  pros- 
thesis with  the  Walldius  prosthetic 
device  than  with  the  other  knee 
prostheses  used  in  this  study.  Insall 
et  allfi  obtained  better  results  with 
Guepar  knee  implantation  than  with 
the  geometric,  unicondylar  or 
duocondylar  models,  but  we  could 
demonstrate  no  significant  differ- 
ences between  these  three  devices. 

CONCLUSION 

This  study  demonstrates  that 
total  hip  replacement  yields  signifi- 
cantly better  results  than  does  total 
knee  replacement  in  both  RA  and 
OA  patients.  Therefore,  we  would 
anticipate  patients  referred  for  total 
hip  replacement  would  function 
better  and  suffer  less  pain.  How- 
ever, as  both  procedures  are  equally 
effective  in  relieving  pain,  patients 
with  significantly  disabling  knee 
pain  would  benefit  from  knee  re- 
placement, although  their  func- 
tional capacity  might  not  improve. 
It  also  appears  that  there  is  no  sig- 
nificant difference  in  results  among 
the  three  types  of  knee  prostheses 


used  in  our  study.  The  complication 
and  failure  rates  in  this  series  were 
comparable  to  those  previously  re- 
ported. All  three  failures  due  to  in- 
fection of  the  operated  knee  joints 
occurred  with  the  Walldius  pros- 
thesis. 
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The  “dry  earth  system”  for  privies  involved  the  prompt  application  of  dry  earth  to  all  excremental 
matters.  Writing  of  the  impracticability  of  the  system  for  larger  towns,  J.  L.  Ludlow  (1888)  calculated 
that  it  would  require  for  a mixed  population  of  adults  and  children  6%  pounds  of  soil  per  person  per  day  at 
a cost  hardly  less  than  $2,136  per  annum  per  1,000  persons.  The  Sanitary  Engineer  then  proceeded  to 
describe  in  detail  a viable  alternative:  the  water-carriage  system. — The  Sewerage  of  Cities  and  Towns. 
Appendix,  Second  Biennial  Report,  1888. 
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Bronchiectasis  in  Childhood:  A 10-Year 
Survey  of  Cases  Treated  at  North  Carolina 

Memorial  Hospital 


Gerald  W.  Fernald,  M.D. 


ABSTRACT  Thirty-eight  cases  of 
childhood  bronchiectasis  seen  at 
N.C.  Memorial  Hospital  between 
1967  and  1976  were  reviewed  for 
etiology,  the  clinical  course  of  the 
disease  and  the  results  of  treatment. 
The  diagnosis  was  made  before  age 
six  in  24  (63% ) of  the  cases;  the  mean 
age  of  earliest  lower  respiratory  in- 
fection was  14  months.  In  two-thirds 
of  the  patients,  pneumonia  was  iden- 
tified as  the  earliest  illness;  measles 
was  present  in  five;  most  of  the  others 
apparently  suffered  from  viral  dis- 
eases. Nine  children  had  congenital 
defects  related  to  their  lung  disease. 
Sputum  or  bronchoscopy  cultures 
yielded  normal  bacterial  flora  in 
most  cases.  Medical  treatment 
(physical  therapy  and  postural 
drainage)  improved  14  of  21  children; 
surgery  improved  six  of  nine.  The  fre- 
quency of  an  early  pneumonia  in 
these  patients  and  the  prevalence  of 
viral  pneumonia  in  infancy  suggest 
that  viral  infections  may  initiate 
bronchiectasis.  Study  of  all  severe 
lower  respiratory  infections  in  child- 
hood should  lead  to  earlier  identifi- 
cation of  children  with  chronic  or 
potentially  chronic  lung  disease. 


Department  of  Pediatrics,  School  of  Medicine 
Division  of  Health  Affairs 
University  of  North  Carolina 
Chapel  Hill,  North  Carolina  27514 


Vigorous  early  medical  management 
may  reduce  the  number  of  such  cases 
which  lead  to  bronchiectasis. 

INTRODUCTION 

Bronchiectasis  is  the 

pathological  consequence  of  a 
variety  of  acquired  and  congenital 
diseases  of  the  lung.  As  such,  it 
serves  as  an  index  of  the  frequency 
of  destructive  bronchopulmonary 
infections  in  children.  While  the  in- 
cidence of  bronchiectasis  has  de- 
clined in  recent  decades,  presum- 
ably due  to  treatment  of  respiratory 
infections  with  antibiotics  and  the 
development  of  vaccines  for 
measles  and  pertussis,  our  experi- 
ence suggests  it  still  occurs  fre- 
quently in  North  Carolina.  It  is  the 
purpose  of  this  paper  to  examine  the 
natural  history  of  bronchiectasis  in 
childhood  in  the  context  of  our 
knowledge  of  the  etiology  and 
epidemiology  of  lower  respiratory 
tract  infection.  A retrospective 
study  of  cases  seen  in  the  past 
10  years  indicates  that  viral 
pneumonias  in  infancy  may  be  the 
most  common  initiating  factor  in 
bronchiectasis.  However,  there 
may  be  cryptic  host  defense  defects 
which  make  certain  infants  more 
susceptible  to  chronic  lung  disease 
than  others.  Future  studies  of 
chronic  lung  infection  should  in- 
clude delineation  of  all  known  fac- 


tors influencing  pulmonary  defense 
mechanisms. 

LITERATURE  REVIEW 

Descriptions  of  bronchiectasis  in 
most  textbooks  are  based  on  studies 
performed  in  the  1930-1950  era1-5 
which  portray  the  disease  as 
characterized  by  chronic  produc- 
tive cough,  digital  clubbing,  saccu- 
lar bronchiectasis  and  failure  to 
thrive.  Although  these  criteria 
exclude  milder  forms  of  the  disease, 
such  findings  are  highly  suggestive 
of  bronchiectasis  (Table  1). 

Bronchography  has  been  em- 
ployed extensively  in  reported 
series,  most  authors  excluding 
cases  in  which  radiographic  evi- 
dence of  bronchiectasis  was  lack- 
ing. This  approach  de-emphasizes 
milder  forms  of  the  disease  and 
contributes  to  the  concept  that  the 
diagnosis  cannot  be  made  without 
radiologic  confirmation.  There  is 
ample  evidence  that  far-advanced 
lesions  can  be  demonstrated 
pathologically  after  resection  of 
bronchographically  normal  lobes.6 
Thus,  one  questions  restriction  of 
the  diagnosis  to  patients  in  whom 
bronchography  reveals  saccular  le- 
sions. 

In  some  published  studies,  cystic 
fibrosis  was  not  excluded  and  other 
primary  causes  of  chronic  lung  in- 
fection, such  as  immune  deficiency, 
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were  largely  unrecognized.1-3  This 
may  account  for  the  frequency 
of  familial  cases  of  bronchiectasis  in 
older  reports.  No  large  series  of 
bronchiectasis  has  been  published 
since  the  advent  of  modern  diag- 
nostic techniques  in  the  1960s. 

In  spite  of  the  limitations  of  these 
earlier  reports,  it  has  been  observed 
that  the  onset  of  bronchiectasis  can 
often  be  related  to  an  episode  of 
measles,  pertussis  or  pneumonia  in 
early  childhood;6  75%  of  cases  are 
recognized  in  the  first  five  years  of 
life.1  What  is  not  clear  is  whether 
the  initial  clinical  episode  was  the 
cause  of  the  destructive  bron- 
chopulmonary lesion  or  a secon- 
dary manifestation  of  an  anatomical 
defect,  either  congenital  or  ac- 
quired. With  the  exception  of  aspi- 
rated foreign  materials  and  the  rare 
congenital  anomalies,7  most  au- 
thors assume  severe  or  recurrent 
pneumonias  are  responsible  for  in- 
itiating bronchiectasis,  although 
bacteria  are  more  commonly  pre- 
sumed to  be  the  infecting  agent  than 
are  viruses.  Recent  reports  have 
established  that  adenovirus 
pneumonias  frequently  cause  ob- 
literative bronchiolitis  and  bron- 
chiectasis.8 The  predominance  of 
viral  pneumonia  in  infancy  suggests 
other  respiratory  viruses  may  be 
equally  important.9  The  most  fre- 
quently recognized  causes  of  bron- 
chiectasis are  listed  in  Table  II. 

In  the  pre-antibiotic  era,  treat- 
ment of  bronchiectasis  was  tradi- 
tionally surgical.  Only  cases  too 
mild  to  require  surgery  or  children 
too  sick  to  tolerate  it  were  excluded. 
In  recent  years  it  has  been  recog- 
nized that  excision  of  the  diseased 
tissue  is  beneficial  only  when  le- 
sions are  clearly  localized  and  the 
remaining  lung  is  unaffected.  Since 
the  disease  may  be  well  controlled 
by  postural  drainage  and  intermit- 
tent antibiotics,  only  those  cases 
which  fail  to  respond  to  medical 
therapy  are  now  considered  as  can- 
didates for  surgical  resection. 

N.C.  MEMORIAL  HOSPITAL 
EXPERIENCE,  1967-1976 

Since  1967  we  have  evaluated  and 
managed  children  with  chronic  lung 
disease  in  a Pediatric  Infectious 
Disease/Chest  Clinic.  This  10-year 


experience  was  reviewed  by 
analysis  of  clinic  records  and  hos- 
pital charts.  Patients  in  whom  bron- 
chiectasis was  demonstrated  by 
hronchography  or  in  whom  pro- 
ductive cough,  clinical  findings  and 
chest  radiograms  indicated  the 
presence  of  chronic  destructive  le- 
sions in  one  or  more  pulmonary 
lobes  were  included.  Patients  with 
cystic  fibrosis  were  excluded  since 
this  clearly  defined  entity  could  be 
identified  easily  on  the  basis  of  ele- 
vated sweat  chloride  levels.10 

Table  III  lists  the  age,  sex  and 
race  of  the  38  patients  meeting  the 
above  criteria.  Twenty-four  or  63% 
were  diagnosed  by  age  six.  Fifty- 
five  percent  of  the  patients  were 
male. 

The  2:1  white  to  black  ratio  re- 
flects the  referral  pattern  in  the  In- 
fectious Diseases/Chest  Clinic.  The 
slight  preponderance  of  males  in 
this  series  also  corresponds  to  the 
sex  distribution  in  the  clinic.  Thus, 
there  is  no  apparent  racial  or  sex 
predispostion  in  this  series. 

Nine  children  with  bronchiectasis 
had  clearly-identified  congenital 
defects  which  may  have  contributed 
to  the  development  of  their  pulmo- 
nary lesions  (Table  IV).  The  mean 
age  of  onset  of  pulmonary  disease 
was  16  months  in  this  group  and  14 
months  in  the  27  patients  without 
congenital  abnormalities.  Two 
older  children  with  foreign-body 
aspiration  were  excluded  from 
these  calculations. 

Medical  histories  identified  early 
episodes  of  lower  respiratory  infec- 
tion in  all  but  three  of  the  29  children 
in  whom  no  underlying  disease  was 
apparent  (Table  V).  Pneumonia, 
either  unspecified  or  associated 
with  a specific  viral  syndrome, 
(bronchiolitis,  measles,  etc.)  ac- 
counted for  19  or  66%  of  these. 


TABLE  I 

Classic  signs  and  symptoms  of  bronchiectasis 

Chronic  cough 
Sputum  production 
Recurrent  pneumonia,  localized 
Chronic  wheezing 
Wet  inspiratory  rales,  localized 
Atelectasis  or  increased  bronchial 
outlines,  localized 
Digital  clubbing 
Failure  to  thrive 


TABLE  II 

Causes  ot  bronchiectasis 

Cystic  fibrosis 

Acute  severe  viral  or  bacterial  pneumonia 
Recurrent  viral  pneumonia  or  bronchiolitis 
Atelectasis  with  secondary  infection 
Congenital  bronchial  anomalies 
Kartagener's  Syndrome 
Immune  deficiency  syndromes 
Foreign  body  aspiration 


While  measles  and  adenovirus 
pneumonias  are  known  to  be  de- 
structive to  the  lung,  it  is  possible 
that  other  viral  infections  could 
have  been  causally  related  to  the 
bronchiectasis  in  these  patients.  It 
is  interesting  that  only  one  episode 
of  bacterial  pneumonia  was  iden- 
tified as  a probable  initiating  event. 

The  suppurative  nature  of  bron- 
chiectasis suggests  that  chronic 
bacterial  infection  plays  an  impor- 
tant role  in  the  pathogenesis  of  this 
disease.  Cultures  of  sputum,  ob- 
tained by  expectoration  or  tracheal 
aspiration,  and/or  bronchial  secre- 
tions obtained  at  bronchoscopy 
were  available  in  30  of  the  38  pa- 
tients. As  shown  in  Table  VI,  nor- 
mal upper  respiratory  flora  (i.e. 
Neisseria  sp..  Streptococcus  viri- 
dans,  Staphylococcus  epidermidis , 
etc.)  were  the  only  organisms  iso- 
lated in  most  sputa.  Since  H.  in- 
fluenzae and  S.  pneumoniae  are 
also  common  inhabitants  of  the 
upper  respiratory  tract,  their  pres- 


TABLE  III 

Bronchiectasis  in  children  seen  at  North  Carolina  Memorial 
Hospital,  1967-1976  (Cystic  fibrosis  excluded) 


Sex  Race 


Age* 

(yrs.) 

No 

cases 

Male 

Female 

Black 

White 

Indian 

<2 

12 

8 

4 

6 

5 

1 

2-6 

12 

4 

8 

3 

9 

0 

6-16 

14 

9 

5 

3 

11 

0 

Total 

38 

21 

17 

12 

25 

1 

*Age  at  time  of  diagnosis 
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TABLE  IV 

Congenital  defects  identified  in  children 
with  bronchiectasis  seen  at  NCMH,  1967-1976 


Age* 

(yrs) 

Race/Sex 

Lobes  affected 

Age  of  earliest 
lower  resp.  disease 

8/12 

W 

F 

Diffuse 

Pneumonia.  2 mos 

8/12 

B 

F 

RML 

Pneumonia.  5 mos. 

1 

B 

M 

RMLVRLL 

Unknown 

1 

B 

M 

LUL 

Abscess,  18  mos 

3 

W 

M 

Diffuse 

Pneumonia.  3 years 

4 

W 

F 

RLL,  LLL 

Pneumonia,  1 yr 

4 

W 

F 

LML 

Pneumonia.  3 yrs 

7 

W 

F 

LLL.  RLL 

Pneumonia.  3 mos 

9 

w 

M 

RML,  RLL 

Tracheostomy.  18  mos 

Congenital  defect 

Therapy/Outcome 

Severe  combined 

Med/Died 

immunodeficiency 

VSD & PDA 

Med/Improved 

Coarctation  & 

Med/Improved 

Hypoplastic  RUL 

Wiscott-Aldrich 

Med/Improved 

Syndrome 

Eisenmenger's 

Med/Improved 

Syndrome 

Vascular  ring 

Med/Improved 

Down's  Syndrome 

Kartagener’s 

Med/Improved 

Syndrome 

Dysgammaglobulinemia 

Surg/Worse 

Congenital  vocal  cord  paralysis 

Med/Improved 

"Age  at  time  of  diagnosis 


ence  in  sputum  does  not  necessarily 
implicate  them  in  the  pathogenesis 
of  bronchiectasis.  In  fact,  the  find- 
ing of  normal  flora  only  in  II  of  17 
bronchoscopic  cultures  suggests 
that  no  specific  bacterial  pathogen 
is  responsible  for  the  suppurative 
lesion.  Rather,  it  implies  that  disor- 
ganized tracheobronchial  clearance 
mechanisms  allow  bacteria  col- 
onizing the  upper  airway  to  extend 
to  the  lower  respiratory  tract. 
Whether  these  organisms  play  an 
active  pathogenic  role  is  unknown. 

Other  laboratory  data  reviewed 
included  hematologic  studies, 
serum  immunoglobulins,  al  anti- 
trypsin and  delayed  hypersensitiv- 
ity skin  tests.  No  consistent  eleva- 
tion of  the  leukocyte  count  was 
observed  and  significant  eosino- 
philia  was  not  seen.  Sedimentation 
rates  were  elevated  in  12  of  23  pa- 
tients. In  general,  higher  rates  were 
correlated  with  more  severe  or  ex- 
tensive disease  but  tests  were  not 
performed  serially  so  that  the  sig- 
nificance of  single  determinations 


could  not  be  assessed.  Serum  im- 
munoglobulins were  normal  or 
slightly  increased  in  all  but  the  three 
children  with  immunodeficiency 
syndromes.  Statistical  analysis  of 
immunoglobulin  levels  was  not  at- 
tempted since  different  techniques 
were  employed  by  the  hospital 
laboratories  during  the  10-year 
period  under  study.  IgE  levels  were 
obtained  only  in  the  last  two  years 


TABLE  V 

Earliest  identified  lower  respiratory 
disease  in  children  with  bronchiectasis 
in  whom  no  congenital  abnormality  was 
identified;  NCMH  1967-1976 


Pneumonia  9 

Measles  and  pneumonia  5 

Bronchitis  2 

Varicella  and  pneumonia  1 

Neonatal  pneumonia  2 

Bronchiolitis  2 

Foreign  body  2 

Adenovirus  bronchiolitis  1 

Staphylococcal  empyema  1 

Croup  1 

Unknown  3 

Total  29 


TABLE  VI 

Bacteriologic  culture  results  obtained  in 
children  with  bronchiectasis;  NCMH  1967-1976 


Culture  report  Sputum 

Normal  flora  (NF)  16 

NF  plus  H.  influenzae  6 

NF  plus  H influenzae  plus  Staph  Coag  + 1 

NF  plus  pneumococci  1 

NF  plus  Gr  A streptocci  1 

H.  influenzae  2* 

E Coli  — 

Total  specimens  tested  25 


Bronchoscopy 

11 

1 


1 

1* 


1 

17 


*One  non-typable  strain  resistant  to  ampicillin 


of  the  study  and  were  increased  for 
age  in  only  two  patients,  neither  of 
whom  was  thought  to  have  clini- 
cally significant  allergy. 

Serum  «1  antitrypsin  deficiency 
was  detected  in  two  children.  One.  a 
three-year-old  with  recurrent  bron- 
chitis and  a chronic  right  lower  lobe 
infiltrate,  had  less  than  10%  of 
the  normal  level.  This  patient’s 
genotype  was  found  to  be  Z null. 
The  other  patient,  a four-year-old 
with  right  middle  lobe  bronchiec- 
tasis, had  a concentration  of  142 
mg/dl  (normal  range  = 145-260). 

Tuberculin  skin  tests  (PHD  5 
T.U.)  were  negative  in  all  patients. 
Candida  skin  tests  ( 1 : 100  w/v,  Hol- 
lister Stier)  produced  greater  than 
five  mm  induration  in  13  of  20  pa- 
tients; the  mean  diameter  of  posi- 
tive responses  was  12  mm.  In  pa- 
tients tested  further,  when  Candida 
was  nonreactive,  the  following  skin 
tests  were  recorded;  mumps,  six  of 
seven  yielded  ^ five  mm  indura- 
tion; tetanus  toxoid,  four  of  five  and 
SKSD,  one  of  two  were  ^ five  mm. 
The  three  immunodeficiency  cases 
failed  to  react  to  any  of  these  skin 
tests. 

Pulmonary  function  was  assessed 
by  simple  spirometry  in  children  old 
enough  to  cooperate.  In  general, 
only  those  over  age  six  were  able  to 
perform  these  tests,  thus  excluding 
most  cases  of  recent  onset.  Of  the 
six  children  tested,  forced  vital 
capacity  was  normal  in  all  but  one,  a 
seven-year-old  with  severe  post- 
staphylococcal  lung  disease.  The 
one  minute  forced  expiratory  value 
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TABLE  VII 

Results  of  medical  treatment  in  childhood 
bronchiectasis  (congenital  abnormalities  excluded) 
North  Carolina  Memorial  Hospital  1967-1976 


Age  of  earliest 

Follow-up 

Age*/Race/Sex 

Lobes  affected 

identified  lower 

Results 

Duration 

respiratory  illness 

(years) 

8/12  BF 

RLL 

Bronchiolitis.  5 mos. 

Improved 

1 

1 WM 

RML 

Pneumonia,  5 mos. 

No  follow-up 

— 

1 IM 

Diffuse 

Adenovirus  bronchiolitis.  14  mos. 

Unchanged 

5 

1 BM 

Diffuse 

Measles/pneumonia,  13  mos. 

Unchanged 

7 

1 WM 

Diffuse 

Measles/pneumonia,  12  mos. 

Improved 

3 

1 BM 

RLL 

Unknown 

No  follow-up 

— 

1 WM 

Lingula 

Pneumonia  LUL,  18  mos. 

Asymptomatic 

4 

2 WF 

RLL.  Ling 

Pneumonia.  6 mos. 

Improved 

2 

2 WM 

RML.  Ling  . LLL 

Varicella/pneumonia.  13  mos. 

Unchanged 

6 

3 BM 

RLL 

Bronchitis,  2 mos. 

Asymptomatic 

1 

4 WF 

RML 

Pneumonia,  3 yrs. 

Improved 

2 

5 BF 

RLL 

Pneumonia,  2 yrs. 

No  follow-up 

— 

5 WF 

Diffuse  + LLL 

Neonatal  pneumonia 

Improved 

4 

6 BM 

LLL 

Measles  + Varicella,  2 yrs. 

Improved 

1 

7 WF 

RML.  RLL 

Staph,  empyema,  3 yrs 

Unchanged 

1 

7 WM 

LLL 

Measles/pneumonia,  2 yrs. 

Asymptomatic 

8 

8 WM 

RML,  RLL.  LLL 

Bronchitis,  2 yrs. 

Improved 

<1 

9 WM 

LLL 

Hemoptysis,  8 yrs. 

Asymptomatic 

1 

10  WM 

RML 

Unknown  (adopted) 

Improved 

5 

13  WM 

RLL,  LLL 

Croup,  2 yrs 

Asymptomatic 

2 

14  BF 

RML.  RLL 

Foreign  Body,  13  yrs 

Improved 

<1 

‘Age  in  years  at  time  of  diagnosis 


was  below  normal  in  three  of  six 
cases  and  maximum  mid-expiratory 
flow  rate  was  abnormally  low  in  five 
of  six.  The  restrictive  component 
evidenced  by  the  latter  two  tests 
was  not  corrected  by  bron- 
chodilators. 

Once  the  nature  of  the  disease 
was  established,  patients  were  usu- 
ally subjected  to  an  intensive  course 
of  antibiotics  and  received  pulmo- 
nary physical  therapy  with  postural 
drainage.  Treatment  usually  was 
initiated  in  the  hospital,  and  parents 
were  instructed  and  supervised  in 
postural  drainage  exercises  by  the 
pediatric  physical  therapy  team. 
Upon  discharge,  patients  were  con- 
tinued on  postural  drainage  once  or 
twice  daily,  but  antibiotics  were 
given  only  for  acute  exacerbations 
of  lower  respiratory  symptoms. 
Most  patients  returned  to  the  clinic 
every  three  months. 

Twenty-one  children  were 
treated  medically  for  up  to  eight 
years  (Table  VII).  Immediate  im- 
provement — decreased  episodes  of 
pneumonia  and  productive  cough- 
ing— was  almost  always  noted  after 
start  of  the  medical  regimen.  Con- 
tinued improvement  was  noted  in 
nine  cases  and  five  became 
asymptomatic;  thus,  14  of  21  (67%) 
responded  favorably  to  medical 
therapy.  Four  patients  remained 


unchanged;  each  suffered  extensive 
destructive  disease  too  diffuse  for 
surgical  treatment.  Three  children 
were  lost  to  follow-up. 

Nine  children  had  localized  bron- 
chiectasis which  required  lobec- 
tomy or  pneumonectomy.  Most  of 
these  had  failed  to  respond  to  con- 
servative treatment  for  at  least  sev- 
eral months  before  surgery.  Six  of 
the  nine  patients  (67%)  improved 
after  removal  of  the  diseased  tissues 
(Table  VIII),  but  in  two,  definite 
evidence  of  residual  bronchiectasis 
remained.  In  these,  excision  of  the 
most  involved  lobe  failed  to  control 
the  chronic  infection  and  promote 
normal  growth.  The  decision  to  op- 
erate was  similarly  influenced  in  the 
child  with  dysgammaglobulinemia, 
but  her  compromised  immune 


status  probably  precluded  a suc- 
cessful result.  Pathologically,  the 
diseased  tissues  were  usually  more 
involved  than  had  been  suspected; 
in  one  case,  advanced  disease  was 
found  even  though  bronchography 
had  disclosed  no  lesions. 

DISCUSSION 

As  suggested  by  the  literature  and 
confirmed  by  this  series,  bron- 
chiectasis originates  early  in  child- 
hood. The  frequency  of  lower  re- 
spiratory tract  infection  as  the  ear- 
liest identifiable  illness  and  the  re- 
lative infrequency  of  associated 
congenital  defects  suggest  that  viral 
pneumonia  in  infancy  is  a common 
cause  of  bronchiectasis.  Only  a 
carefully  controlled  prospective 
study  can  confirm  this  hypothesis. 


TABLE  VIII 

Results  of  surgical  treatment  in 
childhood  bronchiectasis;  NCMH  1967-1976 


Age/Race/Sex 
at  diagnosis 

Age  at 
Surgery 

Lobe(s)  removed 

Earliest  identified 
lung  disease/age 

Follow-up 

results 

Years 

9/12  WF 

2 

RUL 

Pneumonia,  7 mos. 

Improved;  residual 

5 

3 BM 

3 

R pneumonectomy 

Measles,  8 mos. 

RLL  disease 
Improved 

<1 

2 WF 

4 

RML 

Pneumonia.  2 yrs. 

Improved;  residual 

4 

4 WF 

4 

RML.  Ling  . LLL 

Neonatal  pneumonia 

both  bases 
Unknown 

0 

6 BM 

7 

Ling  , LLL 

Pneumonia,  1 yr. 

Improved 

10 

7 WF 

7 

LLL 

Dysgammaglobulinemia 

Worse 

2 

7 WM 

8 

RML,  RLL 

Bronchiolitis,  2 mos. 

Asymptomatic 

5 

12  WM 

14 

RML,  RLL 

Foreign  Body,  13  yrs. 

Asymptomatic 

<1 

14  WF 

16 

LLL 

Pneumonia,  4 mos 

Unchanged 

1 
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Unfortunately  such  a survey  would 
be  enormously  expensive,  requiring 
follow-up  of  thousands  of  children. 
Efforts  should  be  made,  however, 
to  determine  the  etiology  of  all  se- 
vere pneumonic  infections  in  in- 
fancy, using  viral  cultures  and 
serologic  techniques  which  are 
available  in  the  major  teaching  hos- 
pitals and  the  epidemiology  section 
of  the  North  Carolina  Department 
of  Human  Resources.  The  common 
practice  of  collecting  only  bacterial 
cultures  from  upper  respiratory 
tract  and  blood  will  not  yield  an 
etiologic  agent  in  most  episodes  of 
pneumonia. 

Once  the  initial  insult  to  the  lung 
has  been  sustained,  it  is  probable 
that  both  recurrent  respiratory  viral 
infections  and  chronic  or  recurrent 
bacterial  infections  of  the  bronchial 
tree  contribute  to  the  development 
of  bronchiectasis.  Therefore,  care- 
ful monitoring  of  bacterial  flora  and 
specific  antibiotic  treatment  during 
symptomatic  episodes  are  indi- 
cated. There  is  evidence  from  sev- 
eral large  clinical  studies  that  con- 
tinuous antibiotic  treatment  is  not 
beneficial."  Since  antimicrobial  re- 
sistance is  an  ever-present  and  in- 
creasing problem,  indiscriminate 
use  of  antibiotics  should  be 
avoided. 

In  addition  to  specific  infectious 
etiologies,  bronchiectasis  may  have 
its  origin  in  the  newborn  period, 
when  destructive  lung  lesions  result 
from  severe  pneumonia  or  pro- 
longed use  of  respirators.  Although 
neonatologists  are  fully  aware  of  the 
risk  of  bronchopulmonary  dysplasia 
in  such  infants,  it  is  likely  that  an 
increasing  number  of  cases  will 


arise  as  a result  of  aggressive  treat- 
ment of  neonatal  respiratory  dis- 
tress syndromes. 

Immune  deficiency,  and  various 
other  defense  defects,  are  un- 
common contributing  causes  of 
bronchiectasis.5  Our  experience 
has  been  that  patients  with  im- 
munodeficiency usually  present 
with  multiple  infections,  among 
which  may  be  recurrent  pneumonia. 
Most  of  these  cases  are  rather  obvi- 
ous and,  in  fact,  cryptic  defects  of 
immunity  are  rarely  found  to  be  the 
cause  of  bronchiectasis.  This  does 
not  necessarily  mean  that  defects  of 
host  defense  mechanisms  are  not 
involved  in  the  genesis  of  chronic 
lung  disease.  Rather,  the  implica- 
tion is  that  present  technology  is  in- 
adequate to  detect  any  but  the  most 
gross  aberrations.  Herein  lies  one  of 
the  challenges  for  future  investiga- 
tion of  the  role  of  local  defense  in 
protection  of  the  lung.  The  recent 
discovery  of  a congenital  defect  in 
cilia  which  accounts  for  Kartagen- 
er's  Syndrome  (sinusitis,  bron- 
chiectasis and  situs  invertus)  is  an 
example  of  how  such  research 
yields  important  answers.12 

Genetically  controlled  defici- 
ences  of  a 1 antitrypsin  and  other 
antiproteases  must  be  looked  for  in 
all  cases  of  chronic  lung  disease  to 
determine  whether  they  are  related 
to  the  pathogenesis  of  destructive 
lung  lesions  in  infancy.13  Other 
factors  which  may  be  important  in 
the  defense  of  the  lung  include  local 
production  of  IgA  antibodies,  par- 
ticularly those  which  block  attach- 
ment of  organisms  to  mucosal 
cells."  As  yet,  lgE  levels  in  secre- 
tions have  no  known  antimicrobial 


function,  but  IgE  may  be  important 
especially  in  relation  to  the  pres- 
ence or  absence  of  IgA.15  Genetic 
control  of  resistance  to  infection 
may  be  another  important  variable 
in  determining  which  individuals 
are  susceptible.13 
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They  tell  me  that  in  Guilford  County  some  fifty  years  ago  the  County  Commissioners  voted  to  get  a 
horse  for  the  use  of  the  County  Health  Director,  provided  he  would  share  it  half-time  with  the  Fire  Chief. 

. . . — Governor  Terry  Sanford  to  1962  Annual  Meeting  of  North  Carolina  Public  Health  Association, 
Raleigh,  September  27,  1962. 
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PREMEDICAL  EDUCATION: 

IMPACT  ON  VALUES  AND  ATTITUDES 

Physicians  and  the  health  care  delivery  systems  are 
criticized  in  many  ways.  Some  such  criticisms  border 
on  absurdity,  but  others  must  be  recognized  as  having 
a degree  of  substance  that  requires  attention  and, 
when  necessary,  change.  Professionalization  is  a term 
utilized  by  social  and  behavioral  scientists  that  refers 
to  the  events  and  experiences  that  are  common  to  the 
education  and  training  of  a profession.  Such  events 
and  experiences  affect  values,  ethics,  attitudes  and 
patterns  of  behavior.  Premedical  education  is  a sig- 
nificant part  of  professionalization.  A common  com- 
plaint is  that  premedical  education  is  far  too  competi- 
tive and  produces  an  undesirable  educational  atmo- 
sphere that  permanently  distorts  the  attitudes  and  val- 
ues of  the  premedical  student.  Furthermore,  the  em- 
phasis upon  the  acquisition  of  scientific  knowledge 
and  technical  skills  is  claimed  to  reduce  the  humanita- 
rian qualities  which  are  so  desirable  in  physicians.  It  is 
said  that  grade  competition  is  likely  to  reward  the 
selfish,  the  uncooperative,  and  perhaps  the  dishonest 
student.  These  and  other  criticisms  have  been  of  con- 
siderable concern  to  me,  and  for  this  reason  I under- 
took a study  of  certain  aspects  of  premedical  educa- 
tion. 

To  date  I have  visited  eight  colleges  and  universities 
in  New  England,  the  Midwest  and  the  Southeast.  All 
were  selected  because  of  their  reputation  for  produc- 
ing highly  qualified  premedical  students.  No  large 
university  in  North  Carolina  was  included.  During  the 
visits  to  the  campuses  of  these  colleges  and  univer- 
sities, I have  had  an  opportunity  to  interview  numer- 
ous faculty  members  and  their  spouses,  premedical 
students,  and  other  students.  In  addition,  I have  par- 
ticipated in  group  discussions.  I have  had  contact  with 
a diversity  of  faculty  members.  This  was  particularly 
important  as  1 wanted  to  have  the  views  of  faculty  and 
students  who  were  not  substantially  involved  with 
premedical  education.  1 have  concluded  that  there  is 
an  aura  surrounding  much  of  premedical  education.  I 
am  very  impressed  with  the  knowledge  and  dedication 
of  the  science  teachers.  They  strive  diligently  to  be  on 
the  cutting  edge  of  scientific  knowledge  and  provide 
their  students  with  the  information  they  perceive  as 
important  to  medical  education  and  practice.  The  sci- 
ence faculty  members  are  recognized  as  dedicated 
teachers  and  are  respected  by  their  colleagues.  This 
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elitist  aura  is  enhanced  by  professors  who  teach 
courses  such  as  Shakespeare,  history,  religion,  ethics, 
and  philosophy  and  who  take  particular  pride  in  the 
excellence  of  their  courses  and  find  that  they  are  fre- 
quently selected  by  premedical  students. 

In  all  the  schools  that  I have  visited,  there  is  sub- 
stantial agreement  that  the  premeds  constitute  an 
identifiable  segment  of  the  student  body  who  are  re- 
garded as  superior  students.  Although  they  are  hard 
working,  they  are  over-represented  in  their  contribu- 
tions to  extracurricular  activities.  It  is  very  evident 
that  a strong  influence,  that  is,  professionalization, 
begins  very  early  in  the  educational  process  of  those 
aspiring  to  be  physicians.  It  does  have  positive  and 
negative  features.  The  faculty  and  other  students  see 
the  premeds  as  “different”  — usually  a positive  view. 
The  premeds  do  perceive  themselves  as  “better.” 
Both  the  faculty  and  students  recognize  that  admis- 
sion to  medical  school  is  related  not  only  to  academic 
performance  but  to  demonstration  of  diverse  abilities 
and  interests.  I have  encountered  students  who  are 
involved  in  college  activities  not  because  they  enjoy  it 
but  because  they  are  meeting  another  admission  re- 
quirement for  medical  school. 

As  to  the  emphasis  upon  scholarly  attainment,  it  is 
my  conclusion  that  in  a few  schools  there  is  an  over- 
emphasis upon  the  attainment  of  grades.  In  one  school 
the  emphasis  upon  grades  was  verbalized  as  a very 
negative  feature  by  many  of  the  premedical  students. 
This  detrimental  atmosphere  was  attributed  to  an 
overdemanding  faculty.  A somewhat  similar  but  less 
forceful  pattern  was  apparent  in  a second  school.  In 
both  of  these  schools  cheating  on  rare  occasions  was 
suspected,  but  usually  not  proven.  Furthermore,  stu- 
dents suspected  of  cheating  were  usually  those  in  the 
first  two  years  of  college.  The  possible  cheating  is 
attributed  to  a delayed  maturation  process  as  cheating 
is  seen  as  a carry-over  from  some  high  schools. 

In  other  schools  it  appears  that  the  competitive 
atmosphere  among  premedical  students  seems  to  be 
held  in  reasonable  limits  by  the  faculty,  and  the  suc- 
cessful premed  identifies  with  the  value  system  of  the 
faculty  and  students  as  they  need  this  type  of  group 
acceptance.  Any  destructive  competitiveness  is  held 
in  check  by  group  attitudes  and  values.  Assuming  that 
this  model  of  ethical  values  and  behavior  is  main- 
tained, I believe  it  is  a very  desirable  quality  for  a 
physician. 

As  to  career  expectations,  I have  literally  inter- 
viewed several  hundred  premedical  students.  The 
majority  believe  that  a medical  career  will  be  person- 
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ally  rewarding,  socially  desirable  and  economically 
secure.  Their  recognition  that  they  are  likely  to  prac- 
tice in  a system  of"  national  health  insurance  does  not 
deter  their  interest  in  pursuing  a medical  career.  The 
students  recognize  that  a work  differential  will  con- 
tinue throughout  their  medical  careers,  but  in  contrast 
to  what  is  frequently  reported,  the  majority  do  not 
believe  that  their  work  obligation  will  prevent  them 
from  having  a happy  family  and  social  life.  However, 
they  do  believe  that  they  will  avoid  the  solo  practice  of 


medicine  as  this  could  be  too  demanding. 

This  is  a preliminary  report,  and  the  study  will  be 
completed  after  visits  to  other  schools  located  in  the 
Southwest  and  the  far  western  regions  of  the  United 
States. 

Ewald  W.  Busse,  M.D. 

Associate  Professor  and  Dean 
Medical  and  Allied  Health  Education 
Duke  University  Medical  Center 
Durham,  North  Carolina 


Editorials 


LATE  CARE  FOLLOWING  CORONARY  SURGERY 

The  increase  in  the  number  of  coronary  operations 
has  created  a many-sided  problem.  The  centers  of 
open  heart  surgery,  which  have  traditionally  supplied 
special  diagnostic  know-how,  surgical  facilities  and 
most  of  the  long-range  postoperative  follow-up,  are 
now  unable  to  provide  late  care  for  the  crowd  of  ap- 
proximately 65,000  patients  operated  upon  each  year 
for  occlusive  coronary  arteriosclerosis.  Is  there  any 
reason  why  an  institution  which  houses  both  the 
hemodynamic  and  operative  facilities  should  neces- 
sarily also  provide  continuous  care  after  the  period  of 
possible  surgical  complications  has  passed?  Probably 
not.  The  cardiac  surgeon  and  the  diagnostic  car- 
diologist should  certainly  not  abandon  their  patients 
and  they  should  remain  available  if  the  need  for  con- 
sultation emerges.  But  they  should  not  get  involved  in 
routine  continuous  treatment  of  patients  long  after 
successful  coronary  surgery. 

While  coronary  surgery  may  cure  or  improve  angina 
and  may  prolong  life,  it  certainly  does  not  cure  the 
underlying  process  of  arteriosclerosis  and  we  end  up 
with  a patient  with  coronary  arteriosclerosis,  however 
improved,  after  the  operation.  Is  this  patient  different 
from  hundreds  of  others  whose  coronary  disease  is  at 
the  same  clinical  stage  the  family  physician  or  the 
clinical  cardiologist  is  treating?  He  is  not. 

Let  us  take  a theoretical  situation  of  two  patients 
treated  by  the  same  physician.  Patient  “A”  has  mild 
angina  on  effort,  shows  no  evidence  of  heart  failure, 
works  fulltime  and  is  treated  with  herbs  and  prayers 
and  an  occasional  pill  of  nitroglycerin.  Patient  “B", 
on  the  other  hand,  has  unstable  angina,  is  fully  in- 
capacitated by  pain  and  is  in  left  heart  failure.  While 
Patient  “A”  is  naturally  treated  conservatively.  Pa- 
tient “B”  is  wisely  referred  for  angiographic  studies 
and  surgery,  after  which  he  has  only  mild  angina  on 
effort,  shows  no  evidence  of  heart  failure  and  is 


working  fulltime.  Should  this  patient  be  seen  by  the 
surgeon  regularly  and  treated  by  the  diagnostic  car- 
diologist? Definitely  not.  He  should  return  to  his  fam- 
ily physician  who  should  handle  him  with  herbs  and 
prayers  and  an  occasional  pill  of  nitroglycerin. 

Now,  if  Patient  “B”  should  show  an  unsatisfactory 
post-operative  status,  that  would  put  him  in  an  en- 
tirely different  category.  The  primary  physician 
should  certainly  request  immediate  consultation  with 
the  institution,  and  the  patient  should  be  fully  re- 
evaluated. probably  recatheterized  and  even  operated 
upon  again. 

It  is  emphasized,  however,  that  in  this  case  the 
patient’s  status  should  be  unsatisfactory . What  is  un- 
satisfactory? Does  angina  on  effort  represent  an  un- 
satisfactory postoperative  status?  Yes  and  no.  Do 
persisting  symptoms  of  heart  failure  indicate  ineffec- 
tive surgery?  Most  of  the  time  they  do,  but  sometimes 
they  don't.  To  answer  these  questions  intelligently, 
not  only  the  surgeon  but  also  the  primary  physician 
should  know  the  specific  aim  of  the  surgery  in  that 
individual  case,  because  only  then  can  they  determine 
the  satisfactory  result. 

To  elaborate,  let  us  take  again  two  theoretical  pa- 
tients — both  men  in  their  early  50s  with  severe  unsta- 
ble angina.  Hemodynamic  and  cineangiographic 
studies  of  the  first  patient  show  a 90%  narrowing  of  the 
left  main  coronary  artery.  The  vessels  distal  to  the 
narrowing  are  relatively  normal  and  the  contractility 
of  the  left  ventricle  is  unimpaired.  This  patient  is  oper- 
ated upon  and  makes  an  uneventful  recovery. 

The  studies  of  the  second  patient,  however,  show 
diffuse  narrowing,  multiple  occlusions  and  severe  nar- 
rowings of  both  the  right  and  left  main  coronary  ar- 
teries. Left  ventricular  filling  pressure  is  elevated  and 
the  ventriculogram  shows  a large  area  of  dysfunction. 
At  the  time  of  surgery,  some  of  the  arteries  are  grafted 
but  others  are  found  to  be  non-graftable. 
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The  expected  result  of  surgery  in  the  first  patient 
will  be  an  asymptomatic  clinical  status  — anything 
else’  is  labeled  as  unsatisfactory  — and  he  should  be 
sent  back  for  consultation  to  the  cardiologist.  On  the 
other  hand,  the  situation  of  the  second  patient  is  en- 
tirely different.  It  is  possible  that  he  too  may  become 
asymptomatic,  but  it  is  more  likely  that  he  will  become 
only  more  easily  manageable  but  still  will  require  both 
coronary  vasodilators  to  keep  him  free  of  pain  and 
digitalis  to  maintain  his  cardiac  compensation.  Even  if 
he  needs  intensive  medical  support,  the  mere  fact  that 
he  can  stay  alive  is  a surgical  triumph  — compared  to 
the  first  patient  who,  if  not  totally  asymptomatic,  is  a 
surgical  failure. 

But  how  can  the  family  doctor  judge  these  situa- 
tions? The  key  word,  as  in  many  other  problems  of 
our  medical  practice,  is  communication . It  is  the  duty 
of  the  diagnostic  cardiologist  to  tell  the  family  physi- 
cian as  well  as  the  patient  not  only  his  views  about  the 
necessity  of  the  operation  but  also  of  its  results.  If 
surgery  has  then  been  recommended,  accepted  and 
performed,  it  is  the  surgeon’s  task  to  supply  the  family 
physician  with  further  information  as  to  how  his  find- 
ings and  performance  lived  up  to  the  expectations  of 
his  cardiologist  colleague. 

If  the  family  physician  is  given  all  the  pertinent 
information,  there  should  be  no  reason  why  he  cannot 
give  the  most  appropriate  care  to  a patient  who  has 
undergone  coronary  arterial  surgery,  the  same  kind  of 
care  he  gives  those  with  similar  needs  who  have  not 
been  operated  upon. 

Francis  Robicsek,  M.D.,  Charlotte,  N.C. 

IT’S  IN  THE  BOOK 

In  an  earlier  time  the  multitudes  are  said  to  have 
stood  in  awe  of  the  Men  of  the  Book:  those  who 
understood  symbols  and  so  could  write  and  preserve 
the  myths,  laws  and  trivia  of  the  tribe.  As  generations 
passed  such  archives  assumed  a certain  sanctity,  were 


referred  to  as  guides  for  ritual  and  were  often  wor- 
shiped themselves.  One  of  the  purposes  of  all  this  was 
to  ensure  a risk-free  world,  uninhabited  by  evil  spirits 
and  blessed  by  the  gods  of  the  tribe.  Although  some  of 
the  writings  lost  relevance  as  societies  changed,  rev- 
erence for  the  word  persisted  and  resistance  to 
change  was  often  prolonged  and  bloody.  After  all,  if 
laws  were  divinely  inspired,  who  could  question  with- 
out endangering  the  body  politic? 

Of  course  chance  and  accident  occasionally 
threatened  but  appropriate  preventive  measures  — 
charms,  amulets,  magic  words  — or,  propitiatory 
gestures  — incantations,  dances,  even  human  sac- 
rifices — could  be  relied  on  to  restore  the  status  quo. 
Our  modern,  technological  society  recognizes  most  of 
this  as  sheer  superstition,  the  child  of  ignorance  and 
enthusiasm,  and  understands  that  we  can  anticipate 
needs,  regulate  distress,  balance  the  budget  and 
minimize  risk  because  we  can  measure,  record, 
analyze,  report,  file,  meet  in  committee  to  seek  con- 
sensus, devise  strategies,  or  by  applying  the  oracular 
Delphian  technique,  statistical  analysis,  computer 
programming  so  that  we  can  outline  studies  which 
permit  proper  weighing  of  variables  and  even  allow 
some  improvisation  as  if  we  were  playing  games. 

We  can  assume  that  quality  of  medical  care  can  be 
assessed  by  reviewing  charts  without  interviewing 
patients  or  understanding  what  being  a patient  means 
to  someone.  From  these  data  we  can  then  quantify 
need,  establish  minimal  standards,  apply  cost- 
containment  and  cost-effective  measures,  appreciate 
rubrics  and  delineate  cohorts.  In  short  we  can  erect  a 
substructure  of  words  to  conceal  the  poverty  of  our 
thought  and  the  anemia  of  our  committment.  Of  such 
are  risk-free  worlds  made  and  rats  become  as  men 
because  they  can  get  cancer  too.  Where  lies  the  line  in 
government  between  ’’promote  the  general  welfare” 
and  big  daddy  knows  best? 

J.H.F. 
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NEW  MEMBERS 

of  the  State  Society 


Ahmad,  Sarwat  Wahaj,  MD,  (P)  4619  Dow  Court,  Fayetteville 
28305 

Allen,  Bama  Titus,  Jr.,  MD,  (IM)  Watts  Group  Practice,  W.  Club  at 
Broad  St.,  Durham  27707 

Almkurst,  Ralph  Durwood,  II,  MD.  (INTERN-RESIDENT)  644 
Brent  Street,  Winston-Salem  27103 

Anderson,  Richard  Dawson,  MD,  (R)  4106-A  Providence  Road, 
Charlotte  2821 1 

Anikwue,  Charles  Shike,  MD,  (OBG)  1041  Jackson  St.,  P.  O.  Box 
1122,  Roanoke  Rapids,  27870 

Baber,  Collins  Earl,  MD,  (R)  Box  3808,  Duke  Medical  Center, 
Durham  27710 

Bailey,  Ms  Beth  Ann  (STUDENT)  646  Craige  Dorm,  UNC,  Chapel 
Hill  27514 

Al-Khaldi.  Aous  Salim,  MD,  (R)  104  Tranquil  Circle,  Oxford  27565 

Battle,  Ben  Haskew,  Jr.  (STUDENT)  R-2  Kingswood  Apts., 
Chapel  Hill  27514 

Cannon.  Thomas  B.,  MD,  (FP)  Bowman  Gray,  Winston-Salem 
27103 

Clay,  Thomas  Howard  (STUDENT)  17-C  Univ.  Garden  Apts., 
Chapel  Hill  27514 

Cunningham,  Mark  Alan,  MD,  (AN)  55  Cambridge  Road,  Asheville 
28804 

Dambeck,  Allyn  Bernard,  MD,  (FP)  506  Walkingstick  Trail,  Clin- 
ton 28328 

Dula,  Frederick  Mast,  Jr.,  (STUDENT)  506  Hibriten  St.,  S.W., 
Lenoir  28645 

Fabian,  Kenneth  Joseph,  MD,  (P)  607-D  Lynrock  Terrace,  Eden 
27288 

Farahnakian.  Ali,  MD,  (R)  P.O.  Box  104,  Danbury  27016 

Gelot,  Raginvir  Baxiram,  MD,  (OTO)  405  S.  Colony  Avenue, 
Ahoskie  27910 

Guilford,  William  Bonner,  MD,  (R)  UNC,  Dept,  of  Radiology, 
Chapel  Hill  27514 

Hairston,  Oscar  G.,  MD,  2206  Patterson  Avenue,  Winston-Salem 
27105 

Hamilton,  William  Godfrey,  MD,  (INTERN-RESIDENT)  Hickory 
Nut  Gap  Farm,  Fairview  28730 

Hardy,  John  Gregg,  MD,  (N)  1709  W.  6th  Street,  Greenville  27834 

Harshaw,  Charles  Wm.,  Jr.,  MD,  (IM)  914  N.  Elm  St.,  Box  20928, 
Greensboro  27401 

High,  Larry  Allison,  Jr.,  MD,  (OBG)  3132  Sunset  Avenue,  Rocky 
Mount  27801 

Johnson,  Peter  G.,  MD,  Box  577,  Mount  Gilead,  27306 

Keeney,  Ronald  Eric,  MD,  (PD)  1433  Princess  Ann  Dr.,  Raleigh 
27607 

Keifer,  Anne  Cary  Randolph  Turner  (STUDENT)  3-F  Towne 
House  Apts.,  Chapel  Hill  27514 

Kiser,  Glenn  Augustus,  MD,  (PD)  Box  364,  Chestnut  Dr.,  Blowing 
Rock  28605 

Lemaster,  Pierre  C.,  MD,  (PD)  223  Livermore  Drive,  Fayetteville 
28305 

Lin,  Ying-Lang,  MD,  (OPH)  617  College  Street,  Jacksonville  28540 

Markushewski,  Edward  Joh,  Jr.  (STUDENT)  8-1  Kingswood 
Apts.,  Chapel  Hill  27514 

Miller,  Hershey  Eugene,  MD,  (OTO)  702  Hartness  Road.  States- 
ville 28677 

Owens,  Jon  Brown,  Jr.,  MD,  (PTH)  1501  Pembroke  Road,  Greens- 
boro 27408 

Plotka,  Marshall  B.  (STUDENT)  Box  2788,  Duke  Medical  Center, 
Durham  27710 


Powell,  Richard  Randolph,  MD,  (IM)  603  Beaman  St.,  Clinton 
28328 

Pugh,  Walter  Leonard,  (STUDENT)  1109  Crestwood  Dr., 
Winston-Salem  27101 

Pyles,  Jerald  Dennis,  MD,  (IM)  510  7th  Avenue,  W.,  Henderson- 
ville 28739 

Savarese,  Charles  Joseph,  Jr.,  MD,  (FP)  Brunswick  County  Medi- 
cal Center  Supply  28462 

Scharf,  Forrest  Larry,  MD,  (CLP)  Wayne  County  Hospital, 
Goldsboro  27530 

Shen,  Sun  Fan,  MD,  (FP)  204  S.  Main  Street,  Hope  Mills 

Sivalingam,  Selvadurai,  MD,  (NS)  301 1 Mt.  Vernon  Dr.,  Gastonia 
28052 

Surrat,  John  Peeler,  MD,  (D)  Woodside  Prof.  Bldg.,  Clinton  28328 

Tesluk,  Gregory  Clifton  (STUDENT)  8 Rogerson  Drive,  Chapel 
Hill  27514 

Thomason,  Hubert  Hiram,  Jr.,  (STUDENT)  220  Hayes  Road, 
Chapel  Hill  27514 

Thomson,  Douglas  Buchanan,  (STUDENT)  741  E.  Franklin  St.  #5, 
Chapel  Hill  27514 

Turnbull,  Joseph  Taylor,  MD,  (FP)  W.  Thomason  Street,  Old  Fort 
28762 

Wase,  Raymond  Edward,  Jr.,  MD,  (EM)  1525  Wandering  Way  Dr., 
Charlotte  28211 

Whitley,  Robert  Macon,  Jr.,  MD,  (IM)  144 Coast  Line  St.,  P.O.  Box 
2642,  Rocky  Mount  27801 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
the  Bowman  Gray,  Duke  and  UNC  Schools  of  Medicine,  Dorothea 
Dix,  Wayne  County  Hospital  and  Burroughs  Wellcome  Company 
are  accredited  by  the  American  Medical  Association.  Therefore 
CME  programs  sponsored  or  co-sponsored  by  these  schools  au- 
tomatically qualify  for  AMA  Category  1 credit  toward  the  AMA’s 
Physician’s  Recognition  Award,  and  for  North  Carolina  Medical 
Society  Category  “A”  credit.  Where  AAFP  credit  has  been  re- 
quested or  obtained,  this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

3.  The  East  Carolina  University  School  of  Medicine  has  submit- 
ted an  application  to  the  Council  on  Medical  Education  of  the 
American  Medical  Association  for  the  accreditation  of  its  Continu- 
ing Medical  Education  Program.  In  the  interim  period,  until  ac- 
creditation is  received,  physicians  who  attend  continuing  medical 
education  programs  presented  by  the  East  Carolina  University 
School  of  Medicine  will  be  able  to  receive  Category  I Credit  toward 
the  AMA  Physician’s  Recognition  Award  and  Category  A Credit 
toward  the  requirements  of  the  North  Carolina  Medical  Society. 

Until  such  time  as  East  Carolina  University  School  of  Medicine  is 
accredited,  continuing  medical  education  programs  will  be  co- 
sponsored with  the  Eastern  AHEC  which  is  affiliated  with  the 
University  of  North  Carolina  School  of  Medicine.  Physicians  who 
attend  these  programs  should  indicate  that  it  was  co-sponsored  by 
the  Eastern  AHEC. 

PROGRAMS  IN  NORTH  CAROLINA 
July  3-5 

8th  Annual  Sports  Medicine  Symposium 
Place:  Blockade  Runner,  Wrightsville  Beach 
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Sponsor:  Committee  on  Medical  Aspects  of  Sports 
Fee:  $40  physician  and  spouse;  $20  physician  alone 
For  Information:  Frank  C.  Wilson,  M.D.,  North  Carolina  Memorial 
Hospital,  Chapel  Hill  27514 

July  3-7 

Review  Course  in  Family  Medicine 

Place:  Center  for  Continuing  Education,  Appalachian  State  Uni- 
versity, Boone 
Fee:  $150 

Credit:  30  hours;  AAFP;  enrollment  limited  to  100  participants 
For  Information:  Mr.  Edwin  Davis,  Executive  Director,  North 
Carolina  Academy  of  Family  Physicians,  P.O.  Drawer  11268, 
Raleigh  27604 

July  10-13 

28th  Annual  Institute  — Close  Encounters  of  the  Pulmonary  Kind 
Place:  Blue  Ridge  Assembly,  Black  Mountain 
Credit:  15  hours;  AMA  Category  I 

For  Information:  North  Carolina  Lung  Association,  Box  27985, 
Raleigh  27611 

July  10-14 

Duke  Medical  Center  Annual  Postgraduate  Course  — Morehead 
Symposium 

Place:  Atlantis  Lodge,  Atlantic  Beach 
Fee:  $175 
Credit:  30  hours 

For  Information:  M.  Henderson  Rourk,  M.D.,  Duke  University 
Medical  Center,  Durham  27710 

July  23-28 

Annual  Meeting  of  the  Southern  Obstetric  and  Gynecological  Semi- 
nar, Inc. 

Place:  Grove  Park  Inn,  Asheville 

Fee:  $100  for  Non-Members 

Credit:  21  hours;  AMA  Category  I and  AAFP 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F,  Mars  Hill  28754 

July  31-August  4 

Myrtle  Beach  Workshop 
Fee:  $125 
Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

July  31-August  5 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Atlantic  Beach 

Sponsors:  Department  of  Radiology,  Duke  University  Medical 
Center 
Fee:  $200 

Credit:  30  hours;  AMA  Category  1 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box3808, 
Duke  University  Medical  Center,  Durham  27710 

September  3-15 

Electron  Microscopy  Techniques 

Place:  Duke  University  Marine  Laboratory,  Beaufort 

Sponsor:  Burroughs  Wellcome  Company 

Fee:  $995 

For  Information:  Dr.  Eve  MacDonald,  Burroughs  Wellcome  Com- 
pany, 3030  Cornwallis  Road,  Research  Triangle  Park,  27709 

September  7-9 

Family  Medicine 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  8-9 

Annual  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 
Place:  Blockade  Runner,  Wrightsville  Beach 
For  Information:  David  R.  Williams,  M.D.,  Chapter  Chairman, 
Southgate  Shopping  Center,  Thomasville  27360 

September  14 

Practicing  Physicians  Clinic 

Place:  Burroughs  Wellcome  Company 

For  Information:  Stanly  Grosshandler,  M.D.,  Director  of  Continu- 
ing Education,  Burroughs  Wellcome  Company,  3030  Cornwallis 
Road,  Research  Triangle  Park  27709 


September  20 

New  Developments  in  Renal  and  Hypertensive  Disease 
Place:  Lee  County  Hospital,  Sanford 
Sponsor:  Lee  County  Medical  Society  and  Searle  Labs 
Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

September  27-October  1 

North  Carolina  Medical  Society  Annual  Committee  Conclave 
Place:  Mid-Pines  Club,  Southern  Pines 
Regular  meetings  will  be  scheduled  for  the  chairman  and  mem- 
bers of  almost  all  regular  Committees  of  the  Medical  Society; 
committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

September  28-30 

Seminar  in  Medicine 
Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  28-October  1 

Invitational  Assembly  for  Advanced  Urology  on  Urologic  Malig- 
nancies 

Place:  Pinehurst  Hotel  and  Country  Club 

Sponsors:  Division  of  Urology,  Duke  University  Medical  Center 
Fee:  $150 

Credit:  16  hours;  Category  1 

For  Information:  Virginia  Jordan,  Assembly  Secretary,  P.O.  Box 
3343,  Duke  Hospital,  Durham  27710 

September  29-30 

Outcome  Workshop 

Fee:  $350;  enrollment  limited  to  30  participants 
For  Information:  David  I.  Eifrig,  M.D.,  Room  617  Burnett- 
Womack  Building  229-H,  Chapel  Hill  27514 

October  4-5 

Seminar  on  Diabetes 
Fee:  None 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

October  4-5 

Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 
Fee:  None 
Credit:  12  hours 

For  Information:  Richard  Kerecman,  M.D.,  P.O.  Box  795,  Hun- 
tersville 28078 

October  13-14 

Alumni  Scientific  Session 
Fee:  None 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

October  16-18 

North  Carolina  Office  of  Emergency  Medical  Services  Annual 
Meeting 

Place:  Sheraton  Inn,  Charlotte 

For  Information:  Mr.  Chris  Gentile,  North  Carolina  Office  of 
Emergency  Medical  Services,  1330  St.  Mary’s  Street,  Raleigh 
27611 

October  17-22 

30th  Annual  Workshop  and  Scientific  Program  of  the  Society  for 
Clinical  and  Experimental  Hypnosis 
Place:  Grove  Park  Inn,  Asheville 

Sponsors:  Department  of  Psychiatry  and  the  Department  of 
Psychology  of  UNC  and  the  Office  of  Continuing  Education, 
UNC  School  of  Medicine,  and  the  School  of  Dentistry 
For  Information:  Shirley  Sanders,  Ph.D.,  Office  of  Continuing 
Education,  236  MacNider  Building  202-H,  UNC  School  of 
Medicine,  Chapel  Hill  27514 

November  3 

Seminar  on  Arthritis 
Fee:  $35 


June  1978,  NCMJ 


377 


Librax 


For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

November  16-18 

30th  Annual  Scientific  Assembly  of  the  North  Carolina  Academy  of 
Family  Physicians 

Place:  Sheraton  Inn,  Charlotte 

Fee:  $30 

For  Information:  Mr.  Edwin  Davis,  Executive  Director,  North 
Carolina  Academy  of  Family  Physicians,  P.  O.  Drawer  11268, 
Raleigh  27604 

November  17 

Seminar  on  Aging 

Fee:  $35 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

December  2 

Mother-Infant  Bonding 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

December  1-2 

American  College  of  Physicians  — North  Carolina  Society  of  Inter- 
nal Medicine  Annual  Meeting 

Place:  Sheraton  Inn,  Charlotte 

For  Information:  Norman  H.  Garrett,  M.D.,  1038  Professional  Vil- 
lage, Greensboro  27401 


ITEMS  OF  SPECIAL  INTEREST 
August  21-23 

Advanced  Seminar  on  Ultrasound  of  the  Abdomen  and  Obstetrics 

Place:  Dutch  Inn,  Buena  Vista,  Florida 

Sponsors:  Bowman  Gray  School  of  Medicine  and  Orlando  Regional 
Medical  Center,  Inc. 

Fee:  $200 

For  Information:  J.  F.  Martin,  Director,  Center  for  Medical  Ul- 
trasound, Bowman  Gray  School  of  Medicine,  Winston-Salem 
27103 

October  23-27 

Current  Concepts  in  Diagnostic  Radiology 

Place:  Southampton  Princess  Hotel.  Bermuda 

Fee:  $250 

Credit:  30  hours 

For  Information:  Robert  McLelland.  M.D..  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

October  26-29 

Annual  Fall  Meeting,  North  Carolina  Society  of  Internal  Medicine 

Place:  Kiawah  Island,  South  Carolina 

For  Information:  Jack  B.  Hobson,  M.D.,  1351  Durwood  Drive, 
Charlotte  28204 


PROGRAMS  IN  CONTIGUOUS  STATES 
July  6-9 

Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 
Fee:  $200 

Credit:  16  hours;  AMA-PRA  Category  I 

For  Information:  Vanderbilt  Continuing  Education,  305  Medical 
Arts  Building,  Nashville,  Tennessee  37212 

September  21-23 

Cardiology  for  the  Clinician 
Place:  Williamsburg,  Virginia 

Sponsor:  Tidewater  Chapter,  American  Heart  Association 
Fee:  $75 

For  Information:  Tidewater  Chapter,  American  Heart  Association, 
891  Norfolk  Square.  Norfolk,  Virginia  23502 

September  28-October  1 

Primary  Care  of  Hand  Injuries 
Place:  Sea  Island,  Georgia 

For  Information:  American  Society  for  Surgery  of  the  Hand,  2600 
S.  Parker  Road,  #233,  Aurora,  Colorado  80014 
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Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

"Possibly”  effective,  as  adiunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chlor- 
diazepoxide HCI  and/or  clidinium  Br 
Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g , operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax 
When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e. , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 

Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


In  treating  certain  G.I.  disorders 


Enhance 


with  the  triple  benefits  of 
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W •<  Adjunctive  v 


Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
. and  2.5  mg  clidinium  Br. 


■ 

Librax  is  unique  among  G.I  ijbdications 
tn  providing  $e  specific  antianxiety  action  of 
RIUM  (chlordiazepoxide  HC1)  as  well  as  the  p 
antisecretory  and  amspasmodic  actions  of 


QUARZAN  (clidinium  Br)  for  adjunctive  therapy 
of  irritable  bowel  syndrome*and  duodenal  ulcer. 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DW1DE 

Each  capsule  contains  50  mg.  of  Dyrenium"  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K'1"  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
ad\  < se  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION! 
SERUM  K+AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide'  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
istitutional  use  only). 
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AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


Dr.  Herbert  Codington,  formerly  of  Wilmington, 
asked  the  Norh  Carolina  Medical  Auxiliary  for  help  in 
filling  his  first  priority  in  a destitute  area  of 
Bangladesh,  where  he  is  running  a large  medical 
clinic.  The  women  desperately  need  saris,  the  wrap- 
around, all-purpose  dress  they  wear,  and  most  women 
attending  the  clinic  have  only  one.  These  saris  cost 
$3.00-$4.00  each  and,  according  to  Dr.  Codington,  can 
be  purchased  more  reasonably  over  there.  Each  local 
auxiliary  was  asked  to  set  aside  January  for  raising 
money  for  the  saris. 

Through  afilm,  “Golden  Bangladesh”  shown  at  our 
September  workshop,  the  needs  of  the  Bangladesh 
women  touched  many  doctors’  wives  in  North  Caro- 
lina. A cashier's  check  for  $728.74  has  been  sent  to  Dr. 
Codington’s  account  in  Atlanta  to  help  support  the 
“Saris  for  Bangladesh”  fund,  which  was  introduced  at 
the  regional  fall  workshop  as  the  international  health 
project  for  this  year. 

The  local  auxiliaries  held  silver  teas  or  passed  the 
silver  bowl  to  collect  from  $10  to  $200:  Buncombe  $10, 
Catawba  $12,  Forsyth  $52.82,  Greensboro-Guilford 
$131,  High  Point-Guilford  $13.50,  Lenoir-Greene 
$46.80,  New  Hanover  $195,  Pitt  $30,  Sampson  $12, 
Union  $12,  Wilson  $200.  Halifax-Northampton  aux- 
iliary sent  22  good  used  saris  directly  to  Dr. 
Codington.  These  were  given  by  their  international 
health  chairman,  Mrs.  Uma  Shankar,  and  her  friends 
from  India. 

Mrs.  J.  Colvin  MacKay 
International  Health  Chairman 
302  West  Renovah  Circle 
Wilmington,  N.C.  28401 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


A physician  at  the  Comprehensive  Cancer  Center 
has  come  up  with  a mathematical  way  to  predict  when 
some  cancer  patients  will  be  cured. 

Dr.  Edwin  B.  Cox  has  proven  his  method  thus  far 
with  multiple  myeloma,  a cancer  of  the  bone  marrow. 
Animal  studies  done  elsewhere  suggest  that  the  for- 
mulas Cox  uses  should  work  for  many  other  types  of 
human  cancer  as  well. 

Cox  is  an  associate  in  the  Department  of  Medicine 
as  well  as  a Comprehensive  Cancer  Center  faculty 
member. 

The  researcher  said  that  his  method  could  spare 
certain  patients  on  anti-cancer  drugs  from  getting  too 
few  treatments  or  too  many. 

Too  few  treatments  would  allow  a patient’s  cancer 


to  return;  too  many  treatments  would  prolong  un- 
pleasant side  effects  after  the  person  had  been  cured. 

Equally  important,  Cox  said,  the  math  formulas 
could  allow  doctors  to  judge  very  soon  after  treatment 
begins  whether  the  therapy  they  have  chosen  will  cure 
the  patient.  If  it  will  not,  they  could  choose  another 
type  of  treatment  without  delay. 

* * * 

Dr.  Ervin  M.  Thompson,  associate  in  the  Depart- 
ment of  Psychiatry,  has  been  named  chief  of  the  hos- 
pital’s Psychiatric  Inpatient  Service. 

Thompson,  32,  will  have  overall  responsibility  for 
operation  of  the  service  and  for  developing  new  pro- 
grams. 

He  is  a native  of  Mobile,  Ala.,  and  a graduate  of 
Yale  University  and  Vanderbilt  Medical  School.  He 
completed  an  internship  at  Presbyterian-St.  Lukes 
Hospital  in  Chicago  in  1973  and  his  residency  in  psy- 
chiatry at  Duke  in  1977. 

Before  being  named  to  the  Duke  faculty  last  year,  he 
was  chief  resident  in  psychiatry. 

* * * 

Dr.  Stanley  Wallace  Weitzner,  professor  of  anes- 
thesiology, won  first  prize  for  a scientific  exhibit  pre- 
sented at  the  International  Anesthesia  Research  Soci- 
ety 52nd  Congress. 

The  exhibit,  which  Weitzner  presented  with  Dr. 
Leslie  Rendall-Baker  of  New  York’s  Mount  Sinai 
School  of  Medicine,  was  entitled  “Safer  Gas 
Machines  through  Standards.” 

* * * 

Scientists  here  have  developed  what  they  say  is  an 
important  new  microscopic  technique  for  studying 
meiosis,  a stage  in  the  biological  process  by  which 
sperm  and  egg  cells  are  produced. 

The  technique,  according  to  Dr.  Montrose  J. 
Moses,  professor  of  anatomy,  is  both  simple  and 
rapid,  and  also  offers  the  clearest  picture  yet  of  certain 
abnormalities  in  chromosomes,  the  carriers  of  all 
genetic  information. 

“Among  the  potential  benefits  of  this  new  method 
are  improved  diagnosis  of  infertility  and  more  accu- 
rate genetic  counseling  for  patients  whose  children 
may  suffer  birth  defects,”  Moses  said. 

“It  has  already  provided  us  with  new  information 
about  the  mechanics  of  meiosis  and  promises  to  sup- 
ply much  more,”  he  added. 

Until  now,  the  most  commonly  used  laboratory 
technique  for  studying  meiosis  has  involved  imbed- 
ding tissue  samples  from  animal  and  human  testes  in 
plastic  and  then  shaving  off  hundreds  of  extremely 
thin  sections  to  photograph  under  the  electron  mi- 
croscope. 

Preparation  of  the  specimens  and  photographs  can 
take  a week  or  more. 

The  scientist  said  the  new  technique  involves  a 
“microspreading”  process  in  which  cells  are  placed  in 
a small  puddle  of  saltwater  in  a dish.  When  the  puddle 
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is  swept  clean  with  lens  paper,  the  surface  tension  of 
the  liquid  tears  the  cells  apart  without  disturbing  the 
cell  nuclei  that  contain  chromosomes. 

Nuclei  floating  on  the  surface  are  stuck  to  a fine 
copper  screen  that  has  been  coated  with  plastic  and 
carbon.  The  specimens  are  then  fixed  with  chemicals, 
stained,  dried  and  examined  in  the  electron  mi- 
croscope. 

The  entire  operation  takes  less  than  an  hour,  Moses 
said. 

* * * 

This  year’s  Davison  Scholar  began  his  medical  edu- 
cation here  three  years  ago,  and  he  began  his  life  here 
25  years  ago. 

The  recipient  of  the  1978  Davison  Scholarship  for 
the  study  of  primary  care  medicine  in  a foreign  coun- 
try is  David  Shane  McAlister. 

The  award  was  announced  by  Dr.  Shirley  K.  Os- 
terhout,  assistant  dean  for  student  affairs,  who  said 
McAlister  would  use  the  scholarship  to  study  general 
medical  practice  in  England  during  July  and  August  of 
this  year. 

McAlister,  a 1975  graduate  of  Washington  and  Lee 
University,  Lexington,  Va.,  was  born  in  1953  at  Duke 
Hospital  where  his  mother,  Shirley  McAlister,  was  a 
radiologic  technician  and  his  father,  Dr.  Joseph  How- 
ard McAlister  (M.D.  ’48),  was  completing  a residency 
in  radiology. 

The  annual  scholarships  are  provided  by  the  Da- 
vison Club  which  was  founded  in  1968  and  named  in 
honor  of  Dr.  Wilburt  C.  Davison,  Duke’s  first  dean  of 
medicine.  Members  contribute  at  least  $ 1 ,000  a year  to 
the  School  of  Medicine. 

* * * 

A young  physician  at  Duke  has  been  cited  by  the 
American  College  of  Cardiology  for  outstanding  re- 
search. 

Dr.  R.  Sanders  Williams,  a fellow  in  cardiology, 
received  the  Young  Investigators  Award  on  the  basis 
of  his  studies  of  “Alpha-andrenergic  receptors  in  rat 
myocardium.” 

A native  of  Athens,  Ga.,  Williams  graduated  from 
Princeton  University  in  1970  and  received  his  M.D. 
degree  from  Duke  in  1974. 

Following  internship  and  residency  at  Mas- 
sachusetts General  Hospital  in  Boston,  he  returned  to 
Duke  as  a cardiology  fellow  in  January  1977. 

* * * 

Dr.  Rebecca  H.  Buckley,  professor  of  pediatrics 
and  associate  professor  of  immunology,  has  been 
named  president-elect  of  the  American  Academy  of 
Allergy,  a 3,000-member  professional  organization. 

She  also  is  president-elect  of  the  Southeastern  Al- 
lergy Association. 

* * * 

Dr.  John  W.  Moore,  professor  of  physiology,  has 
been  named  to  the  executive  committee  of  the  trustees 


of  the  Marine  Biological  Lab,  Woods  Hole,  Mass.  He 
also  is  chairman  of  the  budget  committee  and  a 
member  of  the  search  committee. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  Walter  J.  Pories,  chairman  of  the  Department  of 
Surgery,  was  guest  speaker  at  the  annual  meeting  of 
the  German  Surgical  Congress  held  in  Munich  during 
May.  Pories,  the  only  speaker  invited  from  the  United 
States,  presented  a paper  on  carcinoma  of  the  breast 
and  new  approaches  for  cosmetic  construction.  A na- 
tive of  Munich,  Pories  delivered  his  speech  in  German 
to  the  5,000  surgeons  who  attended  the  meeting. 

* * * 

Dr.  Robert  E.  Thurber,  chairman  of  the  Department 
of  Physiology,  has  been  elected  vice  president  of  the 
American  Heart  Association-North  Carolina  Af- 
filiate. Thurber  currently  serves  as  chairman  of  the 
state  Medical  and  Community  Programs  Committee 
and  president  of  the  Pitt  County  Heart  Association. 
* * * 

Dr.  Alphonse  J.  Ingenito,  associate  professor  of 
pharmacology,  presented  “Can  CO  in  Tobacco 
Smoke  Affect  Visual  Function?”  at  the  annual  meet- 
ing of  the  American  College  of  Clinical  Pharmacology 
in  San  Francisco. 

* * * 

The  School  of  Medicine  has  received  a $12,875 
grant  from  the  American  Medical  Student  Association 
for  the  development  of  an  academic  course  designed 
to  teach  the  team  concept  in  health  care. 

Dr.  Jon  B.  Tingelstad,  project  coordinator  and 
chairman  of  the  Department  of  Pediatrics,  says  the 
course  will  help  ECU’s  medical,  nursing  and  allied 
health  students  understand  their  individual  roles  as 
members  of  the  health  care  team  and  will  emphasize 
the  importance  of  a close  working  relationship  within 
the  group. 

Representatives  from  each  of  ECU’s  health  cur- 
riculums  will  teach  the  three-hour  course  this  fall. 

* * * 

Dr.  Paul  H.  Strausbauch  has  joined  the  School  of 
Medicine  as  assistant  professor  of  pathology.  Straus- 
bauch received  his  undergraduate  degree  from  the 
University  of  San  Francisco  and  his  Ph.D.  in 
biochemistry  from  the  University  of  Washington. 
After  postdoctoral  study  at  the  Weizmann  Institute  of 
Science  in  Israel  and  the  University  of  Manitoba  in 
Canada,  he  received  his  M.D.  at  the  University  of 
Miami. 
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His  special  interests  include  protein  chemistry,  im- 
munological processes  and  electron  microscopy,  and 
he  has  published  numerous  papers  dealing  with  his 
research  in  immunology  and  biochemistry. 

* * * 

First-year  students  at  the  School  of  Medicine  have 
organized  a Family  Practice  Club  to  get  a better  un- 
derstanding of  the  specialty  that  is  the  foundation  of 
the  medical  school.  Sixteen  of  the  28  students  in  the 
class  are  charter  members  of  the  club. 

The  club’s  adviser  is  Dr.  Jack  Wilkerson,  a Green- 
ville family  practitioner  who  is  chairman  of  the  Com- 
mittee on  Student  and  Medical  School  Affairs  for  the 
North  Carolina  Academy  of  Family  Practice. 

* * * 

Five  faculty  members  presented  papers  at  the  an- 
nual meeting  of  the  Federation  of  American  Societies 
for  Experimental  Biology  in  Atlantic  City.  Participat- 
ing in  the  conference  were  Drs.  Joseph  W.  Litten  and 
Seymour  Bakerman,  pathology;  Drs.  Hisham  Barakat 
and  G.  Lynis  Dohm,  biochemistry;  and  Dr.  David  L. 
Beckman,  physiology. 

* * * 

Forty  psychiatrists  from  throughout  eastern  North 
Carolina  recently  met  in  Greenville  to  form  the  East- 
ern Carolina  Psychiatric  Association,  the  first  profes- 
sional organization  for  psychiatrists  in  this  region  of 
the  state.  Dr.  James  L.  Mathis,  chairman  of  the  De- 
partment of  Psychiatry,  was  elected  vice  president  of 
the  group. 

* * * 

A photograph  of  a 17-week-old  fetus  earned  Carroll 
Punte,  medical  photographer  in  the  Audio-Visual  Ser- 
vices Center,  second  place  for  professional  medical 
photography  at  the  Association  of  American  Medical 
Students  — Eaton  Medical  Art  Awards  Program. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  84  students  in  Bowman  Gray’s  senior  class 
have  been  awarded  house  officer  appointments  for 
1978-79. 

They  will  take  house  officer  training  in  hospitals  in 
21  states  and  the  District  of  Columbia.  Nearly  60% 
of  the  students  will  train  in  one  of  medicine’s  primary 
care  specialities. 

Twenty-seven  of  the  students  will  train  at  North 
Carolina  Baptist  Hospital,  Bowman  Gray’s  principal 
teaching  hospital. 
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Dr.  Marvin  Sussman.  professor  and  chairman  of  the 
Department  of  Medical  Social  Sciences,  organized  the 
1978  annual  meeting  of  the  Groves  Conference  on 
Marriage  and  the  Family,  held  April  27-30  in  Wash- 
ington. 

The  conference  is  expected  to  have  considerable 
impact  on  the  1979  White  Flouse  Conference  on  the 
Family.  Representatives  from  the  White  Flouse  staff 
attended  the  April  meeting  along  with  other  govern- 
ment officials. 

The  1979  conference  will  concentrate  on  methods 
the  government  can  use  to  strengthen  the  American 
family  through  its  policy-making  and  legislative  chan- 
nels. 


* * * 

Leon  L.  Rice  Jr.  of  Winston-Salem  has  been  re- 
elected chairman  of  the  Medical  Center  Board  of  the 
Bowman  Gray  School  of  Medicine  and  North  Carolina 
Baptist  Hospital. 

Other  re-elected  officers  are  A.  H.  Field  of  Hickory, 
vice  chairman;  Miss  Katherine  Davis  of  Winston- 
Salem,  secretary;  and  T.  Clyde  Collins  Jr.  of  Greens- 
boro, treasurer. 

The  board,  consisting  of  eight  trustees  of  Wake 
Forest  University,  eight  trustees  of  the  hospital  and  a 
member  of  the  medical  center's  professional  staff,  is 
responsible  for  the  overall  supervision  of  the  medical 
center. 

Newly  appointed  members  of  the  board  are  E.  Lee 
Cain  of  High  Point;  Edsel  Cook  of  Boone;  Dr.  W.  J. 
Furr  of  Winston-Salem;  Francis  E.  Garvin  of  Wilkes- 
boro;  and  Dr.  D.  E.  Ward  Jr.  of  Lumberton. 

Appointed  to  the  board’s  executive  committee  were 
Petro  Kulynych  of  Wilkesboro  and  Miss  Joyce  War- 
ren of  Clinton. 

* * * 

Dr.  Kathleen  Auerbach,  assistant  professor  of 
sociology,  has  been  appointed  a member  of  the  Board 
of  Consultants  for  Parents  of  Prematures,  as  part  of 
the  Premature  Infant  Refocus  Project,  Department  of 
Maternal  and  Child  Nursing,  University  of  Washing- 
ton at  Seattle. 

* * * 

George  Lynch,  director  of  audio-visual  resources, 
has  been  selected  as  a judge  for  the  Health  Sciences 
Communications  Association  Video  Tape  Competi- 
tion sponsored  by  the  Network  for  Continuing  Medi- 
cal Education. 

* * * 

Dr.  George  D.  Rovere,  associate  professor  of  or- 
thopedic surgery,  has  been  elected  treasurer  of  the 
Association  for  Research  in  General  Orthopedics  for 
1978-79. 


* * * 

Dr.  Robert  Turner,  associate  professor  of  medicine, 
has  been  elected  to  a one-year  term  as  chairman  of  the 
Medical  Advisory  Committee,  North  Carolina  Chap- 
ter of  the  Arthritis  Foundation. 


Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN*  Icloxacillin  sodium  I 
Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  ( 1 2 ) TEGOPEN  9/ 1 1 /75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  (See  Important  Note  below. I 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all,  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g..  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  patients  for  whom  pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophtlia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100,  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg. /5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 

TEGOPEN 

(doxadllin  sodium) 


“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.f 

■^NOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta -hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacilliri  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  significance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.L  tract.t 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
for  prescribing  information. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


The  minting  of  a silver  coin  has  been  commissioned 
as  part  of  the  School  of  Medicine’s  observance  of  its 
100th  anniversary. 

The  coin,  which  will  be  struck  in  .999  fine  silver,  is 
available  for  sale  to  alumni,  faculty  and  collectors. 
Proceeds  will  go  to  endow  a Centennial  Scholarship 
Fund  for  medical  students. 

The  coin  is  somewhat  larger  than  a U.S.  half  dollar. 
The  face-side  bears  a likeness  of  the  medical  school’s 
MacNider  building  and  the  legend  “UNC  School  of 
Medicine  Centennial,  1879-1979.”  The  other  side 
bears  the  seal  of  the  University  of  North  Carolina.  The 
Medical  Alumni  Association,  236  MacNider  Building, 
is  taking  orders. 

* * * 

Dr.  Charles  W.  Carter,  Jr.,  assistant  professor  of 
biochemistry  and  nutrition  and  anatomy,  has  received 
a $60,000  research  grant  from  the  National  Science 
Foundation  to  study  the  way  iron-sulfur  proteins  af- 
fect energy  transformation  by  electron  transfer. 

Carter’s  project,  “Catalysis  of  Electron  Transfer  in 
Iron-Sulfur  Proteins”  is  also  supported  by  a 
Jefferson-Pilot  Fellowship  in  Academic  Medicine. 

A practical  benefit  of  the  research  may  be  im- 
provement in  the  design  of  solar  energy  cells.  The 
research  may  also  have  medical  benefits  by  furthering 
understanding  of  the  differences  in  energy  metabolism 
between  normal  and  abnormal  cells. 

* * * 

Drs.  William  L.  Fleming  and  William  P. 
Richardson,  pioneers  in  preventive  medicine  at  UNC, 
were  honored  by  more  than  50  colleagues  and  friends 
at  a dinner  recently. 

Fleming,  professor  of  family  medicine  and 
medicine,  was  the  first  chairman  of  the  UNC-CH  De- 
partment of  Preventive  Medicine,  a position  he  held 
from  1952  until  1970.  He  is  also  former  assistant  dean 
of  education  and  research  and  was  a research  profes- 
sor of  syphiology  at  the  UNC-CH  School  of  Public 
Health  from  1939  until  1945. 

His  research,  especially  in  the  area  of  venereal  dis- 
ease, has  long  been  acclaimed.  In  1975  he  was  one  of 
two  recipients  of  the  American  Social  Health  Associ- 
ation's William  Freeman  Show  Award. 

Richardson  has  been  professor  of  preventive 
medicine  since  1952.  He  first  came  to  UNC-CH  in 
1936  as  associate  professor  of  public  health  adminis- 
tration and  was  a leader  in  continuing  medical  educa- 
tion at  hospitals  throughout  the  state. 


His  research  on  handicapped  children  laid  the 
groundwork  for  a census  of  the  state’s  handicapped 
children  so  that  services  could  be  made  available  to 
them. 

Richardson  retired  from  the  university  last  June. 
Fleming  is  retiring  from  the  Department  of  Family 
Medicine  this  month. 

* * * 

Dr.  George  Johnson,  Jr.,  professor  and  chief  of 
general  surgery,  has  been  elected  to  a three-year  term 
on  the  the  executive  council  of  the  Southern  Associa- 
tion for  Vascular  Surgery. 

* * * 

Dr.  Robert  G.  Burney,  associate  professor  of  anes- 
thesiology, presented  “Pharmacology  of  Anesthetics: 
Preoperative  Considerations  in  Anesthesia”  and 
“Use  of  Newer  Anesthetic  Drugs”  at  the  First  District 
Medical  Society  Postgraduate  Course  in  Medicine  in 
Ahoskie. 

* * * 

Dr.  Cecil  G.  Sheps,  professor  of  social  medicine, 
has  been  appointed  to  an  ad  hoc  advisory  committee 
of  the  U.S.  Department  of  Health,  Education  and 
Welfare.  The  committee  will  survey  the  Public  Health 
Service  hospital  system  in  the  United  States  to  deter- 
mine how  it  can  be  used  most  effectively  to  meet  the 
health  care  needs  of  local  communities  and  the  nation. 
* * * 

Dr.  James  N.  Hayward,  professor  and  chairman  of 
neurology,  lectured  on  “Basic  and  Clinical  Aspects  of 
Hypothalamus”  at  Neurology  Grand  Rounds  and 
Adult  and  Pediatric  Professor’s  Rounds  at  the  Univer- 
sity of  Maryland  Hospital  in  Baltimore.  He  also  pre- 
sented a seminar  on  “CNS  Regulation  of  the 
Neurohypophysis”  to  the  Department  of  Physiology 
and  Pharmacology  at  the  Bowman  Gray  School  of 
Medicine  in  Winston-Salem. 

* * * 

Don  C.  Whiteside,  second  year  medical  student, 
presented  “The  Effects  of  Splenectomy  and  Autolo- 
gous Splenic  Reimplantation  Upon  a Streptococcus 
Pneumoniae  Challenge”  at  the  Fourth  Annual  Eastern 
Student  Research  Forum  at  the  University  of  Miami 
(Fla.)  School  of  Medicine. 

* * * 

Roberts  Heins,  executive  director  of  the  Private 
Patient  Service,  spoke  at  a meeting  of  the  University 
Affiliated  Medical  Groups  in  Denver  on  Section  227  of 
the  1972  Social  Security  Amendment  Act  and  the  im- 
plications of  pending  regulations.  The  act  provides 
regulations  for  the  Medicare  reimbursement  of  physi- 
cians in  teaching  hospitals. 

* * * 

Dr.  Joel  B.  Baseman,  associate  professor  of  bac- 
teriology and  immunology,  has  been  appointed  to  the 
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Microbiology  and  Infectious  Diseases  Advisory 
Committee  of  the  National  Institute  of  Allergy  and 
Infectious  Diseases,  which  advises  the  Department  of 
Health,  Education  and  Welfare  on  matters  related  to 
research,  development  and  evaluation  of  programs  in 
microbiology  and  infectious  diseases. 

Baseman  also  has  been  chosen  chairman-elect  of 
the  General  Medical  Microbiology  Division  of  the 
American  Society  for  Microbiology. 

* * * 

Dr.  John  S.  Kizer,  assistant  professor  of  phar- 
macology, medicine  and  neurobiology,  received  the 
National  Institute  of  Mental  Health’s  Research  Sci- 
entist Career  Development  Award  for  studies  in  the 
neurosciences. 

3fC  5fC  5fS 

Dr.  Colin  G.  Thomas,  Jr.,  professor  and  chairman 
of  surgery,  presented  “Surgery  of  the  Thyroid”  at  the 
Eastern  Virginia  Medical  School  in  Norfolk.  As  visit- 
ing professor,  he  also  made  rounds  with  the  staff  and 
attended  conferences. 

Thomas  also  presented  “Diagnosis  of  Nodular 
Goiter  and  Selection  of  Patients  for  Operation”  at  the 
Pan-Pacific  Surgical  Associations’  panel  on  “Surgery 
of  the  Endocrine  Organs”  in  Honolulu. 

* * * 

Dr.  Clayton  E.  Wheeler,  Jr.,  professor  and  chair- 
man of  dermatology,  gave  a lecture  and  led  a discus- 
sion for  the  Pitt  County  Memorial  Hospital  staff  in 
Greenville  on  “Clinical  Manifestations,  Pathogenesis, 
Diagnosis  and  Management  of  Herpes  Simplex  Infec- 
tions.” 

* * * 

Dr.  John  T.  Sessions,  Jr.,  professor  of  medicine, 
attended  the  Eastern-Southern  Medical  Affairs  Work- 
shop in  New  York  as  chairman  of  the  Professional 
Education  Committee  of  the  North  Carolina  Division 
of  the  American  Cancer  Society. 

* * * 

Dr.  W.  Ray  Gammon,  assistant  professor  of  der- 
matology, discussed  techniques  and  diagnostic  use- 
fulness of  immuno-fluorescence  in  skin  diseases  at  a 
combined  staff  conference  at  Moses  Cone  Hospital  in 
Greensboro. 

* * * 

Dr.  James  H.  Scatliff,  professor  and  chairman  of 
radiology,  presented  “Blood  in  the  Brain”  and 
“Computed  Tomography  of  the  Spine”  at  the  Medical 
College  of  Virginia-Virginia  Commonwealth  Univer- 
sity 14th  annual  radiology  post-graduate  course  ti- 
tled “Practical  Neuroradiology”  in  Williamsburg,  Va. 

* * * 

Dr.  Stanly  R.  Mandel,  associate  professor  of 
surgery  and  head  of  transplant  section,  has  been 
elected  chairman  of  the  Young  Surgeons  Committee 
of  the  American  College  of  Surgeons. 


Dr.  Paul  L.  Munson,  Sarah  Graham  Kenan  profes- 
sor of  pharmacology  and  endocrinology,  has  been  ap- 
pointed chairman  of  a national  task  force  on  endo- 
crinology and  metabolism  of  bone  and  mineral. 

The  task  force  will  undertake  a two-year  survey  of 
the  state  of  knowledge,  funding  and  future  needs  in  the 
field,  and  will  report  to  the  National  Institute  of  Ar- 
thritis, Metabolism  and  Digestive  Diseases,  sponsors 
of  the  study,  and  possibly  to  the  U.S.  Congress. 

* * * 

Drs.  Luther  M.  Talbert,  William  E.  Easterling  and 
Jaroslav  F.  Hulka,  professors  of  obstetrics  and 
gynecology,  have  been  elected  to  offices  of  national 
medical  organizations. 

Talbert,  director  of  the  division  of  reproductive  en- 
docrinology and  fertility,  was  named  president-elect 
of  the  Association  of  Professors  of  Gynecology  and 
Obstetrics  at  its  annual  meeting  in  New  Orleans. 

Easterling,  chief  of  staff  at  N.C.  Memorial  Hospital, 
was  elected  National  Chairman,  Council  on  Resident 
Education  in  Obstetrics  and  Gynecology. 

Hulka  was  named  secretary-treasurer  and 
president-elect  of  the  American  Association  of 
Gynecological  Laparoscopists.  His  term  as  president 
begins  in  1980. 

* * * 

Thomas  R.  Galleo  has  been  appointed  director  of 

N.C.  Memorial  Hospital’s  Department  of  Manage- 
ment Systems  and  Data  Processing. 

* * * 

Seven  people,  including  six  UNC-CH  alumni,  re- 

ceived the  School  of  Medicine’s  highest  honor,  the 
Faculty-Alumni  Distinguished  Service  Award. 

Those  honored  were:  Dr.  Carl  Elmore  Anderson, 
UNC-CH  professor  emeritus  of  biochemistry  and  nu- 
trition; Dr.  W.  Horsley  Gantt,  associate  professor  of 
psychiatry  emeritus  at  the  Johns  Hopkins  University; 
Charlotte’s  Dr.  Luther  Wrentmore  Kelly  Jr.,  presi- 
dent of  the  Nalle  Clinic  Corporation;  Lumberton  na- 
tive, Hector  Mac  Lean,  chairman  and  chief  executive 
of  the  Southern  National  Bank  of  North  Carolina;  Dr. 
Frank  Russell  Reynolds,  a Wilmington  pediatrician; 
Dr.  William  Perry  Richardson,  recently  retired 
UNC-CH  professor  of  preventive  medicine;  and  Dr. 
William  Gentry  Thurman,  provost  of  the  University  of 
Oklahoma  Health  Sciences  Center. 

Established  in  1955  on  the  75th  anniversary  of  the 
founding  of  the  UNC-CH  School  of  Medicine,  the 
Distinguished  Service  Award  recognizes  those  indi- 
viduals whose  distinguished  careers  and  unselfish 
contributions  have  added  prestige  to  the  university 
and  its  medical  school. 

* * * 

Dr.  Timothy  N.  Taft,  assistant  professor  in  the  divi- 
sion of  orthopaedic  surgery,  has  been  appointed  as  an 
examiner  by  the  American  Board  of  Orthopaedic 
Surgery.  Drs.  H.  Robert  Brashear  and  Frank  C.  Wil- 
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son,  professors  of  orthopaedic  surgery,  are  also 
examiners  for  the  board. 

* * * 

Six  faculty  members  have  been  promoted  to  profes- 
sor effective  July  1:  Drs.  Eugene  M.  Bozymski,  Wil- 
liam D.  Heizer,  William  B.  Herring  and  Don  W.  Pow- 
ell, Department  of  Medicine;  and  Marshall  H.  Edgell 
and  Clyde  A.  Hutchison,  Department  of  Bacteriology 
and  Immunology. 

After  completing  his  undergraduate  work  at  John 
Carroll  University,  Bozymski  received  his  M.D.  in 
1960  from  the  Marquette  University  School  of 
Medicine.  His  clinical  and  research  specialty  is  in  the 
area  of  esophageal  diseases. 

Heizer,  a specialist  in  gastroenterology,  received 
his  A.B.  in  1958  from  King  College  and  his  M.D.  in 
1963  from  Johns  Hopkins.  Herring,  chief  of  the  Medi- 
cal Teaching  Service  of  the  Moses  H.  Cone  Memorial 
Hospital  in  Greensboro,  received  his  B.S.  from  Wake 
Forest  College  and  his  M.D.  from  Bowman  Gray 
School  of  Medicine.  Powell,  chairman  of  the  division 
of  digestive  diseases,  earned  his  B.S.  from  Auburn 
University  and  his  M.D.  from  the  Medical  College  of 
Alabama.  Edgell  received  his  B.S.  in  1961  from  MIT, 
and  his  M.S.  and  Ph.D.  from  Penn  State.  His  research 


specialty  is  molecular  genetics.  Hutchison  received 
his  Ph.D.  from  the  California  Institute  of  Technology 
and  his  B.S.  from  Yale.  His  teaching  and  research 
specialty  is  molecular  genetics. 

Dr.  Jawahar  N.  Ghia,  Department  of  Anesthesiol- 
ogy, has  been  promoted  to  associate  professor. 

Three  new  faculty  members  have  joined  the 
UNC-CH  School  of  Medicine:  Dr.  John  S.  Haskill, 
associate  professor.  Departments  of  Obstetrics  and 
Gynecology,  Bacteriology  and  Immunology;  Dr. 
Arthur  H.  Lockwood,  assistant  professor,  depart- 
ment of  anatomy;  and  Dr.  W.  Jackson  Pledger,  assis- 
tant professor.  Department  of  Pharmacology. 

Haskill  comes  from  the  Medical  University  of  South 
Carolina  where  he  has  been  associate  professor  since 
1974.  A Canadian  citizen,  he  received  his  B.Sc.,  M.A. 
and  Ph.D.  from  the  University  ofToronto.  Lockwood 
has  been  research  scientist  at  New  York  University 
Medical  School  since  1975.  He  earned  his  B.A.  from 
Carleton  College  and  his  Ph.D.  from  the  Albert  Ein- 
stein College  of  Medicine.  Pledger  received  his  B.S. 
and  M.S.  from  the  University  of  Houston  and  Ph.D. 
from  Purdue.  He  has  been  research  associate  at  the 
Harvard  University  Sidney  Farber  Cancer  Institute 
since  1976. 
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In  a major  national  address  President  Carter  urged 
voluntary  restraint  of  labor  and  management  to  curb 
wage  and  price  increases.  Though  rejecting  manda- 
tory controls  for  all  other  segments  of  the  economy,  he 
urged  passage  of  his  hospital  cost  containment  bill  that 
would  place  a lid  on  hospital  revenue  increases. 

The  president  said  that  daily  hospital  costs  have 
jumped  from  $15  in  1950  to  more  than  $288  today. 
“And  physician  fees  have  gone  up  75%  faster  than 
other  consumer  prices.” 

In  the  wake  of  the  President’s  speech.  Health,  Edu- 
cation and  Welfare  Secretary  Joseph  Califano  an- 
nounced a number  of  belt-tightening  measures 
including  the  importance  to  the  administration  of 
passing  hospital  revenue  cap  legislation. 

Califano  said  that  he  expects  Congress  will  approve 
his  plan  to  “cap”  hospital  revenues  at  nine  percent  a 
year.  He  also  said  that  Sens.  Edward  Kennedy  (D- 
Mass.)  and  Herman  Talmadge  (D-Ga.),  chairmen  of 
the  two  Senate  health  subcommittees,  have  appar- 
ently reached  agreement  after  a long  impasse  to  bring 
the  proposal  to  the  Senate  floor  this  year. 

Subsequently,  Carter  met  with  the  chairman  of  a 
House  health  subcommittee.  Rep.  Dan  Rostenkowski 
(D-Ill.),  to  stress  the  importance  of  limiting  hospital 
fees. 

Afterward,  Rostenkowski  told  reporters  that  Con- 
gress has  a better  chance  of  approving  the  hospital 
cost  containment  proposal  than  anything  else  in  Presi- 
dent Carter’s  legislative  package. 

Congressional  leaders,  including  Robert  C.  Byrd 
(D-W.Va.),  the  Senate  majority  leader,  indicated  they 
would  push  hospital  cost  containment  as  a major  bill 
this  session. 

The  most  important  regulatory  measure  in 
Califano’s  belt-tightening  list  will  limit  Medicare  pay- 
ment for  laboratory  tests  and  medical  equipment  “to 
the  lowest  price  that  is  widely  available  for  the  same 
quality  in  a particular  community,  instead  of  paying  on 
the  basis  of  average  charges  or  even  higher  ones.” 
The  initial  limit  will  apply  to  the  12  most  common 
lab  tests  and  to  hospital  beds  and  wheelchairs  pur- 
chased for  Medicare  patients.  The  limits  are  to  be 
extended  to  other  tests  and  equipment  later.  Other 
initiatives  announced  by  Califano  included: 

New  Medicare  computer  screening  techniques 
to  flag  medically  unnecessary  health  care  ser- 
vices. 

Specific  goals  for  length  of  Medicare  stays  and 
use  of  tests  to  be  determined  by  Professional 
Standards  Review  Organizations. 


Acceleration  of  the  program  to  secure  second 
opinions  in  Medicare  surgery  cases. 

Revised  regulations  to  encourage  hospitals  to 
pool  resources  and  share  services. 

An  increase  in  the  number  of  Medicare  contracts 
put  up  for  competitive  bidding. 

A regulation  to  require  states  to  give  60  days 
notice  of  any  proposed  increase  in  Medicaid 
fees. 

Califano  also  said  he  is  writing  the  nation’s  gover- 
nors to  ask  them  to  promote  the  substitution  of  generic 
drugs  and  to  encourage  enrollment  in  health  mainte- 
nance organizations  by  state  employees  and  Medicaid 
beneficiaries. 

He  told  reporters  that  “the  medical  profession  itself 
has  begun  to  recognize  the  need  to  control  the  in- 
creases in  health  care  costs.”  He  said  physicians  “are 
pilots  in  this  airplane  of  medicine”  and  are  increas- 
ingly ready  to  respond  to  cost-cutting  efforts  because 
of  the  realization  that  the  alternative  might  be  federal 
controls. 

The  National  Commission  on  the  Cost  of  Medical 
Care  established  by  the  American  Medical  Associa- 
tion issued  recommendations  on  effective  delivery  of 
medical  services  that  “deserve  prompt  action,” 
Califano  said. 

The  voluntary  effort  by  the  AMA,  American  Hos- 
pital Association,  and  Federation  of  American  Hos- 
pitals, was  criticized  by  Califano,  who  said  it  “doesn’t 
look  to  me  as  if  there  is  much  voluntary  restraint.” 
However,  he  indicated  that,  if  necessary,  the  ad- 
ministration would  support  a bill  in  Congress  by 
Rep.  Rostenkowski  that  would  afford  the  voluntary 
effort  an  opportunity  to  prove  itself. 

* * * 

Labor  leaders  and  Senator  Kennedy  are  again  call- 
ing upon  the  White  House  with  redrafted  versions  of 
their  brand  of  national  health  insurance  (NHI)  in 
search  of  some  sort  of  face-saving  compromise.  And 
the  president,  though  his  welcome  mat  is  out,  is  re- 
portedly doing  his  best  to  convince  labor  to  draw 
back  a bit  from  its  original  insistence  on  a wide- 
sweeping  plan  and  go  along  with  an  approach  that  the 
Congress  might  buy. 

Labor  has  told  the  president  it  is  willing  to  abandon 
provisions  of  its  Health  Security  Act  under  which  the 
federal  government  would  handle  all  of  the  financing 
for  NHI,  eliminating  private  health  insurance.  The 
current  discussions  center  on  how  far  labor  is  willing 
to  retreat. 
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President  Carter  needs  labor’s  support  if  the  ad- 
ministration’s NHI  program  stands  any  chance  of 
clearing  Congress. 

HEW  is  the  so-called  “lead-agency”  in  developing 
the  administration's  NHI  measure.  HEW  Secretary 
Califano  and  his  health  planning  staffers  are  cool  to- 
ward the  Kennedy-labor  approach  and  are  viewed 
with  some  suspicion  by  the  labor  chiefs. 

However,  the  White  House  talks  on  the  issue  have 
gone  smoothly.  A big  hitch  has  been  HEW’s  opposi- 
tion to  “prospective  budgeting,”  the  financing  of 
health  care  funds  in  advance,  a cornerstone  of  labor's 
Health  Security  Act  aimed  at  controlling  costs. 

So  far,  the  participants  appear  to  be  leaning  toward 
an  “opt  out'  ’ plan  under  which  the  federal  government 
would  establish  a NHI  program,  including  Medicare 
and  Medicaid,  with  the  private  sector  allowed  to  con- 
struct private  health  insurance  packages  that  meet 
federal  standards. 

Among  those  attending  a recent  White  House  ses- 
sion on  NHI  with  President  Carter  were  Kennedy; 
AFL-CIO  President  George  Meany;  United  Auto 
Workers  President  Douglas  Fraser;  Secretary 
Califano;  White  House  health  aide  Peter  Bourne, 
M.D.;  and  Stuart  Eizenstat,  White  House  domestic 
programs  aide. 

Agreement  was  reported  on  the  questions  of  univer- 
sality, timing  and  the  need  for  NHI. 

Areas  of  disagreement  focused  on  administration, 
overall  cost  and  how  to  finance  the  plan. 

Although  the  president  and  White  House  staff  were 
pleased  with  the  general  tone  of  the  discussion,  they 
apparently  felt  labor  must  shift  its  position  even  more 
since  the  administration  is  vitally  interested  in  sub- 
mitting a legislative  proposal  that  “represents  a con- 
census and  is  saleable  and  affordable,”  said  one  par- 
ticipant. 

The  meeting  concluded  with  an  understanding  that 
Kennedy  and  the  labor  leaders  re-evaluate  their  posi- 
tions and  submit  a revised  proposal  at  a future  meeting 
with  the  president  before  the  administration  an- 
nounces its  NHI  principles. 

Areas  for  future  discussion  include: 
Administration.  Participation  of  private  insur- 
ance companies.  Labor  has  shifted  slightly  from 
its  previous  position  of  “no  role”  for  the  private 
insurance  sector  to  a limited  underwriting  role 
with  rigid  federal  regulation.  The  administration 
feels  this  shift  is  not  enough  and  has  suggested 
that  labor  present  some  alternatives  for  further 
discussion. 

Benefit  package.  There  appears  to  be  some  pro- 
gress in  this  area  but  the  White  House  still  be- 
lieves labor’s  package  is  too  costly.  Labor  insists 
on  “first  dollar  coverage,”  but  the  White  House 
staff  would  like  an  alternative  incorporating 
some  consumer  cost-sharing  through  co- 
insurance  and/or  deductibles. 

Cost  containment.  Labor  continues  to  favor  a 
NHI  budget  with  fixed  “caps”  administered  at 
the  federal  level.  The  White  House  noted  the 


political  and  administrative  difficulties  of  such 
an  approach  and  wants  to  discuss  alternatives 
such  as  prospective  reimbursement. 

Financing.  Apparent  agreement  was  reached 
that  Social  Security  financing  cannot  be  used  for 
NHL  But  no  agreement  has  been  reached  on 
how  best  to  finance  a NHI  plan. 

The  president  will  announce  his  NHI  principles 
shortly.  A “package  of  NHI  specifications”  (not  in 
bill  form)  will  be  forwarded  to  the  Congress  by  August 
so  legislative  hearings  can  be  scheduled.  Kennedy 
told  reporters  he  plans  hearings  by  his  health  sub- 
committee this  summer. 

* * * 

Vital  decision-making  authority  on  drug  treatment 
of  patients  would  be  transferred  from  the  practicing 
physician  to  bureaucrats  in  Washington  under  legisla- 
tion before  Congress,  the  AMA  has  warned. 

Testifying  on  sweeping  bills  to  change  the  nation’s 
drug  laws,  the  AMA  told  Sen.  Kennedy’s  health  sub- 
committee that  the  administration  bill  “improperly 
crosses  the  line  which  should  separate  the  regulation 
of  drugs  to  assure  their  safety  and  efficacy  and  the 
regulation  of  the  practice  of  medicine  through  the 
regulation  of  drugs.” 

William  C.  Felch,  M.D.,  Chairman  of  AMA’s 
Council  on  Legislation,  testified  that  provisions  in  the 
measure  “would  allow  medical  decisions  to  be  made 
by  a government  agency.”  Dr.  Felch  pointed  to  provi- 
sions allowing  HEW  to  impose  dispensing  and  dis- 
tributing conditions  on  drug  use;  requirements  for  pa- 
tient information  labeling  for  nearly  all  drugs  even 
against  a physician’s  recommendations;  and  authority 
for  the  government  to  decide  such  factors  as  relative 
efficacy  in  comparison  with  other  treatment  modes, 
intentional  abuse  potential  and  use  for  non-approved 
purposes. 

“We  believe  that  the  patients  of  this  country  want 
their  treatment  decisions  to  be  made  by  physicians  of 
their  choice  — physicians  who  have  the  responsibility 
for  the  individual  patient’s  care  — and  not  by  a federal 
bureaucracy,”  Dr.  Felch  testified. 

Referring  to  the  same  provisions,  William  R. 
Barclay,  M.D.,  AMA  Group  Vice  President  for  scien- 
tific publications  and  Editor-In-Chief  of  the  AMA 
Journal,  told  the  Human  Resources  subcommittee, 
“We  are  concerned  that  detailed  patient  labeling 
could  encourage  inappropriate  self-medication  by  pa- 
tients for  themselves  or  for  members  of  their  families 
for  conditions  that  should  appropriately  be  under  a 
physician's  care.” 

Dr.  Barclay  also  criticized  the  proposed  monograph 
plan  under  which  all  drugs  would  be  subject  to  both  a 
public  monograph  and  a private  marketing  license. 

A drug  innovator  granted  a monograph  would  be 
licensed  to  produce  the  drug.  Subsequently,  man- 
ufacturers of  this  drug  would  no  longer  be  required  to 
perform  independent  clinical  research  and  submit  data 
establishing  the  safety  and  efficacy  of  the  product. 
Dr.  Barclay  said  such  a system  has  never  been 
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tested  in  this  country  and  carries  the  potential  for 
abuse  caused  by  the  increased  centralization  of  au- 
thority in  the  Food  and  Drug  Administration. 

Rather  than  convert  the  entire  drug  approval  pro- 
cess to  a monograph  system,  he  said,  ‘‘a  better  ap- 
proach would  be  to  make  judicious  amendments  to 
existing  law  to  eliminate  duplicative  research  re- 
quirements and  to  conduct  a demonstration  or  pilot 
test  of  a monograph  system  without  the  authority  to 
impose  inappropriate  controls  on  drug  use.  ...” 

* * * 

Waste,  fraud  and  abuse  accounts  for  more  than  $4.5 
billion  in  annual  losses  in  the  federal  Medicare  and 
Medicaid  programs,  according  to  the  annual  report  of 
the  Inspector  General’s  Office  at  HEW. 

The  report  listed  $2.3  billion  to  $2.6  billion  losses  in 
Medicaid  last  year  and  $2.2  billion  in  Medicare  losses 
as  part  of  an  overall  total  of  $6.3  billion  to  $7.3  billion 
in  all  HEW  programs.  Money  spent  unnecessarily  in 
other  programs  includes  $669  million  for  Aid  to 
Families  with  Dependent  Children,  $494  million  to 
$1.2  billion  in  Income  Security  and  other  Social  Se- 
curity programs,  $88  million  for  Social  Services,  $3.6 
million  from  the  Student  Financial  Aid  Program,  and 
$97  million  in  Aid  for  Disadvantaged  Children  (edu- 
cation). 


The  Inspector  General’s  Office  was  formed  last 
year  in  an  effort  to  check  waste  and  fraud  in  HEW 
programs. 

* * * 

The  AMA  has  raised  a warning  flag  for  legislation 
aimed  at  centralizing  government  evaluation  of  medi- 
cal technology. 

“Authority  to  centralize  the  evaluation  of  technol- 
ogy, using  such  factors  as  cost  effectiveness  . . . not 
only  could  lead  to  a stifling  of  research  and  other 
creative  initiatives  . . . but  also  could  serve  to  regi- 
ment and  limit  physician  options  in  providing  treat- 
ment to  patients  on  an  individualized  basis,”  said 
William  Felch,  M.D.,  Chairman  of  the  AMA  Council 
on  Legislation. 

Dr.  Felch  made  the  statement  in  testimony  prepared 
for  the  House  Commerce  Health  Subcommittee  which 
is  considering  three  bills  dealing  with  medical  tech- 
nology research. 

One  would  establish  the  National  Institutes  of 
Health  Care  Research  as  an  independent  research  en- 
tity parallel  to  the  National  Institutes  of  Health  (NIH). 
The  institute  would  conduct  research  into  health  care 
delivery.  The  bill  also  would  establish  a new  National 
Center  for  Evaluation  of  Medical  Technology. 

Another  bill  would  establish,  within  NIH,  a Center 
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for  the  Evaluation  of  Medical  Practice.  This  center 
would  conduct  and  support  research  on  the  evaluation 
of  the  effectiveness  of  medical  practice,  including 
evaluations  of  diagnostic  and  case  finding  techniques, 
therapeutic  procedures,  and  the  appropriate  use  of 
facilities,  equipment  and  technology. 

The  final  bill  would  extend  and  expand  federal  ac- 
tivities relating  to  health  services  research  and  the 
collection  of  health  statistics.  Dr.  Felch  said  that  “ef- 
fective medical  treatment  can  only  be  provided  when 
the  physician's  professional  judgment  is  not  pre- 
empted by  restrictive  guidelines,  regulations  or  legis- 
lation.’’ 

“The  potential  for  an  adversarial  review  at  the  early 
stages  of  technology  development  could  cut  off  many 
initiatives  that  would  not  appear  at  the  outset  to  be 
promising  when  based  upon  a cost-benefit  analysis  — 
often  the  very  types  of  initiatives  that  lead  to  seren- 
dipitous discoveries  of  lifesaving  techniques,’’  he  tes- 
tified. “Any  action  that  could  diminish  the  effective- 
ness of  our  biomedical  research  efforts  should  not  be 
enacted.” 

The  AMA  official  said  the  legislation  implies  that 
the  assessment  of  medical  technology  is  not  adequate 
and  that  the  dissemination  of  the  results  of  research  is 
not  widespread.  “Such  is  not  the  case  and  overlooks 
the  fact  that  information  about  new  research  dis- 
coveries is  widely  disseminated  through  both  the  sci- 
entific and  lay  media  and  that  any  new  technological 
development  is  subject  to  regular  comment  and  criti- 
cism by  both  research  authorities  and  experts  in  the 
social  and  other  sciences,”  the  physician  said. 

* * * 

A Federal  District  Judge  in  Washington  has  issued  a 
preliminary  injunction  against  the  government's  im- 
plementing the  Maximum  Allowable  Cost  ( MAC)  pro- 
gram for  chlordiazepoxide. 

Judge  Gerhard  Gesell  said  Maximum  Allowable 
Cost  limits  had  been  set  significantly  lower  than 
Hoffman-LaRoche  charges  for  Librium®,  its  cholor- 
diazepoxide,  which  commands  most  of  the  market. 

Gesell  said  that  “there  is  evidence  that  the  standard 
was  not  intended  to  allow  HEW  to  create  a new  mar- 
ket by  imposing  a MAC  when  existing  production  and 
distribution  lines  do  not  already  suffice  to  supply  the 
drug  in  sufficient  quantities  at  the  MAC  price.  . . .” 

MAC  is  the  generic  drug  program  aimed  at  lowering 


drug  charges  to  Medicaid  patients  by  requiring  pur- 
chase of  cheaper  brands.  Gesell's  ruling  casts  doubt 
on  the  attempt  to  extend  MAC  to  the  widely-used 
Librium. 

* * * 

The  government's  most  recent  list  of  Medicare 
payments  to  all  physicians  has  been  made  public.  But 
digging  out  the  information  will  be  tough. 

HEW  contends  the  Freedom  of  Information  laws 
compel  the  release  of  the  Medicare  data  to  the  public. 
Last  year,  HEW  issued  names  and  payment  only  for 
physicians  collecting  $100,000  or  more  from  Medicare 
revenues.  This  year,  all  totals,  however  small,  of 
every  physician  who  treated  a Medicare  patient, 
whether  on  assignment  or  not,  will  be  listed. 

Following  the  debacle  of  last  year  when  the  list  was 
replete  with  errors,  HEW  and  the  carriers  have  made 
strenuous  efforts  to  get  the  figures  right  this  time, 
sending  physicians  in  advance  the  totals  and  asking 
them  to  verify  them.  The  project  is  estimated  to  cost 
about  $1  million. 

Some  274,000  physician's  names  are  on  the  list  plus 
nursing  homes,  clinics,  dentists,  and  chiropractors, 
adding  up  to  more  than  300,000  entries.  Only  two 
master  lists  will  be  available  — one  in  the  office  of 
Secretary  Califano,  the  other  at  Social  Security's 
headquarters  in  Baltimore.  The  master  lists  — in  al- 
phabetical order  — comprise  volumes  a number  of 
feet  thick. 

HEW  regional  offices  will  refer  public  inquiries  to 
the  appropriate  carriers  for  Medicare  which  must 
make  their  lists  public  to  anyone  who  asks.  Copies  will 
cost  10  cents  a page. 

The  press  will  have  its  work  cut  out  in  compiling 
news  stories,  since  it  will  have  to  study  lengthy  lists 
and  in  many  cases  check  with  more  than  one  carrier. 

The  AMA  had  urged  HEW  to  abandon  the  publicity 
effort,  declaring  “ — it  would  seem  that  an  adminis- 
tration with  such  a strong  public  commitment  to  cost- 
effective  government  would  seriously  question  and 
find  lacking  the  value  of  such  an  undertaking.” 

The  AMA  documented  a 65%  error  rate  in  a sam- 
pling of  last  year’s  list.  Secretary  Califano  later 
apologized.  The  General  Accounting  Office  made  a 
study  and  reported  the  list  was  riddled  with  errors.  But 
Secretary  Califano  persisted  and  the  new  list  has  now 
made  its  1978  debut. 
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Classified  Ads 


ADOLESCENT  MEDICINE  AND  ADOLESCENT  PSYCHIATRY 
— Age  38,  married,  2 children,  board  eligible  in  pediatrics  and 
psychiatry.  Seeking  a community  with  a teenaged  population  that 
needs  and  would  support  an  adolescent  practice.  Group  or  solo. 
Also  would  like  part-time  work  in  a school,  clinic,  or  hospital. 
Available  July  1979.  Contact:  R.  S.  Smith,  M.D.,  39  Fairlane 
Drive,  Wethersfield,  CT.  06109. 

ROXBORO,  N.C.  — Openings  for  G.P.  or  F.P.  to  join  established 
group.  Modern,  fully-equipped  office  building  adjacent  to  88  bed 
JCAH  hospital.  Income  guarantee  or  salary,  plus  opportunity  for 
buy-in.  Beautiful  rural  community  of  26,000  in  Central  Piedmont, 
less  than  30  miles  from  two  major  cities.  Excellent  consultation/ 
referral  relationship  with  local  medical  centers.  Contact:  R.  G. 
Fitzgerald,  M.D.  (919)  599-1131  or  P.  J.  Austin  (919)  599-2121. 

LOCUM  FAMILY  PRACTICE  — Carolina  Coastal  town,  N.C. 
license  necessary,  salary  negotiable  — June,  July,  Aug.,  Sept. 
Chowan  Medicai  Center  or  David  O.  Wright,  M.D.,  Edenton,  N.C. 
(919)  482-2116. 

FOR  RENT:  Physician's  furnished  guest  home  in  cool  Blowing  Rock, 
N.C.  Sleeps  4 to  6.  Weekly  and  monthly  rates.  Contact:  Charles 
Davant,  III,  M.D.,  P.O.  Box  8,  Blowing  Rock,  N.C.  28605. 


ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 

FOR  SALE:  General  Practice  (29  Years)  in  new  fully  equipped  office 
— only  doctor  in  town  of  3,300  population  — in  Piedmont  North 
Carolina.  Retiring  for  health  reasons.  Close  to  large  cities,  hospi- 
tals, and  medical  school.  Contact:  Thomas  B.  Clay,  M.D.,  (919) 
548-2456  or  548-2917. 

FOR  SALE:  Burdick  U.T.  400  Ultrasound  Unit  without  stand.  Like 
new  condition  $400.  Jones  Pulmonor.  Like  new,  $500.  Burdick 
EK-III  EKG  without  stand.  Good  condition,  $400.  Contact:  W.  J. 
Hunt,  M.  D.,  P.A.,  136  Church  Avenue,  High  Point,  N.C.  27260, 
Telephone:  (919)  883-2021. 

Internist/Hematologist/Oncologist,  age  34.  A.B.I.M.  Desires  hospital 
based  or  group  practice.  Access  to  academic  training  program 
preferred.  Will  consider  other  offers.  Available  7-1-79.  Contact: 
John  C.  Morrison,  M.D.,  4604  Lisann  Street,  San  Diego,  Califor- 
nia 92117,  Telephone:  (714)  272-4661. 


TEGA-SPAN  CAPELLETS 

TEGA-SPAN  CAPELLETS  FOR  MORE  ADVANCED  NICOTINIC  ACID 

THERAPY 

Each  capsule  contains:  . . . 400  mg  of  pure  pelletized 
Nicotinic  Acid 

INDICATIONS:  Tega-Span  is  indicated  where  reduction  of  serum  chloresterol  and  total 
lipid  levels  in  hypercholesteremia  and  hyperlipemia  is  desirable.  It  may  also  be  useful  in 
reducing  xanthomatous  tissue  cholesterol  deposits. 

DOSAGE  AND  ADMINISTRATION:  Usual  dose  is  one  or  two  capellets  twice  daily  with  or 
after  meals.  Since  lower  doses  may  control  hyperlipidemia  in  some  patients,  the  dosage 
should  be  individualized  according  to  the  effect  on  serum  lipid  levels.  It  is  also  to  be  noted 
that  adverse  reactions  appear  with  greater  frequency  early  in  therapy;  in  order  to  avoid 
these  it  may  be  best  to  start  the  drug  at  low  levels  and  increase  dosage  gradually. 

Federal  Law  prohibits  dispensing  without  a prescription 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phene  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CARO  UNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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CONSTITUTION 


Article  I — Title  of  the  Society 

The  name  and  title  of  this  organization  is  North 
Carolina  Medical  Society.  The  words  “The  Society” 
in  this  Constitution  and  Bylaws  shall  be  construed  to 
mean  North  Carolina  Medical  Society. 

Article  II  — Purposes  of  The  Society 

The  purposes  of  The  Society  are:  To  federate  and 
bring  into  one  compact  organization  the  medical  pro- 
fession of  the  State  of  North  Carolina;  to  unite  with 
similar  organizations  within  other  states  to  form  the 
American  Medical  Association;  to  extend  medical 
knowledge,  and  advance  medical  science;  to  elevate 
the  standards  of  medical  education  and  service;  to 
promote  friendly  intercourse  among  physicians;  and 
to  inform  the  public  with  such  regard  for  the  problems 
of  medical  care  and  public  health,  that  the  profession 
can  become  more  capable  within  itself,  and  more 
useful  in  the  prevention  and  cure  of  disease,  and  in 
prolonging  and  adding  comfort  to  life. 

Article  III  — Component  Societies 

Component  medical  societies  are  those  county 
medical  societies  in  North  Carolina  which  hold  char- 
ters from  this  Society. 

Article  IV  — Members 

Members  of  The  Society  shall  be  ( 1 ) active  members 
of  component  county  societies  who  hold  a license  to 
practice  medicine  in  North  Carolina  and  who  pay  dues 
to  The  Society,  and  (2)  others  as  shall  be  provided  in 
the  Bylaws. 

Article  V — House  of  Delegates 

The  legislative,  policymaking,  and  business  body  of 
The  Society  is  the  House  of  Delegates.  It  shall  be 
composed  of  (1)  delegates  elected  by  the  component 
societies,  (2)  the  Past  Presidents  and  Past  Secretaries, 
(3)  the  officers  of  The  Society,  and  (4)  others,  as 
provided  in  the  Bylaws.  The  House  of  Delegates  shall 
transact  all  business  of  The  Society  not  otherwise 
specifically  provided  for  in  this  Constitution  and 
Bylaws,  shall  elect  the  officers  and  other  elective  po- 
sitions within  the  power  of  The  Society,  and  shall  have 
power  to  approve,  rescind,  or  modify  the  actions  of 
the  Executive  Council,  except  as  provided  in  Article 
VII. 

Article  VI  — Officers 

The  officers  of  The  Society  shall  be  a President, 
President-Elect,  two  Vice-Presidents,  a Secretary, 
one  Councilor  and  one  Vice-Councilor  for  each  dis- 
trict of  The  Society,  the  Speaker  and  Vice-Speaker  of 
the  House  of  Delegates,  and  the  Immediate  Past 
President  of  The  Society.  Their  qualifications, 
methods  of  election,  and  terms  of  office  shall  be  pro- 
vided in  the  Bylaws. 


Article  VII  — The  Executive  Council 

The  President,  President-Elect,  Vice-Presidents, 
Secretary,  the  Immediate  Past  President,  the  Speaker 
and  Vice-Speaker  of  the  House  of  Delegates,  the 
Councilors,  (or  Vice-Councilors),  shall  constitute  the 
Executive  Council,  of  which  the  President  of  The 
Society  shall  be  President,  and  the  Secretary  shall  be 
Secretary.  The  (1)  Commissioners,  the  current 
Chairmen  of  the  (2)  Committee  on  Legislation  and  (3) 
Committee  on  Constitution  and  Bylaws,  (4)  the  Editor 
of  the  North  Carolina  Medical  Journal,  (5)  the 
Secretary  of  the  Board  of  Medical  Examiners,  (6)  the 
Director  of  the  Division  of  Health  Services,  and  (7)  the 
delegates  to  the  House  of  Delegates  of  the  American 
Medical  Association  shall  be  ex  officio  non-voting 
members  of  the  Executive  Council.  In  the  absence  of  a 
Councilor  at  any  meeting  of  the  Council,  his  Vice- 
Councilor  shall  perform  his  duties  in  his  stead.  The 
Executive  Council  (1)  shall  speak  and  act  for  The 
Society  and  for  the  House  of  Delegates  between 
meetings  of  the  House  of  Delegates,  (2)  shall  be  the 
Board  of  Censors  of  The  Society  and  have  supreme 
charge  of  all  questions  of  ethics  and  of  the  discipline  of 
members,  (3)  shall  interpret  the  Constitution  and 
Bylaws,  and  (4)  shall  perform  such  other  duties  as  are 
prescribed  by  law  governing  directors  of  corporations 
and  as  may  be  provided  in  the  Bylaws. 

Article  VIII — Sections,  Districts,  and  District  Societies 

The  House  of  Delegates,  in  order  to  promote  the 
purposes  of  The  Society,  shall  provide  for  the  organi- 
zation of  councilor  districts  and  for  the  designation  of 
scientific  sections.  It  may  provide  for  the  organization 
of  district  societies  composed  of  members  of  compo- 
nent societies. 

Article  IX  — Meetings  and  Sessions 

Section  1 . The  Society  shall  hold  an  annual  meeting 
during  which  there  shall  be  held  at  least  two  general 
sessions. 

Section  2.  The  House  of  Delegates  shall  meet  during 
the  time  of  the  annual  meeting,  and  at  such  times  as 
provided  in  the  Bylaws. 

Section  3.  The  time  and  place  for  holding  each  an- 
nual meeting  shall  be  fixed  by  the  House  of  Delegates. 

Article  X — Funds  and  Expenses 

The  House  of  Delegates  may  raise  funds  by  annual 
dues  or  by  assessment  on  the  membership,  and  by 
revenues  from  any  approved  activities.  The  House  of 
Delegates  may  appropriate  funds  to  defray  expenses 
of  The  Society  and  for  such  other  purposes  as  will 
promote  the  welfare  of  The  Society,  the  profession,  or 
the  people  of  the  State.  No  member  solely  by  virtue  of 
his  membership  shall  be  entitled  to  any  financial  profit 
from  any  activity  of  The  Society. 
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Article  XI  — Referendum 

The  House  of  Delegates  by  a two-thirds  majority 
vote  may  order  a general  referendum  by  mail  to  the 
membership  for  a final  vote  upon  any  question  pend- 
ing before  the  House  of  Delegates.  If  the  members 
voting  on  a referendum  comprise  a majority  of  the 
members  of  The  Society  eligible  to  vote,  a majority  of 
such  votes  shall  determine  the  question. 

Article  XII  — The  Seal 

The  Society  shall  have  a common  seal.  The  House 
of  Delegates  by  majority  vote  shall  be  empowered  to 
break,  change,  or  renew  the  seal. 

Article  XIII  — Amendments 

By  a two-thirds  vote  of  the  delegates  registered  at  an 
annual  meeting,  the  House  of  Delegates  may  amend 
any  article  of  this  Constitution  provided:  ( 1 ) that  such 
amendment  shall  have  been  presented  and  accepted 
for  consideration  by  a majority  vote  in  open  meeting  at 
the  previous  annual  meeting,  and  that  such  amend- 
ment shall  have  been  sent  officially  to  each  component 
society,  or  printed  in  the  official  publication  of  The 
Society  at  least  two  months  prior  to  the  session  at 
which  final  action  is  to  be  taken,  or  (2)  that  such 
amendment  shall,  by  a two-thirds  vote  of  the  House  of 
Delegates,  be  submitted  to  and  approved  by  a general 
referendum  as  provided  for  in  Article  XI. 

BYLAWS 

Chapter  I — Membership 

Section  I.  Classification:  The  membership  of  The 
Society  shall  consist  of  Active,  Life,  Honorary,  Resi- 
dent Training,  Student,  and  Affiliate  Members. 

a.  Active  Members 

The  active  members  of  The  Society  shall  be  the  active 
members  of  the  component  societies,  who  pay  dues  to 
The  Society  and  those  physicians  who  are  admitted  by 
the  Executive  Council  as  hereinafter  provided.  Each 
component  society  shall  be  the  judge  of  the  qualifica- 
tions of  its  members,  but,  as  such  societies  are  the 
portals  to  The  Society  and  to  the  American  Medical 
Association,  only  reputable  physicians  holding  a 
license  to  practice  medicine  in  North  Carolina  shall  be 
admitted  as  active  members  to  component  societies. 

b.  Life  Members 

Life  Members  shall  consist  of  those  current  members 
ofThe  Society  who  shall  have  retired  from  the  active 
practice  of  medicine  on  or  after  the  age  of  65  and  who 
shall  have  been  dues  paying  members  for  30  years;  or 
who  upon  reaching  the  age  of  70  shall  have  been  dues 
paying  members  for  20  years  providing  that  they  have 
been  dues  paying  members  for  the  prior  five  (5)  years 
or  exempted  by  Council  action.  They  shall  be  exempt 
from  all  dues  and  assessments  and  shall  be  entitled  to 
all  the  privileges  enjoyed  by  active  members.  If  any 
member  eligible  for  Life  Membership  elects  to  con- 
tinue paying  his  dues  and  assessments,  he  then  shall 
continue  as  an  active  member.  The  time  of  a member's 
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a career  basis  shall  be  considered  as  membership  in 
The  Society. 

c.  Honorary  Members 

Honorary  Members  must  be  nominated  by  the  Coun- 
cil and  must  receive  a two-thirds  vote  of  the  members 
of  the  House  of  Delegates.  They  shall  be  physicians 
distinguished  by  their  contributions  to  medicine  or 
physicians  who  have  displayed  an  exceptional  interest 
in  the  welfare  ofThe  Society;  or  retlected  credit  and 
honor  upon  the  profession.  They  shall  be  exempt  from 
all  dues  and  assessments  and,  except  for  the  right  to 
vote  and  hold  office,  shall  be  entitled  to  all  the 
privileges  ofThe  Society. 

d.  Resident  Training  Members 

Physicians  who  are  in  training  in  hospitals  in  the 
United  States,  which  are  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  for  the 
continuing  education  of  residents  and  who  are 
licensed  to  practice  in  North  Carolina  may  be  ad- 
mitted to  membership  in  The  Society  directly  or 
through  membership  in  a component  medical  society 
for  and  during  the  period  of  time  in  which  they  are 
engaged  in  training.  Following  the  presentation  of 
credentials,  the  certification  by  such  accredited  hos- 
pitals, the  approval  of  the  Executive  Council,  and  the 
payment  of  dues  as  fixed  by  the  Executive  Council, 
such  physicians  may  be  admitted  directly  to  The  Soci- 
ety. They  shall  have  the  same  rights  and  privileges  as 
Active  Members. 

e.  Student  Members 

Any  student  who  is  regularly  enrolled  as  a candidate 
for  the  degree  of  Doctor  of  Medicine  in  a school  in  the 
State  of  North  Carolina  shall  be  eligible  for  Student 
Membership.  This  membership  may  be  obtained 
through  application  to  and  approval  of  the  Executive 
Council.  Student  members  shall  pay  dues  as  periodi- 
cally determined  by  the  Executive  Council,  shall  re- 
ceive the  North  Carolina  Medical  Journal  and 
shall  enjoy  all  the  rights  and  privileges  of  membership 
in  The  Society,  except  voting  for  members  of  Boards 
or  Commissions  who  are  appointed  or  elected  by  The 
Society  according  to  State  Law. 

f.  Affiliate  Members 

Upon  recommendation  of  the  component  society  of 
the  county  in  which  they  are  located,  those  doctors  of 
medicine  who  are  citizens  of  the  United  States  en- 
gaged in  teaching,  public  health,  or  research  work,  but 
who  are  not  licensed  to  practice  medicine  in  North 
Carolina  may  be  elected  Affiliate  Members  by  the 
Executive  Council.  They  shall  pay  annual  dues  as 
determined  for  the  class  by  the  Executive  Council  and 
except  for  the  right  to  vote  and  hold  office  shall  be 
entitled  to  all  the  privileges  ofThe  Society. 

g.  Direct  Admission  of  Members 

When  a physician  who  has  been  refused  active  mem- 
bership in  a component  society  appeals  to  the  Execu- 
tive Council  for  active  membership  in  The  Society,  the 
Council,  upon  determination  that  the  physician  is 
otherwise  qualified,  may  certify  his  admission  to  ac- 
tive membership. 

A physician  who  is  currently  registered  to  practice 


in  North  Carolina  and  who  has  formerly  been  an  ac- 
tive. resident  training,  or  student  member  of  The  So- 
ciety, but  who  is  ineligible  for  active  membership  in  a 
component  society  because  he  does  not  reside  in  or 
practice  in  the  State,  may  be  admitted  to  active  mem- 
bership by  action  of  the  Council. 

Upon  payment  of  dues  and  assessments  for  the 
current  year,  the  physician  so  admitted  shall  be  enti- 
tled to  all  rights  and  privileges  of  active  membership  in 
The  Society. 

Section  2.  Rights  and  Duties 

a.  All  active  members  of  the  component  medical 
societies  permitted  and  provided  for  by  the  Constitu- 
tion and  Bylaws  of  The  Society  and  active  members 
who  have  been  made  members  by  the  Council  as  pro- 
vided for  in  the  Bylaws  and  who  have  paid  their  annual 
dues  for  the  current  year,  shall  be  privileged  to  attend 
all  business  and  scientific  sessions  of  The  Society,  and 
shall  be  eligible  to  vote  and  to  hold  office  in  The 
Society. 

b.  The  name  of  a physician  upon  the  properly  cer- 
tified roster  of  membership  whose  dues  and  assess- 
ments have  been  paid  for  the  current  year,  shall  have 
the  right  to  register  at  the  annual  meetings  of  The 
Society.  Such  qualified  member  in  attendance  at  the 
annual  meetings  shall  enter  his  name  on  the  registra- 
tion book  and  shall  receive  a badge,  which  shall  be 
evidence  of  his  right  to  all  the  privileges  of  members  at 
the  meetings.  No  member  shall  take  part  in  any  of  the 
proceedings  of  an  annual  meeting  before  complying 
with  the  provisions  of  this  section. 

c.  No  person  who  is  under  sentence  of  suspension 
or  expulsion  from  The  Society  or  from  any  component 
society  of  The  Society,  or  whose  name  has  been 
dropped  from  its  roll  of  members,  shall  be  entitled  to 
any  of  the  rights  or  benefits  of  The  Society,  nor  per- 
mitted to  take  part  in  any  of  its  proceedings  until  such 
time  as  he  has  been  relieved  of  such  disability,  pro- 
vided, however,  that  Life  Members  of  The  Society 
shall  continue  as  such  notwithstanding  their  being 
dropped  from  the  roll  of  the  component  society  for 
failure  to  pay  dues. 

d.  Each  member  shall  indicate  at  least  sixty  days 
prior  to  each  annual  meeting  the  one  Specialty  Section 
in  which  he  wishes  to  register  for  eligibility  to  vote  at 
the  annual  business  meeting  of  that  Section. 

e.  Compulsory  Continuing  Education 
Completion  and  certification  of  a program  of  continu- 
ing medical  education  on  a periodic  basis  by  the  mem- 
bers of  The  Society  as  specified  by  the  House  of 
Delegates  shall  be  a requirement  for  continued  mem- 
bership. 

f.  Acceptance  or  continuation  of  membership  in  The 
Society  shall  constitute  assent  by  the  member  to  abide 
by  all  provisions  of  the  Constitution  and  Bylaws  of 
The  Society. 

Section  3.  Rules  of  Conduct  and  Disciplinary  Action 

a.  Rules  of  Conduct 

The  principles  set  forth  in  the  Principles  of  Medical 


Ethics  of  the  American  Medical  Association  shall 
govern  the  conduct  of  members  of  The  Society  in  their 
relations  to  one  another  and  to  the  public. 

b.  Revocation  or  Suspension  of  Membership 
Membership  in  The  Society  may  be  suspended  or 
revoked  by  a component  society  or  by  the  Executive 
Council  of  The  Society  where  it  is  found  that  a 
member  of  The  Society  has  been  guilty  of:  ( 1 ) immoral 
or  dishonest  conduct,  (2)  producing  or  attempting  to 
produce  a criminal  abortion,  (3)  drug  abuse,  (4)  any 
fraud  or  deceit  by  which  he  was  admitted  to  practice  or 
elected  to  membership  in  The  Society,  (5)  unprofes- 
sional conduct,  (6)  any  violation  of  the  Principles  of 
Medical  Ethics  of  the  American  Medical  Association, 
or  (7)  lack  of  professional  competence  to  practice 
medicine  with  a reasonable  degree  of  skill  and  safety 
for  patients.  Further,  any  member  who  has  been  con- 
victed in  any  court,  State  or  Federal,  of  any  felony  or 
other  criminal  offense  involving  moral  turpitude,  or 
has  been  found  guilty  by  the  Board  of  Medical 
Examiners  of  the  State  of  North  Carolina  of  violating 
the  Medical  Practice  Act  or  of  conduct  constituting 
grounds  for  suspension  or  revocation  of  his  license  to 
practice  medicine,  may  be  suspended  or  have  his 
membership  revoked  by  the  Executive  Council  of  The 
Society.  A transcript  of  the  record  of  such  a convic- 
tion in  any  court  certified  by  the  Clerk  of  the  Court 
shall  be  sufficient  evidence  tojustify  the  suspension  or 
revocation  of  membership  in  The  Society.  A certifica- 
tion by  the  Board  of  Medical  Examiners  of  the  fact 
that  such  Board  has  found  a member  guilty  of  a viola- 
tion of  the  Medical  Practice  Act  or  of  conduct  con- 
stituting grounds  for  suspension  or  revocation  of  his 
license  to  practice  medicine  shall  be  sufficient  evi- 
dence tojustify  suspension  or  revocation  of  member- 
ship in  The  Society.  Prior  to  suspension  or  revocation 
of  membership,  a member  has  the  right  to  appear 
before  the  Executive  Council  in  his  own  defense. 

c.  Any  physician  aggrieved  by  the  action  of  his 
component  society  in  refusing  him  membership,  or  in 
suspending  or  expelling  him,  shall  have  the  right  of 
appeal  to  the  Councilor  of  his  district.  Decisions  of  the 
Councilor  may  be  appealed  to  the  Executive  Council 
by  either  party.  The  decision  of  the  Executive  Council 
shall  be  final  in  matters  dealing  with  membership  in 
The  Society  subject  to  appeal  to  the  Judicial  Council 
of  the  American  Medical  Association.  The  Executive 
Council  may  refer  to  the  Mediation  Committee  any 
matter  involving  the  admission,  suspension,  expul- 
sion, or  discipline  of  a member  which  may  come  to  the 
attention  of  the  Council  by  appeal  as  herein  provided, 
or  otherwise,  for  investigation,  hearing,  and  recom- 
mendation by  the  Mediation  Committee  to  the  Council 
for  final  action. 

Chapter  II  — Annual  and  Special  Meetings  of  The 
Society 

Section  1.  The  Society  shall  hold  an  annual  meeting 
at  a time  and  place  recommended  by  the  Executive 
Council  and  approved  by  the  House  of  Delegates  at  a 
preceding  annual  meeting.  In  case  a change  of  time  or 
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place  or  both  should  be  considered  necessary,  the 
Executive  Council  shall  have  authority  to  make  such 
change.  The  House  of  Delegates  shall  meet  during  the 
time  of  the  Annual  Meeting. 

Section  2.  Special  Sessions  of  either  The  Society  or 
the  House  of  Delegates  shall  be  called  by  the  President 
upon  petition  of  forty  delegates,  or  at  request  of  the 
Executive  Council,  or  at  his  discretion. 

Chapter  III  — General  Sessions 

Section  1 . The  General  Sessions  of  The  Society  are 
the  meetings  of  the  members  provided  for  in  Article  IX 
of  the  Constitution.  Each  General  Session  shall  be 
presided  over  by  the  President  or  in  his  absence,  dis- 
ability, or  at  his  request,  by  one  of  the  Vice- 
Presidents.  At  such  time  and  place  as  may  have  been 
arranged,  the  President  shall  deliver  his  annual  ad- 
dress before  a General  Session.  The  program  of  the 
General  Sessions  shall  consist  of  the  delivery  of  pa- 
pers and  discussion  relating  to  scientific  medicine  and 
to  such  other  topics  as  may  be  of  interest  to  the  general 
membership. 

Section  2.  Except  by  a special  vote  of  members 
present,  the  order  of  exercises,  papers  and  discus- 
sions set  forth  in  the  official  program  shall  be  followed 
from  day  to  day  until  completed. 

Section  3.  Other  than  the  address  of  the  President, 
all  addresses  and  papers  before  The  Society  shall  be 
limited  in  time  to  that  designated  in  the  official  pro- 
gram. 

Chapter  IV  — Sections 

Section  I . The  following  Sections  shall  constitute 
the  regular  scientific  program:  Anesthesiology,  Der- 
matology, Emergency  Medicine,  Family  Practice, 
Internal  Medicine,  Neurology  & Psychiatry, 
Neurological  Surgery,  Nuclear  Medicine,  Obstetrics 
& Gynecology,  Ophthalmology,  Orthopaedics, 
Otolaryngology  & Maxillofacial  Surgery,  Pathology, 
Pediatrics,  Plastic  & Reconstructive  Surgery,  Public 
Health  & Education,  Radiology,  Surgery,  and  Urol- 
ogy- 

Other  sections  may  be  created  upon  recommenda- 
tion by  the  Executive  Council  and  approval  by  the 
House  of  Delegates. 

Each  section  shall  hold  an  annual  business  meeting 
at  which  a chairman-elect,  a secretary,  a delegate,  and 
an  alternate  delegate  shall  be  elected  for  the  following 
year  by  the  registered  members  of  the  Section  present . 
At  the  organizational  meeting  of  a new  section,  a 
chairman  shall  also  be  elected.  The  Chairman  shall 
perform  such  details  as  pertain  to  the  office.  The 
Chairman-Elect  shall  succeed  to  the  office  of  Chair- 
man at  the  next  succeeding  annual  meeting  of  the 
Section. 

Section  2.  The  Chairmen  of  sections  shall  send  to 
the  Executive  Director  not  later  than  sixty  days  prior 
to  each  annual  meeting  of  The  Society,  the  titles  of 
papers  to  be  presented,  these  to  be  used  for  publica- 
tion in  the  official  program  of  the  meeting. 

Section  3.  The  Society  is  not  to  be  considered  as 


endorsing  the  views  and  opinions  advanced  by  au- 
thors of  papers  delivered  at  the  annual  meeting  or 
published  in  the  official  publication  of  The  Society. 

Chapter  V — House  of  Delegates 

Section  /.  Composition  and  Appointment 

The  House  of  Delegates  shall  be  composed  of  rep- 
resentatives of  component  medical  societies,  includ- 
ing hyphenated  societies  as  hereinafter  described, 
designated  specialty  sections,  representatives  of  stu- 
dent members  as  herein  provided,  and  the  officers, 
past  presidents,  and  past  secretaries  of  The  Society. 
Each  chartered  component  medical  society  or  other 
division  entitled  to  representation  in  the  House  of 
Delegates  shall  be  free  from  indebtedness  to  The  Soci- 
ety and  in  good  standing  to  qualify  for  representation. 
Each  such  component  medical  society  shall  be  enti- 
tled to  one  delegate  for  its  first  twenty-five  voting 
members  or  fewer,  and  one  additional  delegate  for 
each  additional  twenty-five  voting  members  or  major 
fraction  thereof,  provided  that  in  any  event  there  shall 
be  at  least  one  delegate  from  each  county,  as  specified 
in  Chapter  XI,  Section  2.  The  student  members  of  the 
North  Carolina  Medical  Society  from  each  medical 
school  in  the  State  of  North  Carolina  shall  be  entitled 
to  one  delegate  for  the  first  twenty-five  student  mem- 
bers or  less,  and  one  additional  delegate  for  each  addi- 
tional twenty-five  student  members  or  major  fraction 
thereof.  A list  of  its  delegates  each  of  whom  must  be  an 
active  member  of  his  component  society  and  of  The 
Society  shall  be  certified  by  the  secretary  of  each 
component  medical  society  to  the  Executive  Director 
who  shall  issue  an  official  certificate  to  each  delegate. 
In  the  case  of  student  delegates,  the  student  members 
of  The  Society  from  each  medical  school  in  the  State 
of  North  Carolina  shall  hold  an  election  on  or  before 
December  first  of  each  year  for  the  purpose  of  electing 
delegates  and  alternate  delegates.  After  said  election, 
the  delegates  and  alternates  each  of  whom  must  be  in 
good  standing  in  his  school  and  a student  member  of 
The  Society  shall  be  certified  by  the  chief  executive 
officer  (or  his  designee)  of  the  medical  school  to  the 
Executive  Director  on  forms  furnished  by  the  Director 
who  shall  furnish  each  student  delegate  an  official 
certificate. 

Each  specialty  section  as  heretofore  defined 
(Chapter  IV)  at  its  regular  scheduled  meeting  shall 
elect  a delegate  and  an  alternate  delegate  for  the  fol- 
lowing year. 

If  any  delegate  or  alternate  delegate  is  unable  to 
attend  the  meeting  of  the  House  of  Delegates,  the 
delegate  shall  designate  some  other  qualified  member 
of  his  component  or  specialty  section  as  his  represen- 
tative, or  if  a student  member,  another  qualified  stu- 
dent member  of  The  Society  at  his  respective  medical 
school  to  attend  the  sessions  of  the  House  of  Dele- 
gates. 

Section  2.  Procedure 

a.  Presiding  Officer:  The  meeting  of  the  House  of 
Delegates  shall  be  presided  over  by  the  Speaker  or  in 
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his  absence,  or  at  his  discretion,  the  Vice-Speaker,  or 
in  the  absence  of  both,  the  presiding  officer  shall  be 
chosen  by  the  majority  of  delegates  present,  the  Presi- 
dent of  The  Society  presiding  during  this  selection. 

b.  The  Order  of  Business  shall  be  determined  by  the 
Speaker.  By  majority  vote  the  House  may  change  the 
order  of  business. 

c.  Resolutions  and  other  business: 

1)  To  be  considered  as  regular  business  each  reso- 
lution must  be  introduced  by  a voting  delegate  repre- 
senting himself  or  his  specialty  section,  or  by  the 
delegation  of  a component  society  and  must  be  filed 
with  the  Executive  Director  of  The  Society  at  least 
^thirty  (30)  days  prior  to  the  first  meeting  of  the 
House.  This  rule  shall  be  set  aside  upon  the  approval 
of  two-thirds  of  the  delegates  present  at  the  meeting  of 
the  House  of  Delegates  or  upon  reference  to  the 
House  of  Delegates  by  the  Executive  Council. 

2)  Any  resolution  or  report  the  implementation  of 
which  would  require  expenditure  of  money  shall  con- 
tain a fiscal  note  estimating  the  amount  needed. 

3)  All  resolutions  shall  prior  to  final  action  by  the 
House  be  referred  to  a reference  committee  for  rec- 
ommendation, except  that  memorial  resolutions  and 
resolutions  of  an  urgent  nature  submitted  after  sched- 
uled meetings  of  reference  committees  may  be  acted 
upon  without  such  referral. 

4)  Reports  and  recommendations  of  the  Executive 
Council  or  any  committees  of  The  Society  may  be 
referred  to  a reference  committee  at  the  discretion  of 
the  Speaker  or  by  vote  of  the  House. 

d.  All  meetings  of  the  House  of  Delegates  shall  be 
open  to  members  of  The  Society,  unless  the  House 
votes  itself  into  executive  session,  at  which  time  its 
meeting  shall  be  closed  to  all  but  registered  delegates 
and  alternates. 

e.  Privilege  of  the  Floor:  The  Speaker  at  his  discre- 
tion may  extend  the  privilege  of  the  floor  to  any  person 
who  might  assist  the  House  in  its  deliberations. 

Section  3.  Quorum 

A majority  of  the  registered  delegates  of  the  House 
of  Delegates  at  any  meeting  shall  constitute  a quorum. 

Section  4.  Committees  of  the  House  of  Delegates 

a.  Reference  Committees 

The  Speaker  shall  appoint  members  of  the  House  to 
Reference  Committees  at  the  first  regular  session  of 
the  House  of  Delegates  or  prior  thereto.  The  Refer- 
ence Committees  on  resolutions  and  reports  shall  con- 
sist of  at  least  three  members.  Each  committee  shall 
hold  open  hearings  on  all  resolutions  and  other  busi- 
ness referred  to  it,  allowing  any  member  of  The  Soci- 
ety and  invited  guests  to  discuss  the  matters  at  hand, 
and  shall  in  its  report  to  the  House  recommend  what 
action  be  taken  on  each  item. 

b.  Special  Committees  of  the  House  of  Delegates 
The  House  of  Delegates  shall  have  authority  to  create 

*Changed  to  sixty  (60)  days  by  action  of  the  House  of  Delegates, 
May  6,  1978.  Bylaws  change  in  compliance  with  this  House  action 
to  be  submitted  in  1979. 


a special  committee  or  committees  from  among  mem- 
bers of  The  Society.  Members  of  such  committees 
shall  be  appointed  by  the  Speaker.  Such  committees 
report  directly  to  the  House  of  Delegates,  and  com- 
mittee members  may  participate  in  any  debate  of  the 
subject  matter  of  their  report. 

c.  Committee  on  Nominations 
The  House  at  its  first  session  shall  elect  a Committee 
on  Nominations  for  the  ensuing  year,  consisting  of  ten 
delegates,  one  from  each  Councilor  District.  The 
President-Elect  shall  be  an  ex  officio  non-voting 
member  of  the  Committee.  No  voting  member  of  the 
Committee  shall  hold  any  elective  office  in  The  Soci- 
ety, with  the  exception  of  those  holding  memberships 
on  the  Board  of  Medical  Examiners.  Members  of  the 
Committee  on  Nominations  shall  serve  for  three 
years,  and  except  during  the  year  of  election,  a 
member  need  not  be  a delegate.  The  members  from 
the  Third,  Fifth,  Seventh,  and  Ninth  Councilor  Dis- 
tricts shall  be  elected  in  one  year.  The  members  from 
the  Second,  Sixth,  and  Tenth  Councilor  Districts  shall 
be  elected  the  following  year,  and  the  members  from 
the  First,  Fourth  and  Eighth  Councilor  Districts  shall 
be  elected  in  the  third  year.  No  member  shall  be 
reelected  to  the  Committee  on  Nominations  without  a 
break  in  service  of  at  least  three  years.  After  each 
year’s  election,  the  Committee  on  Nominations  shall 
confer  with  the  Secretary  of  The  Society,  and  a 
Chairman  shall  be  elected  by  the  Committee.  It  shall 
be  the  duty  of  the  Committee  on  Nominations  to  con- 
sult with  members  of  The  Society  and  to  hold  one  or 
more  meetings  at  which  the  best  interest  of  The  Soci- 
ety and  the  medical  profession  shall  be  considered. 
The  Committee  shall  make  at  least  one  nomination  for 
each  of  the  officers  to  be  elected  that  year.  At  least  two 
weeks  before  the  annual  meeting,  the  Committee  shall 
make  a report  to  the  President  of  The  Society  in  a 
sealed  letter  containing  nominations  for  officers.  This 
report  is  to  remain  sealed  until  read  by  the  President  to 
the  House  of  Delegates  at  the  time  designated  for  the 
report  of  the  Committee  on  Nominations  to  the  House 
of  Delegates  at  the  next  annual  meeting  of  The  Soci- 
ety. Nominations  for  all  elective  positions  other  than 
for  officers  of  The  Society  shall  be  announced  in  writ- 
ing to  the  delegates  at  least  thirty  (30)  days  in  advance 
of  the  annual  meeting.  The  nomination  for  Councilors 
and  Vice-Councilors  from  the  Councilor  Districts 
shall  be  made  as  follows:  at  each  annual  session  there 
shall  be  nominated  for  a term  of  three  years,  candi- 
dates for  Councilor  and  Vice-Councilor  to  replace 
those  whose  terms  expire  that  year.  If  ninety  days  or 
more  prior  to  a scheduled  election,  a District  Medical 
Society  certifies  to  the  Committee  on  Nominations  the 
names  of  members  it  wishes  placed  in  nomination  for 
Councilor  or  Vice-Councilor  for  that  District,  the 
Committee  shall  place  said  names  in  nomination  and 
shall  so  designate  these  in  its  report.  In  this  event,  the 
Committee,  prior  to  its  report,  shall  poll  by  mail  all  the 
official  delegates  of  the  component  societies  in  that 
District  for  approval  of  such  names  as  nominees.  If 
any  name  is  not  approved  as  a nominee  by  a majority 
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vote  of  all  delegates,  the  Committee  shall  submit  at 
least  one  additional  nomination  for  such  office.  This 
subsection  shall  not  limit  the  power  of  the  Committee 
to  make  more  than  one  nomination  for  any  office.  The 
Committee  on  Nominations  shall  nominate  members 
as  delegates  and  alternate  delegates  to  the  American 
Medical  Association,  members  to  the  Board  of  Medi- 
cal Examiners  of  the  State  of  North  Carolina,  the 
elected  members  of  the  Commission  for  Health  Ser- 
vices, the  Editorial  Board  of  the  North  Carolina 
Medical  Journal,  and  members  to  any  other 
bodies,  boards  or  commissions  on  which  The  Society 
is  entitled  to  elected  representation.  After  the  report 
of  the  Committee  on  Nominations  is  given  at  the  an- 
nual session  of  the  House  of  Delegates  and  the  elec- 
tions have  taken  place,  the  function  of  said  Committee 
on  Nominations  shall  cease. 

Section  5.  Elections 

a.  Method 

The  officers  of  The  Society  and  the  elected  represen- 
tatives of  The  Society  to  other  organizations  shall  be 
elected  by  the  House  of  Delegates  at  its  first  regular 
meeting  at  each  annual  session.  After  the  report  of  the 
Committee  on  Nominations  has  been  received,  addi- 
tional nominations  for  any  position  may  be  made  from 
the  floor  by  any  delegate,  provided  such  nominees 
have  agreed  to  serve  if  elected.  All  elections  shall  be 
by  secret  ballot,  but  if  only  one  person  is  nominated 
for  a particular  office,  the  vote  may  be  taken  viva 
voce.  The  majority  of  the  votes  cast  shall  be  necessary 
to  elect. 

b.  Board  of  Medical  Examiners 

Members  of  the  House  of  Delegates  shall  elect  seven 
members  of  the  Board  of  Medical  Examiners  of  the 
State  of  North  Carolina  as  follows:  every  two  years 
two  or  three  members  shall  be  elected  for  terms  of  six 
years  commencing  the  following  November  first  to 
replace  members  whose  terms  expire.  Members  of 
said  Board  shall  serve  for  one  term  only. 

c.  Commission  for  Health  Services 

Elective  members  of  the  Commission  for  Health  Ser- 
vices shall  be  elected  by  the  House  of  Delegates  for  a 
term  of  four  years  to  serve  until  their  successors  shall 
have  been  duly  elected  and  qualified. 

d.  Editorial  Board 

Eight  elective  members  of  the  Editorial  Board  of  the 
North  Carolina  Medical  Journal  shall  be 
elected  by  the  House  of  Delegates  to  serve  terms  of 
four  years.  The  Editorial  Board  shall  contain  at  least 
one  member  of  the  faculty  of  each  of  the  schools  of 
medicine  within  the  State. 

e.  Vacancies 

A vacancy  occurring  for  any  cause  other  than  the 
expiration  of  the  term  of  office  in  the  membership  of 
the  Board  of  Medical  Examiners  or  the  Editorial 
Board  of  the  North  Carolina  Medical  Journal 
shall  be  filled  by  a quorum  of  that  respective  Board.  A 
vacancy  occurring  in  the  membership  of  the  Division 
of  Health  Services  for  any  reason  other  than  expira- 
tion of  the  term  of  office  shall  be  filled  by  the  Execut- 


ive Council  until  a successor  is  elected  for  the  un- 
expired term  at  the  next  meeting  of  the  House  of 
Delegates. 

f.  Delegates  to  American  Medical  Association 

In  electing  members  of  The  Society  as  delegates  and 
alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association,  the  House  of  Dele- 
gates shall  act  in  accordance  with  the  Constitution  and 
Bylaws  of  that  body.  Before  each  annual  meeting  of 
the  American  Medical  Association  House  of  Dele- 
gates, the  delegates  from  the  North  Carolina  Medical 
Society  shall  designate  one  of  their  number  as  Chair- 
man of  the  delegation  who  shall  select  from  the  list  of 
alternates  such  individuals  to  vote  as  may  be  neces- 
sary, so  that  the  State  will  be  fully  represented.  The 
Executive  Council  shall  have  the  authority  to  fill  any 
vacancy  until  a successor  is  elected  for  the  unexpired 
term  at  the  next  meeting  of  the  House  of  Delegates. 

g.  Removal 

Any  member  elected  by  the  House  of  Delegates  to  any 
office  in  The  Society  or  to  the  Editorial  Board  of  the 
North  Carolina  Medical  Journal  may  be  re- 
moved by  a two-thirds  vote  of  the  House  of  Delegates 
after  receiving  the  advice  of  the  Executive  Council. 

Section  6.  Other  Duties 

a.  General  Provisions 

The  House  of  Delegates  as  the  policymaking  body  of 
The  Society  shall  give  diligent  attention  to  and  foster 
the  scientific  work  and  spirit  of  The  Society  and  shall 
study  and  strive  to  make  each  annual  meeting  of  pro- 
gressively higher  interest  to  the  membership  at  large. 
It  shall  consider  and  advise  the  public  of  important 
matters  wherein  it  depends  upon  the  medical  profes- 
sion and  shall  use  its  influence  to  secure  and  enforce 
all  proper  medical  and  public  health  legislation. 

b.  It  shall  make  inquiry  into  the  condition  of  the 
medical  profession  in  each  county  in  the  State  and 
have  authority  to  adopt  such  methods  as  may  be 
deemed  efficient  for  increasing  interest  in  each  county 
and  for  organizing  and  issuing  charters  to  component 
societies  as  provided  for  in  Chapter  XI.  It  shall  de- 
lineate Councilor  districts  and  may  organize  district 
societies  as  provided  for  in  Chapter  VII. 

c.  It  shall  encourage  and  foster  continuing  medical 
education. 

d.  It  shall  have  authority  to  raise  funds  by  dues  and 
assessments  on  the  membership,  and  shall  approve  an 
annual  budget. 

e.  Proceedings 

A summary  of  the  proceedings  of  the  House  of  Dele- 
gates for  the  prior  year  shall  be  printed  following  the 
annual  meeting  and  shall  be  distributed  to  any  member 
of  The  Society  requesting  same. 

Chapter  VI  — Officers 

Section  I . Terms  of  Office 

The  President,  President-Elect,  Vice-Presidents, 
Speaker  and  Vice-Speaker  of  the  House  of  Delegates 
shall  be  elected  for  a term  of  one  year. 

The  Secretary,  Councilors,  and  Vice-Councilors 
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shall  be  elected  for  terms  of  three  years  each.  Each 
year  approximately  one  third  of  the  Councilors  and 
Vice-Councilors  shall  be  elected  for  a term  of  three 
years. 

All  officers  shall  serve  until  their  .successors  are 
elected  and  installed. 

Section  2.  Eligibility  for  Election 
No  person  who  has  not  been  a member  of  The  Society 
for  the  past  three  years  shall  be  eligible  to  be  elected  to 
any  such  office  or  offices.  Any  nominee  for  the  office 
of  President-Elect  shall  have  been  a continuous 
member  of  The  Society  in  good  standing  for  the  im- 
mediate past  five  years,  including  the  year  of  his  elec- 
tion, and  shall  have  attended  two  of  the  three  annual 
meetings  immediately  preceding  his  nomination. 

The  Constitutional  Secretary  shall  be  elected  to  not 
more  than  two  consecutive  terms. 

No  Councilor  or  Vice-Councilor  may  be  elected  to 
serve  more  than  two  consecutive  terms  but  a Vice- 
Councilor  may  be  elected  to  the  office  of  Councilor. 

A Councilor,  however,  may  not  be  elected  to  the 
office  of  Vice-Councilor  at  the  regular  election  in  the 
calendar  year  in  which  he  may  have  completed  two 
consecutive  terms  of  office  as  Councilor. 

A member  serving  out  the  unexpired  term  of  office 
of  another  member  shall  be  eligible  for  re-election  to 
that  office. 

Any  person  known  to  have  solicited  votes  for  any 
office  within  the  gift  of  The  Society  shall  be  ineligible 
for  any  office  for  two  years. 

Section  3.  Duties  of  Officers 

a.  President 

The  President  of  The  Society  shall  be  President  of  the 
Executive  Council;  shall  preside  at  General  Sessions 
of  The  Society;  shall  appoint  all  Committees  not 
otherwise  provided;  and  shall  perform  such  other 
duties  as  custom  and  parliamentary  procedure  may 
require. 

b.  President-Elect 

The  President-Elect  shall  assist  the  President  in  the 
performance  of  his  duties  as  may  be  requested  by  the 
President.  The  President-Elect  shall  be  a member  of 
the  Executive  Council  and  a non-voting  member  of  the 
Committee  on  Nominations.  In  case  the  office  of 
President-Elect  becomes  vacant,  the  Executive 
Council  shall  fill  it  as  provided  for  in  Chapter  VIII, 
Section  5. 

c.  Vice-Presidents 

The  Vice-Presidents  shall  be  members  of  the  Execu- 
tive Council.  They  shall  assist  the  President  as  he  may 
request  and  shall  preside  in  his  stead  during  his  ab- 
sence or  upon  his  request.  Upon  the  death  or  the 
removal  of  the  President,  the  First  Vice-President 
shall  assume  the  office  of  President.  In  case  of  the 
death  or  removal  of  the  First  Vice-President,  the  Sec- 
ond Vice-President  shall  assume  the  office  of  the  First 
Vice-President. 

d.  Secretary 

The  Secretary  shall  be  a member  of  the  Executive 
Council  and  shall  perform  the  duties  of  Secretary  at 


meetings  of  the  Executive  Council,  House  of  Dele- 
gates, and  General  Sessions,  and  other  duties  as  Sec- 
retary of  the  corporate  society.  In  the  case  of  death  or 
removal  of  the  Secretary,  the  Executive  Council  shall 
appoint  an  Acting  Secretary  to  serve  until  the  next 
meeting  of  the  House  of  Delegates,  at  which  time,  the 
House  shall  elect  an  eligible  member  to  fill  the  unex- 
pired portion  of  the  term  of  Secretary. 

e.  Speaker  of  the  House  of  Delegates 

The  Speaker  of  the  House  of  Delegates  shall  preside 
over  meetings  of  the  House  of  Delegates,  and  shall 
perform  such  other  duties  as  custom  and  parliamen- 
tary procedure  require.  He  shall  be  a member  of  the 
Executive  Council. 

f.  Vice-Speaker  of  the  House  of  Delegates 

The  Vice-Speaker  of  the  House  of  Delegates  shall 
preside  in  the  Speaker’s  absence  or  at  his  request.  He 
shall  be  a member  of  the  Executive  Council. 

Chapter  VII  — Councilor  Districts,  Councilors, 
and  District  Societies 

Section  I . Councilor  Districts 

The  State  of  North  Carolina  is  divided  by  counties  into 
ten  Councilor  Districts  as  follows: 

First  District  — Bertie,  Chowan-Perquimans, 
Gates,  Hertford,  and  Pasquotank-Camden-Curri- 
tuck-Dare. 

Second  District  — Beaufort-Hyde-Martin- 
Washington-Tyrell,  Carteret,  Craven-Pamlico-Jones, 
Lenoir-Greene,  and  Pitt. 

Third  District  — Bladen,  Columbus,  Duplin,  New 
Hanover-Brunswick-Pender,  Onslow,  and  Sampson. 

Fourth  District  — Edgecombe-Nash,  Halifax, 
Johnston,  Northampton,  Warren,  Wayne,  and  Wil- 
son. 

Fifth  District  — Cumberland,  Harnett,  Hoke,  Lee, 
Moore,  Richmond,  Robeson,  and  Scotland. 

Sixth  District  — Alamance-Caswell,  Chatham, 
Durham-Orange,  Franklin,  Granville,  Person,  Vance, 
and  Wake. 

Seventh  District  — Anson,  Cabarrus,  Cleveland, 
Gaston,  Lincoln,  Mecklenburg,  Montgomery, 
Rutherford,  Stanly,  and  Union. 

Eighth  District  — Ashe-Alleghany,  Forsyth- 
Stokes-Davie,  Guilford,  Randolph,  Rockingham, 
Surry-Yadkin,  and  Wilkes. 

Ninth  District  — Alexander,  Avery,  Burke, 
Caldwell,  Catawba,  Davidson,  Iredell,  McDowell, 
Rowan,  and  Watauga. 

Tenth  District  — Buncombe,  Cherokee,  Graham, 
Haywood,  Henderson,  Jackson,  Macon-Clay,  Madi- 
son, Mitchell-Yancey,  Polk,  Swain,  and  Transyl- 
vania. 

Section  2.  Councilors  and  Vice-Councilors 
Each  Councilor  shall  be  organizer,  peacemaker,  and 
censor  of  his  district.  He  shall  make  a report  to  the 
annual  meeting  of  the  House  of  Delegates,  or  more 
often  if  necessary  to  the  President  or  Executive  Coun- 
cil of  The  Society,  of  his  activities  and  of  the  condition 
of  the  profession  in  each  county  in  his  district.  Upon 
the  absence,  disability,  resignation,  or  death  of  a 
Councilor,  the  Vice-Councilor  shall  serve  as  Coun- 
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cilor.  Each  Councilor  shall  be  a member  of  the  Execu- 
tive Council. 

Section  3.  District  Societies 

Upon  recommendation  from  the  Councilor  of  a Dis- 
trict and  the  Executive  Council,  the  House  of  Dele- 
gates may  authorize  the  organization  of  a District 
Medical  Society  to  promote  the  purposes  of  The  Soci- 
ety in  the  District.  Any  member  of  a component  soci- 
ety in  the  District  is  eligible  to  be  a member  of  the 
District  Society.  The  Councilor  of  the  District  shall  be 
the  advisor  to  the  District  Society.  The  District  Soci- 
ety may  make  recommendations  to  the  Executive 
Council  through  its  Councilor,  but  has  representation 
in  the  House  of  Delegates  only  through  the  delegates 
of  the  component  societies  in  the  District.  A District 
Society  may,  however,  recommend  to  the  Committee 
on  Nominations  members  for  nomination  for  the  of- 
fice of  Councilor  and  Vice-Councilor  to  that  district  as 
provided  for  in  Chapter  V,  Section  4c. 

Chapter  VIII  — The  Executive  Council 

Section  I.  The  President,  President-Elect,  Vice- 
Presidents,  Secretary,  the  Immediate  Past  President, 
the  Speaker  and  Vice  Speaker  of  the  House  of  Dele- 
gates, the  ten  Councilors,  (or  Vice-Councilors),  shall 
constitute  the  Executive  Council,  of  which  the  Presi- 
dent of  The  Society  shall  be  President,  and  the  Secre- 
tary shall  be  Secretary.  The  Commissioners,  the 
Chairmen  of  the  Legislative  Committee  and  Constitu- 
tion and  Bylaws  Committee,  the  Editor  of  the  North 
Carolina  Medical  Journal,  the  Secretary  of  the 
Board  of  Medical  Examiners,  the  Director  of  the  Divi- 
sion of  Health  Services,  and  the  delegates  to  the 
House  of  Delegates  of  the  American  Medical  Associ- 
ation shall  be  ex  officio  non-voting  members  of  the 
Executive  Council.  The  Executive  Council  shall  meet 
upon  the  call  of  the  President  or  upon  the  call  of  four 
other  members  of  the  Council.  In  the  absence  of  the 
Councilor  at  any  meeting  of  the  Council,  his  Vice- 
Councilor  shall  perform  the  duties  in  his  stead. 

Section  2.  The  Executive  Council  through  its  Presi- 
dent and  Secretary,  or  through  members  of  Commit- 
tees as  authorized  by  it,  shall  represent  The  Society  in 
its  contact  and  cooperation  with  other  organizations 
and  agencies  in  the  State  to  the  end  that  such  organi- 
zations may  have  the  viewpoint  of  The  Society  and 
such  help  and  assistance  as  The  Society  may  be  able  to 
render. 

Section  3.  The  Executive  Council  shall  have  su- 
preme charge  of  all  questions  of  ethics  and  of  the 
discipline  of  members  and  shall  be  the  Board  of  Cen- 
sors of  The  Society.  As  such,  it  shall  receive,  hear, 
and  decide  finally  for  The  Society  all  appeals  from 
decisions  of  component  societies.  It  shall  have  juris- 
diction over,  and  decide  finally  for  The  Society,  all 
questions  of  ethics,  discipline,  suspension  of  member- 
ship, or  right  to  membership  submitted  to  the  Council 
by  the  Mediation  Committee,  the  House  of  Delegates, 
a component  society,  the  Committee  on  Constitution 
and  Bylaws,  or  others.  It  shall  have  and  exercise 


original  jurisdiction  over,  and  decide  finally  for  The 
Society,  all  controversies  between  component 
societies  and  all  controversies  between  members  of 
different  component  societies.  All  questions  of  an 
ethical  nature  brought  before  the  House  of  Delegates 
or  the  General  Session  shall  be  referred  to  the  Execu- 
tive Council  without  debate. 

The  Executive  Council  shall  have  power  to  estab- 
lish and  prescribe  rules  of  procedure  governing  all 
cases  within  its  jurisdiction.  It  shall  interpret  the  Con- 
stitution and  Bylaws  of  The  Society  in  all  cases  of 
misunderstanding  or  dispute.  The  decision  of  the 
Executive  Council  shall  be  final  in  all  judicial  matters, 
provided  that  matters  over  which  the  Judicial  Council 
of  the  American  Medical  Association  has  jurisdiction 
may  be  submitted  to  it  for  adjudication,  but  only  as  an 
appeal  from  the  decision  of  the  Executive  Council  of 
The  Society. 

Section  4.  The  Executive  Council  shall  adhere  to 
the  policies  and  decisions  of  the  House  of  Delegates 
and  ad  interim,  shall  have  the  authority  to  act  in  its 
discretion  for  The  Society  and  for  the  House  of  Dele- 
gates on  any  matter  requiring  action  between  the 
meetings  of  the  House  of  Delegates  and  not  otherwise 
provided  for  in  the  Constitution  and  Bylaws.  All  ac- 
tions of  the  Executive  Council  excepting  matters  of 
ethics  and  discipline  shall  be  subject  to  review  by  the 
House  of  Delegates. 

Section  5.  In  case  the  office  of  President-Elect  be- 
comes vacant,  the  Executive  Council  shall  consult 
with  the  Committee  on  Nominations  and  shall  fill  the 
vacancy  within  thirty  days. 

Section  6.  Executive  Director,  ( Treasurer , Assis- 
tant Secretary) 

The  Executive  Council  shall  employ  an  Executive 
Director  subject  to  the  approval  of  the  House  of  Dele- 
gates. He  shall  be  the  general  administrative  officer 
and  business  manager  of  The  Society. 

a.  He  shall  maintain  the  Headquarters  Office  of  The 
Society,  and  within  such  budget  and  salary  scales  as 
may  be  approved  by  the  Executive  Council,  he  may 
employ,  supervise,  and  dismiss  such  administrative 
and  clerical  staff  as  he  deems  best  in  order  to  effi- 
ciently conduct  his  office. 

b.  He  shall  serve  as  Assistant  Secretary  of  The 
Society  with  full  power  to  act  as  Secretary  in  the 
absence  of  the  Secretary. 

c.  He  shall  be  responsible  for  the  business  arrange- 
ments for  annual  meetings  and  other  meetings  of 
members. 

d.  Under  direction  of  the  Finance  Committee,  he 
shall  serve  as  Treasurer  of  The  Society.  In  this  capac- 
ity he  shall  be  custodian  of  all  monies,  funds,  securi- 
ties, deeds,  and  real  properties  of  The  Society  ; accept 
donations  and  demand  and  receive  all  funds  due  The 
Society;  authorize  expenditures  only  in  accordance 
with,  and  within  limits  of,  the  approved  budget  or  as 
specifically  ordered  by  the  Finance  Committee  and 
the  Executive  Council;  invest  funds  as  directed;  serve 
as  business  manager  of  the  North  Carolina  Medi- 
cal Journal;  keep  accurate  records  of  the  fiscal 
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affairs  of  The  Society,  and  annually  render  an  ac- 
counting of  the  funds  and  other  properties  of  The 
Society  to  the  Executive  Council  and  the  House  of 
Delegates.  He  shall  give  bond  in  an  amount  fixed  by 
the  Executive  Council. 

e.  He  shall  serve  under  direct  jurisdiction  and 
supervision  of  the  President  and  the  Executive  Coun- 
cil and  shall  perform  such  other  duties  as  may  be 
directed  by  them  or  formalized  in  the  Administrative 
Code.  In  all  his  endeavors,  he  shall  be  expected  to 
promote  the  good  will  of  The  Society  and  to  serve  The 
Society  and  the  individual  members  in  the  furtherance 
of  its  purposes  and  usefulness. 

Section  7.  In  addition  to  specific  duties  assigned 
elsewhere  in  the  Constitution  and  Bylaws,  the  Execu- 
tive Council  shall: 

a.  establish  rules  of  procedure  in  an  Administrative 
Code  covering  its  work  and  that  of  the  staff,  the  Sec- 
tions, and  the  Committees  of  The  Society.  Such  rules 
shall  not  be  in  conflict  with  any  provisions  of  the 
Constitution  and  Bylaws, 

b.  provide  for  the  publication  of  the  North  Caro- 
lina Medical  Journal, 

c.  make  a report  of  its  activities  and  recom- 
mendations to  the  Annual  Meeting  of  the  House  of 
Delegates, 

d.  fill  any  vacancy  in  offices  or  other  elected  posi- 
tions by  appointment  until  the  earliest  convenient 
meeting  of  the  House  of  Delegates,  which  then  will  fill 
by  election  the  vacancy  for  the  unexpired  term, 

e.  approve  an  annual  budget  before  presentation  to 
the  House  of  Delegates, 

f.  consult  with  the  Finance  Committee  before  au- 
thorizing any  action  requiring  expenditure  of  funds 
not  provided  for  in  the  current  budget. 

Chapter  IX  — Committees,  Commissions,  and 
Commissioners 

Section  I.  Committees 

In  addition  to  the  Committees  of  the  House  of  Dele- 
gates as  provided  in  Chapter  V,  there  shall  be  standing 
committees  and  such  other  committees  as  deemed 
necessary  by  the  President.  Except  as  otherwise 
herein  provided,  the  President  shall  for  each  commit- 
tee appoint  annually  not  less  than  three  nor  more  than 
ten  members,  designate  a chairman,  and  become  an  ex 
officio  member  of  each  committee  he  appoints.  Each 
appointed  member  serves  at  the  pleasure  of  the  Presi- 
dent. The  duties  and  powers  of  the  committees  are  as 
provided  in  the  Bylaws  or  in  the  Administrative  Code 
as  approved  by  the  Executive  Council.  Each  com- 
mittee shall  meet  at  least  annually  and  shall  report  its 
actions  and  recommendations  to  the  President  and 
Executive  Council  through  its  Commissioner  or  di- 
rectly as  appropriate. 

Section  2.  Commissions  and  Commissioners 

The  committees  of  The  Society,  except  the  commit- 
tees of  the  House  of  Delegates  and  the  Mediation 
Committee,  shall  be  grouped  by  the  President  into 
Commissions  as  follows: 


ADMINISTRATION  COMMISSION 
ADVISORY  AND  STUDY  COMMISSION 
ANNUAL  CONVENTION  COMMISSION 
PROFESSIONAL  SERVICE  COMMISSION 
PUBLIC  AFFAIRS  COMMISSION 
PUBLIC  SERVICE  COMMISSION 

The  President  shall  each  year  appoint  a Commissioner 
for  each  Commission.  It  shall  be  his  duty  to  direct  and 
coordinate  the  work  and  activities  of  the  Committees 
assigned  to  his  Commission  and  to  report  to  the  Presi- 
dent and  Executive  Council  on  the  performance  and 
recommendations  of  those  Committees.  He  shall  be 
an  ex  officio  member  of  each  said  Committee,  and  an 
ex  officio  non-voting  member  of  the  Executive  Coun- 
cil. The  Commissioners  shall  meet  with  the  President 
at  such  times  as  requested  by  the  President  to  assist 
him  with  Committee  appointments,  in  coordinating 
Committee  activities,  and  for  the  purpose  of  making 
recommendations  for  adding  or  reducing  Committees 
assigned  to  a Commission. 

The  Commissioners  shall  meet  annually  with  the 
Committee  on  Finance  to  assist  in  preparing  a budget 
for  the  following  fiscal  year. 

Section  3.  Standing  Committees 

The  Standing  Committees  of  The  Society  shall  be  as 
follows: 

a.  Committees  described  in  the  Bylaws 

1.  Committee  on  Arrangements 

2.  Committee  on  Constitution  & Bylaws 

3.  Committee  on  Credentials 

4.  Committee  on  Finance 

5.  Committee  on  Legislation 

6.  Mediation  Committee 

7.  Council  on  Review  & Development 

b.  Committees  described  in  the  Administrative 

Code. 

1.  Committee  on  Blue  Shield 

2.  Committee  on  Communications 

3.  Committee  Advisory  to  Crippled  Children’s 
Program 

4.  Committee  on  Hospital  and  Professional  Re- 
lations 

5.  Insurance  Industry  Committee 

6.  Committee  on  Maternal  Health 

7.  Committee  on  Medical  Education 

8.  Retirement  Savings  Plan  Committee 

Section  4.  Committee  on  Arrangements 

The  Committee  on  Arrangements  shall  have  charge  of 
arrangements  for  facilities  for  the  holding  of  the  an- 
nual meeting  and  for  planning  programs  for  the  Gen- 
eral Sessions.  It  shall  designate,  with  the  approval  of 
the  President,  a suitable  time  and  place  at  the  annual 
meeting  for  installation  of  the  incoming  President  and 
other  officers.  It  shall  approve  the  official  program  for 
the  annual  meeting. 

Section  5.  Committee  on  Constitution  and  Bylaws 

A Committee  on  Constitution  and  Bylaws  consisting 
of  five  members  shall  have  the  duty  of  considering  all 
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proposals  to  amend  the  Constitution  or  Bylaws.  Any 
proposal  to  amend  the  Constitution  or  Bylaws  first 
shall  be  referred  to  and  considered  by  the  Committee, 
and  the  Committee's  recommendation  with  reference 
to  such  proposal  shall  be  received  at  the  meeting  of  the 
House  of  Delegates  at  which  the  proposal  is  consid- 
ered. 

Section  6.  Committee  on  Credentials 

A committee  on  Credentials  of  Delegates  to  the  House 
of  Delegates  shall  consist  of  three  members  who  shall 
consider  and  pass  upon  the  credentials  and  the  right  of 
delegates  to  be  seated  in  the  House  of  Delegates. 

Section  7.  Committee  on  Finance 

The  Committee  on  Finance  shall  consist  of  three 
members.  Its  duty  shall  be  to  advise  The  Society  on  all 
financial  matters.  After  meeting  with  the  Commis- 
sioners, it  shall  annually  prepare  and  submit  to  the 
Executive  Council  and  the  House  of  Delegates  a 
budget  allocating  specific  amounts  for  the  several 
purposes  of  The  Society  including  remuneration  of 
officers  and  Staff.  It  shall  study  and  make  recom- 
mendations to  the  House  of  Delegates  for  any  change 
indues  or  assessments,  and  shall  advise  the  Executive 
Director  and  the  Executive  Council  on  any  proposed 
expenditure  not  provided  for  in  the  budget.  It  shall 
authorize  an  annual  audit  of  the  receipts  and  dis- 
bursements of  The  Society  and  shall  embody  the  audit 
in  an  annual  report  to  the  House  of  Delegates.  It  shall 
have  supervision  of  all  assets  and  real  properties  of 
The  Society  and  shall  advise  and  direct  the  Executive 
Director  in  his  management  of  them. 

Section  8.  Committee  on  Legislation 

The  Committee  on  Legislation  shall  consist  of  an 
executive  committee  of  three  members  and  such  ad- 
ditional members  of  the  full  committee  as  may  be 
appropriate  for  its  efficient  function.  This  Committee, 
under  the  direction  of  the  House  of  Delegates  or  the 
Executive  Council,  shall  represent  The  Society  and 
express  its  viewpoint  in  legislative  matters  concerning 
public  health  and  the  science  of  medicine. 

Section  9.  Mediation  Committee 

A Mediation  Committee  shall  consist  of  the  five  most 
recent  available  Past  Presidents  of  The  Society.  Ad- 
ditional members,  as  the  Executive  Council  may  de- 
termine advisable,  may  be  appointed  by  the  President. 
The  oldest  member  in  point  of  service  as  President 
shall  serve  as  Chairman  of  the  Committee.  A Vice- 
Chairman  and  a Secretary  shall  be  elected  from  its 
members.  The  Committee  shall  hold  meetings  as  often 
as  necessary,  and  at  a place  most  convenient  for  the 
members. 

a.  Members  shall  be  reimbursed  by  The  Society  for 
travel  and  living  expenses  incurred  in  fulfilling  their 
duties. 

b.  The  Mediation  Committee  shall  supervise  the 
ethical  deportment  of  the  membership  of  The  Society; 
make  recommendations  for  the  improvement  of  pro- 


fessional conduct;  receive  and  investigate  complaints 
against  any  physician  when  they  have  been  preferred 
in  writing  and  signed  by  any  person,  lay  or  profes- 
sional; and  investigate  on  its  own  motion  any  matter 
involving  the  conduct  or  deportment  of  a member  of 
The  Society.  It  at  any  time  may  advise  any  member  of 
The  Society  on  any  matter  pertaining  to  professional 
conduct. 

c.  The  current  edition  of  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association  shall  be 
the  standard  by  which  all  professional  conduct  is 
judged. 

d.  The  Committee  may  receive  evidence;  pass 
judgment  on  it;  and.  if  possible,  endeavor  to  settle  all 
complaints  amicably.  It  shall  not  assume  authority  to 
discipline  any  physician,  but  may  file  charges  with  the 
Executive  Council  against  any  physician  deemed 
guilty  of  unethical  conduct. 

e.  The  Secretary  of  the  Committee  shall  acknowl- 
edge the  receipt  of  each  complaint  in  writing,  and  shall 
inform  the  accused  in  sufficient  detail  to  enable  him  to 
prepare  an  answer. 

f.  The  Committee  shall  have  the  authority  to  sum- 
mon any  member  of  The  Society  to  appear  before  it, 
either  to  answer  complaints  or  as  witness  in  cases 
involving  other  members.  Any  member  failing  to  re- 
spond to  such  a summons  may  be  cited  before  the 
Executive  Council  for  unprofessional  conduct. 

g.  The  Committee  shall  keep  all  complaints  in  pro- 
fessional confidence,  and  when  a complaint  is  being 
considered,  no  person  other  than  committee  members 
and  the  witness  then  being  heard  shall  be  admitted  to 
any  part  of  the  proceedings,  except  upon  the  affirma- 
tive vote  of  the  committee  members  present. 

h.  No  member  of  the  Mediation  Committee  may 
participate  in  the  deliberation  of  questions  concerning 
the  conduct  of  a physician  living  in  the  jurisdiction  of 
that  member's  component  society. 

i.  When,  after  investigation  and  attempts  to  effect 
amicable  settlement,  the  Committee  is  unable  to  rec- 
oncile differences  over  fees  charged  by  a member  of 
The  Society,  the  Committee  by  a majority  vote  shall 
determine  the  fee  which  it  deems  reasonable.  Failure 
of  a Society  member  to  agree  to  and  abide  by  the  fee 
determined  by  the  Committee  shall  constitute  unpro- 
fessional conduct  and  grounds  for  preferring  charges 
to  the  Executive  Council. 

j.  Following  the  completion  of  an  investigation,  and 
as  soon  as  possible  after  the  final  decision  of  the 
Committee,  the  original  complainant  and  the  accused 
physician  shall  be  furnished  with  a written  statement 
that  the  Committee  ( 1 ) considers  the  case  closed  or  (2) 
has  decided  to  file  charges  with  the  Executive  Coun- 
cil. 

k.  Charges  against  a member  of  The  Society  shall  be 
reduced  to  writing  over  the  signatures  of  all  members 
of  the  Committee  who  took  part  in  the  proceedings, 
and  shall  be  filed  with  the  Executive  Council. 

l.  The  Committee  shall  make  an  annual  report  to  the 
House  of  Delegates.  This  report  shall  summarize  the 
activities  and  recommendations  of  the  Committee,  but 
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shall  be  so  phrased  as  to  conceal  the  identity  of  any 
Society  member  who  has  been  investigated  or  ap- 
peared before  the  Committee.  Confidential  records  of 
the  proceedings  of  the  Committee  shall  be  kept  by  the 
Committee  for  at  least  five  years. 

m.  The  Committee  shall  have  power  to  formulate 
other  rules  to  govern  matters  within  its  jurisdiction. 
After  approval  by  the  Executive  Council,  such  rules 
shall  be  incorporated  in  the  Administrative  Code  for 
the  information  of  the  membership.  All  statements  or 
actions  of  members  of  the  Mediation  Committee  in 
performance  of  their  duties  and  all  statements  made  to 
or  testimony  given  by  any  person  who  has  been  in- 
vited to  appear  before  the  Mediation  Committee  of 
The  Society  shall  be  considered  privileged  communi- 
cations and  shall  not  render  such  persons  or  witnesses 
liable  to  any  member  or  former  member  of  The  Soci- 
ety. 

Section  10.  Council  on  Review  and  Development 

A Council  on  Review  and  Development  consisting  of 
the  ten  immediate  living  Past  Presidents,  with  the  re- 
tiring Past  President  acting  as  Chairman  and  the  living 
Past  President  with  presidential  tenure  immediately 
preceding  him  acting  as  Vice-Chairman,  and  ex  officio 
voting  members:  the  incumbent  President, 

President-Elect,  the  Past  President  and  the  Constitu- 
tional Secretary,  and  as  ex  officio  non-voting  member, 
the  Executive  Director,  shall  periodically  review 
functions  and  activities  of  all  committees  for  the  pur- 
pose of  recommending  continuation,  discontinuation, 
or  other  disposition  of  each  committee.  The  Council 
may  on  its  own  motion,  or  upon  the  request  of  the 
Executive  Council,  review  and  make  recom- 
mendations to  the  Executive  Council  on  any  other 
phase  of  organization  or  activity  of  The  Society. 

Chapter  X.  Dues  and  Assessments 

Section  1 . The  annual  dues  of  The  Society  shall  be 
an  assessment  levied  in  an  amount  approved  by  the 
House  of  Delegates  upon  the  dues  paying  member- 
ship, provided,  however,  that  the  Executive  Council 
may  in  its  discretion  on  or  before  October  15  of  the 
current  year  lower  the  same  for  the  next  succeeding 
year.  The  dues  of  Resident  Training  Members,  Stu- 
dent Members,  and  Affiliate  Members  shall  be  as  fixed 
by  the  Executive  Council.  The  fiscal  year  of  The  Soci- 
ety shall  be  the  calendar  year.  The  annual  dues  of  The 
Society  shall  be  collected  from  individual  members  by 
the  Executive  Director  on  or  before  the  first  day  of 
March  of  said  year.  At  the  request  of  any  component 
society,  the  dues  of  such  component  society  may  be 
collected  directly  from  individual  members  by  the 
Executive  Director  of  The  Society  and  such  dues  re- 
mitted to  that  component  society.  Any  new  member, 
other  than  by  transfer  from  another  State  Association, 
who  joins  The  Society  after  June  will  pay  one  half  dues 
levied  for  that  year.  The  Executive  Council  may 
exempt  any  member  from  the  payment  of  partial  or 
total  dues  and  assessments  who  in  its  opinion  should 


be  relieved  of  such  payment  by  reason  of  his  personal 
circumstances. 

Section  2.  When  a component  society  is  suspended 
or  not  functioning,  any  member  in  such  county  in  good 
standing  may  send  his  yearly  dues  directly  to  the 
Executive  Director  of  The  Society  without  meeting 
the  prerequisite  of  component  society  membership, 
and  by  so  doing  may  keep  himself  in  good  standing. 

Chapter  XI  — Component  (County  and  Hyphenated) 
Societies 

Section  Is  All  county  medical  societies  affiliated  in 
any  way  with  The  Society  shall  adopt  principles  of 
organization  not  in  conflict  with  the  Constitution  and 
Bylaws  of  The  Society.  Societies  so  organized  may 
apply  to  the  House  of  Delegates  for  a charter  from  The 
Society.  When  chartered,  they  shall  be  known  as 
component  medical  societies,  and  shall  have  rep- 
resentation in  the  House  of  Delegates  as  provided  in 
Chapter  V,  Section  1. 

Section  2.  Hyphenated  Societies 

The  House  of  Delegates  may  organize  the  physicians 
of  two  or  more  counties  into  a component  society  to  be 
designated  by  hyphenating  the  names  of  the  two  or 
more  counties.  Such  hyphenated  societies  shall  be 
chartered  and  entitled  to  all  the  privileges  and  rep- 
resentation as  provided  for  other  component 
societies.  Hyphenated  societies  shall,  however,  ap- 
portion delegates  from  each  county  in  proportion  to 
the  number  of  members  residing  therein,  but  shall 
designate  among  its  total  representation  at  least  one 
delegate  from  each  county. 

Upon  written  petition  from  two-thirds  of  the  physi- 
cians in  one  of  the  counties  for  permission  to  withdraw 
from  the  hyphenated  society  and  organize  their  own 
society,  the  Executive  Council  shall  consider  the  best 
interests  of  all  parties  and  shall  refer  the  petition  with 
recommendations  for  action  to  the  House  of  Dele- 
gates. 

Section  3.  A charter  may  be  issued  only  upon  ap- 
proval of  the  House  of  Delegates.  It  must  be  signed  by 
the  President  and  Secretary  of  The  Society.  A copy  of 
the  Constitution  and  Bylaws  of  each  component  soci- 
ety shall  be  filed  with  The  Society. 

Section  4.  The  House  of  Delegates  may  revoke  the 
Charter  of  any  component  county  society,  the  actions 
of  which  are  in  conflict  with  the  letter  or  spirit  of  the 
Constitution  and  Bylaws.  Such  action  must  be  taken 
by  specific  resolution  citing  the  cause  for  the  revoca- 
tion. The  passage  of  such  a resolution  requires  a 
two-thirds  majority  roll-call  vote  of  the  House  of  Dele- 
gates. If  revoked,  it  shall  be  the  duty  of  the  Executive 
Director  to  call  in  the  said  Charter.  Until  such  time 
when  another  society  may  be  organized  in  the  county 
orthe  said  county  society  is  reorganized  and  approved 
by  the  House  of  Delegates,  the  members  of  the  said 
society  heretofore  existing  shall  cease  to  be  members 
of  a component  medical  society  and  shall  cease  to  be 
members  of  The  Society,  except  that  members  of  the 
said  county  who  will  agree  to  uphold  the  Constitution 
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and  Bylaws  of  The  Society  shall  automatically  con- 
tinue as  members  of  The  Society,  as  long  as  they 
remain  in  good  standing  by  payment  of  annual  dues  to 
the  Treasurer. 

Section  5.  Only  one  component  society  shall  be 
chartered  in  any  county.  Where  more  than  one  county 
society  exists,  friendly  overtures  and  concessions 
shall  be  made,  if  necessary,  with  the  aid  of  the  Coun- 
cilor for  the  district,  to  bring  all  of  the  members  into 
one  organization.  In  case  of  failure  to  unite,  an  appeal 
may  be  made  to  the  Council,  which  shall  make  a 
recommendation  to  the  House  of  Delegates  what  ac- 
tion shall  be  taken  by  the  House. 

Section  6.  Any  component  society  wishing  to 
transfer  from  one  district  to  another  may  secure  and 
forward  to  the  Executive  Council  a petition  signed  by 
two-thirds  of  its  members.  The  Council  will  append  its 
recommendation  for  approval  or  disapproval  to  the 
petition  and  forward  it  to  the  House  of  Delegates  for 
action. 

Section  7.  Each  component  society  shall  be  the 
judge  of  the  qualifications  of  its  members,  but,  as  such 
societies  are  the  portals  to  The  Society  and  to  the 
American  Medical  Association,  only  reputable  physi- 
cians who  are  licensed  by  and  registered  with  the 
Board  of  Medical  Examiners  of  the  State  of  North 
Carolina  and  who  are  practicing  or  who  will  agree  to 
practice  nonsectarian  medicine,  shall  be  admitted  as 
active  members  of  the  component  society. 

Section  8.  Each  component  society  shall  establish  a 
Board  of  Censors  or  similar  committee  within  the 
component  society  for  the  purpose  of  supervising  the 
ethical  deportment  of  its  membership,  making 
periodic  recommendations  for  the  improvement  of 
professional  conduct,  and  receiving  and  investigating 
signed  complaints  written  against  any  physician  by 
any  person,  lay  or  professional,  or  which  may  be 
referred  to  it  by  the  Mediation  Committee  of  The 
Society.  The  Committee  should  conduct  investiga- 
tions upon  its  own  motion  on  any  matter  which  in- 
volves the  deportment  or  conduct  of  any  of  the  mem- 
bers of  its  society  and  which  comes  to  its  attention  in 
any  form. 

Section  9.  Any  physician  aggrieved  by  the  action  of 
his  component  society  in  refusing  him  membership,  or 
in  suspending  or  expelling  him,  shall  have  the  right  of 
appeal  to  the  Councilor  of  his  district  and  to  the 
Executive  Council  as  provided  in  Chapter  1 , Sections 
If  and  3c. 

Section  10.  When  a member  in  good  standing  in  a 
component  society  moves  to  another  county  in  the 
State,  his  name,  upon  request,  shall  be  transferred 
without  cost  to  the  roster  of  the  component  society 
into  whose  jurisdiction  he  moves,  provided  that  that 
society  admits  him  as  an  active  member. 

Section  II.  A physician  living  on  or  near  a county 
line  may  hold  his  membership  in  the  component  soci- 
ety most  convenient  for  him  to  attend  upon  permission 
of  the  two  component  societies  involved.  Where  ad- 
ditional membership  is  required  for  hospital-staff 
privileges,  with  the  consent  of  the  component 
societies,  a member  of  one  component  society  may 


also  be  admitted  to  membership  in  another  component 
society  without  paying  or  being  included  for  payment 
of  additional  dues  to  The  Society. 

Section  12.  Each  component  society  shall  have  gen- 
eral direction  of  the  affairs  of  the  profession  in  that 
area.  Its  influence  shall  be  exerted  constantly  for  bet- 
tering the  scientific  and  moral  condition  of  every 
physician  in  that  county;  and  efforts  shall  be  made  by 
each  member,  and  by  the  society  as  a whole,  to  elevate 
the  profession  of  medicine  in  that  county. 

Section  13.  Frequent  meetings  shall  be  encouraged, 
and  the  most  attractive  programs  possible  shall  be 
arranged.  The  members  shall  be  encouraged  to  do 
postgraduate  and  original  research  work  and  to  give 
the  society  the  first  benefit  of  such  labors. 

Section  14.  Each  component  society  shall  hold  its 
annual  meeting  at  a regular  meeting  on  or  before  De- 
cember 1 of  each  year  at  which  time  the  officers  for  the 
ensuing  year  and  a delegate,  or  delegates,  and  alter- 
nate, or  alternates,  to  the  House  of  Delegates  of  The 
Society  shall  be  elected,  reports  of  officers  heard,  and 
such  other  business  transacted  as  properly  may  come 
before  an  annual  meeting.  Component  societies  must 
install  these  officers  not  later  than  May  1,  succeeding 
the  date  of  their  election. 

Section  15.  The  secretary  of  each  component  medi- 
cal society  shall,  within  one  week  following  the  annual 
meeting,  transmit  to  the  Executive  Director  of  The 
Society  a roster  of  the  officers  and  delegates,  and  if 
possible,  a roster  of  members.  In  any  event,  such 
roster  of  members  shall  be  mailed  to  the  Executive 
Director  on  or  before  March  1.  Any  society  failing  to 
make  the  report  as  specified  above,  shall  be  sus- 
pended automatically  with  all  its  members,  and  cannot 
be  reinstated  until  all  the  reports  required  above  are  in 
the  hands  of  the  Executive  Director  of  The  Society. 
Any  member  who  is  not  reported  thus  and  whose 
annual  dues  are  not  paid  to  The  Society  by  March  1 
shall  be  considered  suspended  from  membership  in 
The  Society.  Such  a suspended  member  can  be 
reinstated  when  all  of  his  dues  have  been  paid  to  The 
Society.  The  secretary  of  each  component  society 
shall  forward  to  the  Executive  Director  on  or  before 
March  1 of  each  year  such  other  information  and  re- 
ports as  required  by  the  Administrative  Code. 

Chapter  XII  — Rules  of  Order 

The  current  edition  of  Sturgis,  Standard  Code  of 
Parliamentary  Procedure  shall  govern  this  organiza- 
tion in  all  parliamentary  situations  that  are  not  pro- 
vided for  in  the  law,  or  in  the  Constitution  and  Bylaws, 
or  adopted  rules  of  The  Society. 

Chapter  XIII  — Amendments 

These  Bylaws  may  be  amended  at  any  annual  ses- 
sion by  the  majority  vote  of  all  the  delegates  present 
after  an  amendment  has  lain  upon  the  table  for  one 
day.  An  amendment  may  be  passed  without  delay  if 
such  proposed  amendment  has  been  mailed  to  the 
members  of  the  House  of  Delegates  by  the  Executive 
Council  at  least  one  week  in  advance  of  the  meeting  at 
which  it  is  to  be  proposed  for  adoption. 
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sulted in  improvement  within  24 
hours.  JMBKMKA 


hns 


Before  prescribing,  please  consult  complete  prod 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella-Aerobacter,  Staphylc 
coccus  aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Care 
fully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  adc 
aminobenzoic  acid  to  follow-up  culture  media.  Th 
increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  anc 
during  nursing  period;  because  Azo  Gantanol  cor 
tains  phenazopyridine  hydrochloride  it  iscontrair 
dicated  in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  G.l 
disturbances. 

Warnings:  Safety  during  pregnancy  not  establish* 
Deaths  from  hypersensitivity  reactions,  agranulod 
tosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sorei 
throat,  fever,  pallor,  purpura  or  jaundice)  may  inn 
dicate  serious  blood  disorders.  Frequent  CBC  an* 
urinalysis  with  microscopic  examination  are  rec 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopn 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions. 
Stevens- Johnson  syndrome,  epidermal  necrolysi 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo 
sensitization,  arthralgia  and  allergic  myocarditis 
G.l.  reactions  (nausea,  emesis,  abdominal  pain; 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  periphera 
neuritis,  mental  depression,  convulsions,  ataxia 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hypo 
glycemic  agents,  sulfonamides  have  caused  ran 
instances  of  goiter  production,  diuresis  and  hyp 
glycemia.  Cross-sensitivity  with  these  agents  m; 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Grr 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists 
causes  other  than  infection  should  be  sought. 
After  relief  of  pain  has  been  obtained,  continue 
treatment  with  Gantanol  (sulfamethoxazole)  ma 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange  ■ 
dye  (phenazopyridine  HCI)  will  color  the  urine 
Supplied:  Tablets,  red,  film-coated,  each  contai 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  i 

Nutley,  New  Jersey  07110 


5 Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI 


the  pathogens 


Inc.,  Nutley:  New  Jersey  07110 


Time  is  the  test  of  all  things 


BRIEF  SUMMARY 

Indications:  Oral  potassium  therapy  for  the  prevention  and  treatment  of 
hypokalemia  which  may  occur  secondary  to  diuretic  or  corticosteroid 
administration.  May  be  used  in  the  treatment  of  cardiac  arrhythmias  due 
to  digitalis  intoxication. 

Contraindications:  Severe  renal  impairment  with  oliguria  or  azotemia, 
untreated  Addison's  disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia  from  any  cause. 
Precautions:  Potassium  intoxication  by  oral  administration 
rarely  occurs  in  patients  with  normal  kidney  function,  however, 
potassium  supplements  must  be  administered  with  caution, 
since  the  amount  of  the  deficiency  or  daily  dosage  is  not 
accurately  known.  Frequent  checks  of  the  clinical  status  of 
the  patient,  and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentrations  of 
potassium  ion  may  cause  death  through  cardiac 
depression,  arrhythmias  or  arrest.  This  drug  should 
be  used  with  caution  in  the  presence  of  cardiac 
disease. 

In  hypokalemic  states,  especially  in  pa- 
tients on  a low-salt  diet,  hypochloremic 
alkalosis  is  a possibility  that  may  require 
chloride  as  well  as  potassium 
supplementation. 

Adverse  Reactions:  Nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 
have  been  reported.  The  most  se- 
vere adverse  effect  is  hyper- 
kalemia. 

Overdosage:  Potassium  intoxica- 
tion may  result  from  overdosage 
of  potassium  or  from  therapeutic 
dosage  in  conditions  stated  under 
“Contraindications”.  Hyperkale- 
mia. when  detected,  must  be 
treated  immediately  because  le- 
thal levels  can  be  reached  in  a few 
hours. 


Kaon  Elixir 

(potassium  qluconate) 

1 ^ 20  mEq  per  15  ml 


WARREN-TEED 

LABORATORIES,  INC. 

DIVISION  OF  ADRIA  LABORATORIES  INC. 

COLUMBUS,  OHIO  -43215 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $100  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 


Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 


We  have 
years. 


been  working  with  physicians  in  North  Carolina  for  more  than  40 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


HALOG  [halcinonide: 


Wherever  the  cutaneous  lesion  appears, 
there  is  an  appropriate  form  of  Halog. 


Case  histories  on  file  at  Squibb  Institute  for  Medical  Research 


C dialog Cream 0.1% 

Halcinonide  Cream  0.1% 


S =Halog*  Solution  O.J% 

Halcinonide  Solution  0.1% 


O dialog  Ointment  0.1% 

Halcinonide  Ointment  0.1% 


See  next  page  for  brief  summary 


SQUIBB 


HALOG  [halcbnonide 


HALOG  (Halcinonide)  CREAM/OINTMENT/SOLUTION 

Halog  Cream  0.025%  (Halcinonide  Cream  0.025%) 
and  Halog  Cream  0.1%  (Halcinonide  Cream 
0.1%)  contain  0.25  mg  and  1 mg  halcinonide 
per  gram,  respectively,  in  a specially  formu- 
lated cream  base.  Halog  Ointment  0.1% 

(Halcinonide  Ointment  0.1%)  contains 
1 mg  halcinonide  (0. 1%)  per  gram  in 
PI  as  t i base  ® ( PI  as  t i e i zed  H y d roc  arbon 
Gel),  a polyethylene  and  mineral  oil 
gel  base.  Halog  Solution  0.1%  (Hal- 
cinonide Solution  0.1%)  contains 
1 mg  halcinonide  (0.1%)  per  ml. 

CONTRAINDICATION:  Topical 
steroids  are  contraindicated  in 
those  patients  with  a history  of 
hypersensitivity  to  any  of  the 
components  of  the  prepara- 
tions. 

PRECAUTIONS: 

General — If  ir- 
ritation de- 
velops, 
dis- 


associated with  exposure  of  gestating  females  to  topical  corticoste- / 
roids — in  some  cases  at  rather  low  dosage  levels.  Therefore,  drugs 
of  this  class  should  not  be  used  extensively  on  pregnant  patients, 
in  large  amounts,  or  for  prolonged  periods  of  time. 

Occlusive  Dressing  Technique — The  use  of  occlusive 
dressing  increases  the  percutaneous  absorption  of  cortieo-  J 
steroids.  For  patients  with  extensive  lesions  it  may  be 
preferable  to  use  a sequential  approach,  occluding  one 
portion  of  the  body  at  a time.  Keep  the  patient  under 
close  observation  if  treated  with  the  occlusive  tech- 
nique over  large  areas  and  over  a considerable 
period  of  time.  Occasionally,  a patient  who  has  ’ 
been  on  prolonged  therapy,  especially  occlu-j 
sive  therapy,  may  develop  symptoms  of 
steroid  withdrawal  when  the  medication  is 
stopped.  Thermal  homeostasis  may  be 
impaired  if  large  areas  of  the 
body  are  covered.  Discon- 
tinue use  of  the  oeelu- , 
sive  dressing  if 
elevation  of  the 
tem- 
perature 
occurs! 


continue  the  product  and  institute  appropriate  therapy. 
In  presence  of  an  infection,  institute  use  of  a suitable 
antibacterial  or  antifungal  agent.  If  a favorable  re- 
sponse does  not  occur  promptly,  discontinue  the 
corticosteroid  until  the  infection  has  been  adequately 
controlled.  If  extensive  areas  are  treated  or  if  the  occlu- 
sive technique  is  used,  there  will  be  increased  systemic 
absorption  of  the  corticosteroid  and  suitable  precautions 
should  be  taken,  particularly  in  children  and  infants. 
These  preparations  are  not  for  ophthalmic  use. 

Usage  in  Pregnancy — Although  topical  steroids 
have  not  been  reported  to  have  an 
adverse  effect  on  human  pregnancy,  the  safety 
of  their  use  in  pregnant  women  has  not  been 
absolutely  established.  In  laboratory  animals,  in- 
creases in  incidence  of  fetal  abnormalities  have  been 


Occasionally,  a patient  may  develop  a sensitivity  reaction 
to  a particular  occlusive  dressing  material  or  adhesive 
and  a substitute  material  may  be  necessary.  If  infection 
develops,  discontinue  the  use  of  the  occlusive  dress-  . 
ing  and  institute  appropriate  antimicrobial  therapy. 
ADVERSE  REACTIONS:  The  following  local  adverse! 
reactions  have  been  reported  with  topical  corticosteroids! 
especially  under  occlusive  dressings:  burning  sensations,! 
itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acne-] 
form  eruptions,  perioral  dermatitis,  allergic  contact  dermatitis,] 
hypopigmentation,  maceration  of  the  skin,  secondary  infection,! 
skin  atrophy,  striae,  and  miliaria. 

For  full  prescribing  information,  consult  package  inserts. 

HOW  SUPPLIED:  The  0.025%  and  0.1%  Cream  and  the  0.1% 

( )intment  are  supplied  in  tubes  of  15  g and  60  g,  and  in  jars  of  240  g (8  oz). 
The  0. 1 % Solution  is  supplied  in  plastic  squeeze  bottles  of  20  ml  and  60  ml. 
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Our  Medical  Society  was  well  represented  by  its  Delegates,  Alternate  Delegates, 
Officers,  and  Staff  at  the  AMA  Convention  in  St.  Louis,  Missouri,  June  17-22,  1978. 
There  were  260  resolutions  and  Trustee  Reports  to  be  considered  by  the  Reference 
Committees  and  acted  on  by  the  House  of  Delegates.  Each  of  the  48  items  in  the 
Report  of  the  National  Commission  on  the  Cost  of  Medical  Care  was  discussed  in 
the  Reference  Committees  and  by  the  House. 

In  addition  to  the  five  North  Carolina  Delegates,  this  year,  for  the  first  time, 
we  had  four  additional  delegates  from  the  Specialty  Sections.  They  were 
Dr.  Thomas  Dameron,  Raleigh,  Section  on  Orthopaedic  Surgery;  Dr.  Nicholas  Georgiade, 
Durham,  Section  on  Plastic  Surgery;  Dr.  Kenneth  Brinkhous,  Chapel  Hill,  Section 
on  Pathology;  and  Dr.  William  Hudson,  Durham  Section  on  ENT.  This  gave  North 
Carolina  nine  voting  members  in  the  House  of  Delegates. 

Congratulations  to  Dr.  Eben  Alexander,  Neurosurgeon  from  Winston-Salem,  who  was 
elected  to  membership  on  the  AMA’s  Council  on  Medical  Education.  This  Council 
is  primarily  involved  in  the  accreditation  and  evaluation  of  medical  education 
programs  at  all  levels  from  graduate  to  post-graduate  continuing  medical  education. 
Dr.  Alexander,  a native  of  Knoxville,  Tennessee,  graduated  from  the  University  of 
North  Carolina  and  Harvard  Medical  School.  Since  1949  he  has  served  as  Chief  of 
Neurosurgery  at  the  N.  C.  Baptist  Hospital  and  became  Professor  of  Neurosurgery 
in  1954.  The  N.  C.  Medical  Society  is  proud  to  have  two  of  our  distinguished  phy- 
sicians serving  on  AMA  Councils:  one  on  the  Council  on  Medical  Education  and 
Dr.  John  Glasson,  Durham,  is  a member  of  the  AMA  Council  on  Medical  Service. 

There  is  a new  bill  proposed  by  Senator  Kennedy  and  Representative  Rogers  which 
will  have  far  reaching  effects  in  the  pharmaceutical  industry.  Senate  Bill  2755 
entitled  "DRUG  REGULATORY  REFORM  ACT"  proposed  several  changes  including  a company 
developing  a new  drug  will  have  only  five  years  to  use  it  then  new  drugs  will  be 
licensed  to  all  companies;  a book  will  be  published  including  generic  names  for 
all  drugs,  and  patient  inserts  will  be  required  for  all  drugs.  According  to  a 
spokesman  from  the  pharmaceutical  industry,  enactment  of  this  bill  would  lead  to 
pharmaceutical  companies  doing  most  of  their  research  work  abroad. 

We  received  an  interesting  piece  of  information  from  the  AMA.  This  was  a compari- 
son of  the  level  of  dues  for  the  State  Medical  Societies  in  various  states.  Even 
with  our  recent  increase  in  dues,  we  are  still  39th  in  rank  order  among  the 
various  states.  The  average  dues  in  1978  was  $190  with  the  spread  from  $100  to 
$310.  In  addition  to  this,  a number  of  states  had  assessments  ranging  from  $5 
to  $60  for  special  purposes.  I am  sure  that  this  information  does  not  assuage 
the  distress  of  those  who  feel  that  all  Society  dues  are  too  high,  but  perhaps 
it  will  help  to  know  that  others  pay  much  more. 

Efforts  are  underway  to  extend  and  amend  the  National  Health  Planning  Act.  A 
grant  program  to  assist  and  encourage  discontinuance  of  unneeded  hospital  services 
through  voluntary  closure  and  conversion  is  included  in  the  Administration 
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sponsored  Senate  Bill  2551.  Highlights  include:  (1)  replacing  the  current  funding 
formula  by  HEW  Discretionary  Grants,  (2)  broadening  the  scope  of  state  certificate- 
of-need  programs  to  require  coverage  of  major  medical  equipment  whether  it  is 
located  in  a medical  institution  or  elsewhere,  (3)  changing  the  compositional 
requirements  of  HSA  Governing  Boards  to  require  that  at  least  25  percent  of  the 
members  be  public  elected  officials  or  representatives  of  government  authorities, 

(4)  returning  any  full  designated  HSA  to  conditional  status  for  up  to  24  months 
if  it  is  not  fully  performing  all  mandated  functions  and  requirements,  (5)  allowing 
the'  Secretary  of  HEW  to  split  an  interstate  area  into  multiple  service  areas  on 
the  request  of  a single  Governor. 

We  have  planned  a "Think  Tank  Conference"  of  the  Medical  Society  Officers,  Medical 
Auxiliary  Officers,  Councilors,  Vice-Councilors,  and  Past-Presidents  in  Williamsburg, 
Virginia,  July  27-30,  1978.  At  this  time  we  will  be  discussing  the  internal  struc- 
ture of  the  Medical  Society.  We  will  pay  particular  attention  to  Commissions  and 
Committees,  relation  of  the  State  Society  to  District  and  County  Medical  Societies, 
increasing  membership,  format  for  our  Annual  Meeting  in  Pinehurst,  and  long  range 
planning  and  goals  for  our  Medical  Society.  I believe  this  will  be  a fruitful 
session  and  hope  we  can  develop  new  ideas  and  programs  for  the  Committees  to  dis- 
cuss at  the  Committee  Conclave  in  Mid  Pines,  September  27-30,  1978. 

There  has  been  some  discussion  recently  of  the  word  "fraud"  and  "abuse"  which  are 
often  used  interchangeably  in  reporting  problems  with  persons  and  agencies  providing 
service  to  Medicare  and  Medicaid  patients.  Frank  Campion  of  AMA  gives  an  excellent 
distinction.  "The  term  'fraud’  is  defined,  for  purposes  of  imposing  penalties 
under  the  Social  Security  Act,  as  the  making  (or  causing  to  be  made)  of  'any  false 
statement  or  representation'  of  a material  fact  'willfully,  knowingly,  and  with 
intent  to  deceive'.  As  such,  it  is  subject  to  conviction  of  a misdemeanor  and 
fines.  The  term  'abuse'  may  include  fraud,  but  is  not  necessarily  fraud.  The 
term  'abuse'  is  defined  as  'a  corrupt  practice  or  custom,  improper  use  or  treat- 
ment, or  misuse'.  The  term  'abuse'  is  commonly  used  to  refer  to  overutilization 
of  medical  and  health  services  or  the  provision  of  services  not  considered 
medically  necessary.  The  criminal  intent  of  'fraud'  may  be  absent  in  such  cases. 

Less  confusion  in  the  public's  mind  might  occur  if  the  terms  were  not  used  inter- 
changeably." 

Two  additional  AMA  Medical  Staff  Leadership  Seminars  are  scheduled  for  later  this 
year — one  September  29-30,  1978,  in  New  Orleans  at  the  Fairmont  Hotel  and  the  other 
on  November  3-4,  1978,  in  Miami  Beach  at  the  Eden  Roc  Hotel.  Each  seminar,  approved 
for  14  hours  Category  I CME  credit,  will  consider  JCAH  Standards .. .Medical  Staff 
Bylaws ...  Responsibilities  of  the  Medical  Staff  and  the  Hospital  Governing  Boards... 
and  Responsibilities  and  Duties  of  the  Hospital  Chief  of  Staf f ...  among  a wide  range 
of  other  topics.  For  more  info  contact:  AMA  Dept,  of  Hospitals  and  Health  Facilities. 

We  wish  for  each  of  you  a serene,  peaceful,  refreshing  vacation  by  calm,  blue, 
rippling  waters  to  refurbish  your  mind  and  soul  for  continued  dedication  and  devo- 
tion to  the  welfare  of  our  patients. 


Sincerely 


D.  E.  Ward,  Jr. , M.D 
President 


From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November.  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


Medical  Staff 
Richard  B.  Boren,  M.D. 
Psychiatrist-in-Chief 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Larry  T.  Burch,  M.D. 
Director,  In-Patient  Services 
Richard  M.  Aderhold,  M.D. 
Staff  Psychiatrist 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 


For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 
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If  you  were  suddenly  hit  by  a long 
crippling  disability , would  you  have 
adequate  tax  free  income  to  meet 
your  Financial  Needs?  ? ? 

If  you  do  not  have  the  full  $2166/mo. 
benefit  available  through  your  Soci- 
ety sponsored  program  then  you 
should  for  it  could  well  mean  the  dif- 
ference between  financial  ruin  and 
financial  independence. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.— P.0.  Box  8500-27707—919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 

P.O.  Box  17824 — 28211 — 704-366-9359 


Dan  Haley  — Associate  — Greensboro,  N.C. 
P.O.  Box  5367-27403—919-299-0411 


Approved  Administrators  for  following  Professional  Groups. 

NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.’s  AND  BAR  GROUPS 


MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

A 

GROWING 

ORGANIZATION 

PHYSICIAN  OWNED  AND  DIRECTED 
SERVING  MORE  AND  MORE  — BETTER  AND  BETTER 


10/23/75  12/31/75  12/31/76  12/31/77  5/1/78 

For  information  on  how  this  growing  North  Carolina 
company  can  serve  you  and  your  insurance  needs  and 
to  find  out  the  reasons  behind  this  growth 

CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

DOUGLASS  M.  PHILLIPS  — EXECUTIVE  VICE  PRESIDENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
Phone  919  828-9334 


Now  from  SQUIBB 


(amoxicillin) 

Capsules  and  Powder  for  Oral  Suspension 


flavor'll  economy 

^artificial 
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738-502 


- if  isn’t  just  for  simple 

inflammation*  « 

-it  isn’t  just  for  simple  ^ 
cutaneous  candidiasis*  & 

- it  isn’t  just  for  simple 
bacterial  infection* 

but  how  often 
is  life  so  simple? 

there's  nothing  quite  like 

Mycolog 

Nystatin-Neomycin  Sulfate-Gramicidin- 
Triamcinolone  Acetonide  Cream 


Ws  NDC  0003-0589-- 

mvcolog® 

cream 

tystatin- 


Sulfate- 
^micidin- 
^riamcinolone 
jcetonide 
Cream 

-aution:  Federal  law  prohibits 
*,JPenslng  without  prescription 
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Mycolog  Cream  (Nystatin  — Neomycin  Sulfate  — Gramicidin  — Triam- 
cinolone Acetonide  Cream)  provides  100,000  units  nystatin,  neomycin 
sulfate  equivalent  to  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and 
1 mg.  triamcinolone  acetonide  (0.1%)  per  gram  in  an  aqueous  per- 
fumed vanishing  cream  base. 

INDICATIONS:  Based  on  a review  of  this  preparation  by  the  Na- 
tional Academy  of  Sciences  — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  follows: 
Possibly  effective:  In  cutaneous  candidiasis;  superficial  bacterial 
infections;  the  following  conditions  when  complicated  by  candidal 
and/or  bacterial  infection:  atopic,  eczematoid,  stasis,  nummular, 
contact,  or  seborrheic  dermatitis,  neurodermatitis,  and  dermatitis 
venenata;  infantile  eczema;  lichen  simplex  chronicus;  and  pruritus 
ani  and  pruritus  vulvae. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

CONTRAINDICATIONS:  Viral  diseases  of  the  skin  (such  as  vaccinia 
and  varicella);  fungal  lesions  of  the  skin  except  candidiasis;  history 
of  hypersensitivity  to  any  product  component.  Not  intended  for  oph- 
thalmic use;  should  not  be  applied  in  the  external  auditory  canal  of 
patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
tion is  markedly  impaired. 

WARNINGS:  Beca  use  of  the  potential  hazard  of  nephrotoxicity  and 
ototo- ict v.  prolonged  use  or  use  of  large  amounts  of  this  product 
should  be  avoided  in  the  treatment  of  skin  infections  following  ex- 
tensive burns,  trophic  ulceration,  and  other  conditions  where  absorp- 
tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 


steroids  during  pregnancy  has  not  been  absolutely  established 
therefore,  do  not  use  extensively  on  pregnant  patients,  in  largi 
amounts,  or  for  prolonged  periods. 

PRECAUTIONS:  Watch  constantly  for  overgrowth  of  nonsusceptibl 
organisms  (including  fungi  other  than  Candida).  Should  superinfet 
tion  due  to  nonsusceptible  organisms  occur,  administer  suitabl 
concomitant  antimicrobial  therapy;  if  favorable  response  is  not  promp1 
discontinue  the  preparation  until  adequate  control  by  other  ant 
infectives  is  effected.  If  extensive  areas  are  treated  or  if  the  occlusiv 
technique  is  used,  the  possibility  exists  of  increased  systemic  absorf 
tion  of  the  corticosteroid;  suitable  precautions  should  be  taken, 
irritation  develops,  discontinue  the  product  and  institute  appropriat 
therapy. 

ADVERSE  REACTIONS;  Sensitivity  reactions  to  topical  use  of  gramicidi 
are  rare.  FHypersensitivity  to  nystatin  is  extremely  uncommon.  Hype 
sensitivity  to  neomycin  has  been  reported  and  articles  in  the  currei 
medical  literature  indicate  an  increase  in  its  prevalence. 

The  following  local  adverse  reactions  have  been  reported  wil 
topical  corticosteroids  either  with  or  without  occlusive  dressings:  bun 
ing  sensations,  itching,  irritation,  dryness,  folliculitis,  secondary  infei 
tion,  skin  atrophy,  striae,  miliaria,  hypertrichosis,  acneform  eruption 
maceration  of  the  skin,  and  hypopigmentation.  Contact  sensitivity  to 
particular  dressing  material  or  adhesive  may  occur  occasionally.  0t< 
toxicity  and  nephrotoxicity  have  been  reported. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  Available  in  15,  30,  and  60  g.  tubes.  It  is  also  avo 
able  in  jars  of  1 20  g.  (4  oz.)  for  hospital  or  institutional  use  only. 
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'The  Priceless  Ingredient  of  every  product 
IdD  is  the  honor  and  integrity  of  its  maker  ™ 


Physicians. 
Isn’t  It  Time 
Your 
H 

Check 


Of  course,  we  don’t  mean  that  your  career  isn’t  a healthy  one.  We  just  want 
to  draw  your  attention  to  the  career  opportunities  and  benefits  the  Air  Force 
can  offer.  You’ll  discover  that  the  Air  Force  is  a challenging  and  rewarding  way 
of  life.  Our  hospitals  and  clinics  are  outstanding.  Plus,  we’ll  pay  relocation  ex- 
penses for  your  family  and  household  goods  when  you  move.  If  you’re  inter- 
ested in  our  medical  career  plan,  find  out  all  the  facts.  Sometimes,  even  a healthy 
career  could  use  a check-up. 


FOR  COMPLETE  INFORMATION  CONTACT: 

C.  A.  ESTES  or  J.  C.  DOTSON 

AF  Health  Professions  Recruiting 

310  New  Bern  Avenue,  Room  606 

Raleigh,  North  Carolina  27611 

919/755-4134  Please  Call  Collect. 


Air  Force.  A great  way  of  life 


AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 


11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


DIAGNOSTIC  IMMUNOLOGY 


American  Medical  Laboratories,  Inc.  accounces  its  expanded  immunology  services  as 
support  to  researchers  and  clinicians. 


VIRAL  SEROLOGY  FUNGAL  TESTING 


Adenovirus  Group 
California  encephalitis 
Coxsackie  A1-A24 
Coxsackie  B1-B6 
CMV 

Eastern  equine  encephalitis 
Echovirus  Typing 
Epstein- Barr- VC  A 
Herpes  simplex  Type  1 and  2 
Influenza  Type  A,  B,  C 
Japanese  B encephalitis 
Lymphocytic  Choriomeningitis 
Mumps  - soluble  and  viral 


Mycoplasma  pneumoniae 
Parainfluenza  1,  2,  3 
Poliovirus  1,  2,  3 
Psittacosis-Ornithosis-LGV 
Reovirus  Group 
Respiratory  Syncytial  Virus 
Rubeola 

St.  Louis  encephalitis 

Vaccinia 

Varicella 

Venezuelan  equine  encephalitis 
Western  equine  encephalitis 


Aspergillus 

Blastomyces 

Coccidioides 

Histoplasma 

Candida 

RICKETTSIAL  AGENTS 

Rocky  Mt.  Spotted  fever 
Rickettsial  pox 
Murine  typhus 
Epidemic  typhus 
Q-Fever,  phase  I & II 


Our  laboratory  can  also  provide  customized  services  for  special  requirements  of 
individual  investigators. 

AML  is  a full-service  laboratory  with  an  extended  courier  service,  dedicated  to  providing 
prompt  and  accurate  results.  The  immunology  laboratory  and  its  staff  of  experienced 
technologists,  is  pathologist  supervised  and  CDC  and  CAP  certified. 
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Community  Mental  Health  Centers: 
A Continuing  Controversy 


Elliott  B.  Hammett,  M.D.,  Jesse  O.  Cavenar,  Jr.,  M.D., 
John  L.  Sullivan,  M.D.,  and  Allan  A.  Maltbie,  M.D. 


ABSTRACT  The  history  of  the 
community  mental  health  center 
(CMHC)  movement  is  described  and 
both  local  and  nationwide  criticism 
of  the  centers  as  well  as  the  National 
Institute  of  Mental  Health  response 
are  presented.  The  authors  suggest 
that  an  operational  definition  of  a 
CMHC,  specifically  whether  it  is  a 
medical  practice,  must  be  clarified. 
Inconsistencies  between  the  philoso- 
phy and  the  actual  operations  are 
noted,  and  suggestions  to  improve 
patient  care,  community  and  medical 
acceptance  and  personnel  recruit- 
mant  problems  are  given. 

COMMUNITY  mental  health 
centers  (CMHCs)  have  been 
controversial  since  their  beginning 
in  1963.  Recently,  both  concerned 
laymen  and  medical  practitioners 
have  again  raised  questions  about 
the  intent,  practices  and  usefulness 
of  the  centers. 

A recent  study  by  the  N.C.  Men- 
tal Health  Association  stated  that 


Department  of  Psychiatry 
Duke  University  Medical  Center 
Durham,  North  Carolina 

Veterans  Administration  Hospital 
Durham,  North  Carolina 

The  opinions  are  those  of  the  authors  and  not  of  the  Veterans 
Administration. 

Reprint  requests  to  Dr.  Cavenar 
Veterans  Administration  Hospital 
508  Fulton  Street 
Durham,  North  Carolina  27705 


people  without  medical  training 
were  dispensing  drugs  to  CMHC 
patients  at  their  own  discretion  and 
it  was  suggested  that  psychiatrists 
at  times  signed  prescriptions  and 
left  drugs  to  be  distributed  to  pa- 
tients if  the  non-medical  staff  felt 
the  drugs  were  indicated.  The  same 
study  was  critical  of  some  CMHCs 
for  allowing  social  workers  or 
nurses  to  assume  total  responsibil- 
ity for  patients  without  medical  or 
psychiatric  guidance.  In  surveying 
43  centers,  the  association  found 
that  the  quality  of  care  ranged  from 
very  good  to  inferior. 

One  North  Carolina  county 
medical  society,  stating  that  the 
diagnosis  and  treatment  of  illness 
constitutes  the  practice  of  medi- 
cine, passed  a resolution  urging  ap- 
propriate state  authorities  to  take 
action  to  stop  such  activity  in 
CMHCs  by  non-physicians. 

The  criticism  of  CMHCs  is  not 
confined  to  North  Carolina;  it  is  an 
issue  throughout  the  United  States. 
The  following  review  of  the  philos- 
ophy, ideas  and  laws  governing  the 
centers  is  undertaken  to  help  focus 
the  criticism. 

HISTORY 

The  National  Mental  Health  Act 
of  July,  1946,  created  the  National 
Institute  of  Mental  Health  (NIMH). 
R.  H.  Felix,  the  first  director,  en- 


visioned mental  illness  as  a public 
health  problem  and  proposed  to  use 
methods  which  had  been  most  suc- 
cessful in  dealing  with  health  prob- 
lems in  other  fields.1  He  later  be- 
lieved that  ideal  locations  for  treat- 
ment would  be  properly-staffed 
outpatient  clinics  with  one  for  every 
100,000  citizens  throughout  the 
country.  In  this  way  mental  illness 
would  be  dealt  with  and  eradicated 
much  as  pulmonary  tuberculosis 
had  been.2 

By  1961 , the  NIMH  had  prepared 
plans  for  CMHCs  and  proposed  to 
have  2,000  such  centers  in  operation 
by  1980.  President  Kennedy,  in  an 
address  to  Congress  in  1963, 3 stated 
that  “a  concerted  national  attack  on 
mental  disorders  is  now  both  possi- 
ble and  practical.”  The  attack  was 
to  be  orchestrated  through  the 
CMHCs  where  it  would  be  “possi- 
ble for  most  of  the  mentally  ill  to  be 
successfully  and  quickly  treated  in 
their  own  communities  and  re- 
turned to  a useful  place  in  society.” 

The  CMHC  bill,  signed  by  Presi- 
dent Kennedy  in  October,  1963, 
provided  for  three  years  of  con- 
struction to  cost  $150  million  be- 
tween 1964  and  1967.  In  1965, 
President  Johnson  signed  legisla- 
tion providing  $73.5  million  for 
staffing,  and  the  CMHCs  came  into 
being. 

From  the  preliminary  report  from 
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the  President’s  Commission  on 
Mental  Health  in  September,  1977, 
it  appears  that  CMHCs  will  be  the 
major  avenue  of  delivery  of  mental 
health  care  in  the  future.  Brown,4 
the  most  recent  director  of  NIMH, 
has  stated  that  in  the  coming  years 
the  federal  government  will  make  an 
all-out  effort  to  strengthen  the  sys- 
tem. He  notes  93  new  CMHCs  will 
be  funded  each  year  between  1979 
and  1983,  at  which  time  1,100 
CMHCs  should  be  in  operation. 
Total  national  coverage  by  a net- 
work of  CMHCs  is  envisioned  by 
the  end  of  1988.  Given  the  intent  of 
NIMH  to  make  the  CMHC  system 
the  model  of  delivery  of  mental 
health  care,  it  seems  appropriate  to 
examine  the  criticisms  of  the  cen- 
ters. 

CRITICISMS 

Many  have  criticized  the  CMHC 
theoretical  framework  and  even 
more  have  been  critical  of  the  actual 
performance  and  productivity  of  the 
centers.  Robitscher5  recently 
charged  that  CMHCs  provide  a 
“diluted  and  de-professionalized“ 
approach  to  psychiatric  care  and 
that  the  centers  are  “a  political 
promise  of  help,  but  much  of  the 
help  is  sham.”  He  said  CMHCs  use 
few  psychiatrists  who  have  minimal 
contact  with  patients  but  ultimate 
responsibility,  and  that  the  centers 
use  many  para-  and  semi- 
professionals who  act  as  therapists. 
He  further  suggested  that  therapists 
with  inadequate  backgrounds  try  to 
help  patients  although  they  may  not 
understand  what  “help”  really  is  or 
how  to  deliver  it.  He  noted  that 
many  of  the  therapists  soon  “burn 
out”  and  drop  out  of  the  system  — 
or  seek  treatment  themselves  with  a 
therapist  who  does  not  work  in  the 
CMHC  system.  He  finds  it  para- 
doxical that  the  therapists  may 
“purchase  for  themselves  an  en- 
tirely different  kind  of  mental  health 
treatment  than  they  give  to  their 
clients”  in  the  CMHC  system. 
Robitscher  concluded  by  noting 
that  some  critics  believe  that  many 
of  the  patients  of  the  CMHC  would 
be  better  served  by  giving  them  the 
money  that  the  service  cost  instead 
of  the  service. 

The  cost  of  services  is  indeed 


considerable.  The  NIMH  has  re- 
ported8 that  for  1976,  the  total  cost 
of  the  CMHC  program  in  the  United 
States  was  $800  million,  the  average 
cost  per  patient  was  $400  and  the 
cost  per-treatment-hour  was  $45, 
compared  to  $37  cost  per-treat- 
ment-hour in  a private  psychiatric 
practice.  The  difference  in  cost  is 
magnified  when  it  is  realized  that 
there  were  some  2 million  patient 
visits  to  CMHCs  that  year. 

An  American  Psychiatric  Associ- 
ation task  force  has  attempted  to 
study  the  performance  of  CMHCs. 
Its  report7  noted  that  “while  it  has 
been  the  policy  of  NIMH  to  give 
high  priority  to  research  support,  it 
must  be  acknowledged  that  in  the 
area  of  community  mental  health 
this  policy  has  not  been  im- 
plemented with  the  attention  re- 
quired by  the  newness  of  the  pro- 
grams and  their  scope.”  The  task 
force  got  a strong  subjective  im- 
pression that  NIMH  was  strongly 
resisting  evaluation  of  the  perfor- 
mance of  the  CMHCs. 

The  1974  Nader  report8  on 
NIMH,  entitled  The  Medical 
Establishment,  asserted  that 
“CMHCs  have  been  neither  ac- 
countable backward  to  the  NIMH, 
which  established  them,  nor  for- 
ward to  the  consumers  and  citizens 
in  the  community  they  allegedly 
serve.” 

Winslow9  has  observed  that  over 
the  past  five  years,  psychiatrists 
have  gradually  but  steadily  been  de- 
serting CMHCs  and  that  psychia- 
trists who  become  involved  in 
community  mental  health  find  other 
mental  health  workers  hostile  and 
competitive;  at  some  CMHCs,  the 
psychiatrist  is  given  duties  consist- 
ing primarily  of  signing  prescrip- 
tions. He  adds  that  originally  a 
CMHC  was  required  to  have  a psy- 
chiatrist as  the  director,  but  now, 
under  changed  regulations,  any 
“mental  health  professional”  can 
be  the  director  and  that,  in  fact, 
some  centers  feel  that  a psychiatrist 
is  not  needed  at  all.  Such  trends 
leave  the  CMHC  movement  in 
“great  jeopardy”  and  foretell  a de- 
ficient mental  health  system  de- 
veloping in  CMHCs.  He  predicts 
that  society  may  well  reject  the 
CMHC  movement  as  inferior. 


Goldman9  believes  that  older 
psychiatrists  avoid  CMHCs  be- 
cause they  are  not  “captains  of  the 
team”  and  younger  psychiatrists 
because  of  uncertain  funding.  Beck9 
blames  the  Department  of  Health, 
Education  and  Welfare  for  the 
shortage  of  psychiatrists  in  CMHCs 
because  HEW  has  failed  to  stress 
the  role  of  psychiatrists  as  essential. 
He  further  states  that  many  psy- 
chologists and  social  workers  feel 
threatened  by  psychiatrists  and 
therefore  do  not  work  well  with 
them. 

The  executive  director  of  the  Na- 
tional Council  of  CMHCs  admits9 
that  the  shortage  of  psychiatrists  in 
the  centers  is  real,  and  reports  that 
the  council  is  establishing  a panel  of 
experts  to  seek  solutions  to  the 
problem.  Langsley10  noted  that  re- 
cently in  one  state  mental  health  de- 
partment only  one  of  110  positions 
was  filled  by  a psychiatrist  because 
the  administration  said  it  could 
“buy  three  social  workers  for  one 
psychiatrist.” 

NIMH  has  measured  the  success 
of  CMHCs  by  showing  that  the  av- 
erage census  in  state  mental  hospi- 
tals dropped  from  557,000  in  1957  to 

193.000  in  1975.  Critics  say,  how- 
ever, that  CMHCs  cannot  claim 
credit  for  this  decline,  that,  in  fact, 
there  has  been  an  increase  in  the 
number  of  admissions  to  state 
mental  hospitals  during  this  same 
time  period,  from  200,000  in  1956  to 

375.000  in  1975.  Thus,  they  say, 
CMHCs  are  not  providing  preven- 
tive care  in  the  community.  The  de- 
crease in  the  number  of  patients 
hospitalized  appears  rather  to  be  the 
result  of  improved  psychophar- 
macology and  other  therapeutic 
methods  and  of  the  questionable 
and  debatable  practice  of  discharg- 
ing large  numbers  of  chronic  pa- 
tients to  community  care,  nursing 
homes  and  their  families.  Many 
critics  question  whether  this  prac- 
tice is  actually  more  humane. 

It  seems  clear  that  criticisms  of 
CMHCs  will  continue  until  ade- 
quate scientific  studies  delineate 
what  the  centers  are  doing  and  how 
effectively  and  economically  they 
are  operating. 

Collectively  we  have  had  14  years 
of  experience  as  consultants  to 


418 


Vol.  39,  No.  7 


CMHCs  in  various  locations  and 
feel  in  a position  to  offer  some  ob- 
servations which  might  prove 
helpful. 

RECOMMENDATIONS 

The  chief  criticism  of  CMHCs 
from  the  medical  profession  as  a 
whole  is  that  adequate  psychiatric 
coverage  is  in  many  cases  simply 
not  available.  The  medical  commu- 
nity wants,  and  believes  it  should 
have,  facilities  where  patients  who 
present  emotional  and  psychiatric 
problems  can  be  referred  for  ade- 
quate evaluation  and  treatment. 
Unfortunately,  many  CMHCs  do 
not  offer  this  range  of  services.  This 
situation  leads  to  distrust,  an- 
tagonism and  hostility  between  the 
CMHC  and  the  community’s  physi- 
cians. 

The  basic  problem  appears  to  be 
an  inadequate  definition  of  exactly 
what  a CMHC  should  be  and  do. 
Brown,5  while  director  of  NIMH, 
stated  that  a CMHC  is  not  a vehicle 
for  the  delivery  of  psychiatric  care; 
he  suggests  that  this  notion  is  a basic 
misconception  held  by  the  medical 
community.  He  notes  that  the 
CMHCs  were  “designed  with  the 
intent  of  providing  a range  of  acces- 
sible, quality  mental  health  services 
to  the  broadest  population  in  need. 
Multidisciplinarity  was  a basic 
strategy  in  providing  the  necessary 
scope  of  services.”  We  find  this 
statement  vague  and  basically  un- 
realistic as  an  operating  statement. 

The  fact  is  that  every  patient  seen 
in  a CMHC  in  this  state  has  a re- 
sponsible physician  designated 
either  by  name  or  code  number  on  a 
standard  form  in  the  patient  record. 
That  physician  may  never  actually 
see  the  patient;  the  counseling  or 
psychotherapy  may  be  provided  by 
a psychologist,  social  worker,  or 
other  mental  health  professional. 
This  medical  records  requirement 
makes  it  appear  that  the  authorities 
envision  the  CMHC  as  a vehicle  for 
the  delivery  of  medical  and/or 
psychiatric  care.  If  not,  it  would 
seem  unnecessary  that  the  patient 
have,  on  paper,  a responsible  phy- 
sician. The  possible  medicolegal 
liability  of  being  listed  as  the  pa- 
tient’s responsible  physician  when 
in  fact  one  may  never  see  the  patient 


is  not  a situation  in  which  most 
physicians  want  to  find  themselves. 
This  practice  is  one  reason  that 
many  physicians,  psychiatrists  in 
particular,  are  hesitant  to  consult 
with,  or  be  employed  by,  CMHC. 
The  internal  inconsistency  between 
the  stated  NIMH  philosophy  and 
the  reality  appears  to  be  great.  We 
believe  that  this  internal  inconsis- 
tency must  be  clarified  on  an  opera- 
tional level.  If  the  CMHC  is  in  fact  a 
multidisciplinary  practice  ap- 
proach, physicians  should  be  re- 
sponsible only  for  those  patients 
whom  they  are  treating,  and  other 
professionals  responsible  for  their 
patients.  If  the  working  definition  of 
a CMHC  were  clear,  the  general 
public  and  medical  community 
could  be  so  informed.  Physicians 
would  then  know  whether  their  pa- 
tients referred  to  a CMHC  would  or 
would  not  be  seen  by  a psychiatrist. 
The  community  physician  would 
then  be  in  a much  better  position  to 
decide  whether  he  wanted  to  refer 
his  patient  to  a private  psychiatrist 
or  to  the  CMHC. 

On  the  other  hand,  if  the  decision 
were  made  that  a CMHC  does  con- 
stitute the  practice  of  medicine  and 
each  patient  needed  a responsible 
physician,  there  are  several  things 
that  might  be  done  to  make  centers 
more  attractive  to  the  physician  for 
either  part-time  or  fulltime  employ- 
ment. 

First,  most  CMHCs  are  under  the 
direction  and  management  of  a 
non-physician.  While  it  is  true  that 
many  hospitals  are  administrated  by 
non-physicians,  the  situation  in 
CMHCs  is  not  analagous.  Most 
hospitals  are  required  to  have  or- 
ganized medical  staffs;  many 
CMHCs  do  not.  In  CMHCs  where 
part-time  psychiatric  consultants 
are  used,  the  physicans  may  never 
meet  as  a group.  If  one  physician  is 
employed  fulltime,  he  or  she  alone 
may  constitute  the  medical  staff. 
Given  these  situations,  some  non- 
physician administrators  may  at 
times,  without  medical  advice  and 
guidance,  make  administrative  op- 
erational policy  that  borders  on 
medical  operational  policy,  and  this 
is  a most  uncomfortable  position  for 
the  physicians  involved.  We  believe 
that  the  format  which  has  been  used 


in  the  Veterans  Administration  for 
years  would  be  a workable  option ; a 
physician  is  head  of  a particular  ser- 
vice and  a non-medical  administra- 
tive assistant  handles  the  day-to- 
day  non-medical  operation  of  the 
service.  The  administrative  assis- 
tant is  directly  responsible  to  the 
physician.  If  CMHCs  could  be  or- 
ganized in  a similar  manner,  more 
physicians  might  be  interested  in 
pursuing  careers  with  the  system. 

One  difficulty  the  medical  direc- 
tors of  North  Carolina  mental  hos- 
pitals have  noted  in  recent  months  is 
that  they  have  little,  if  any,  voice  in 
hiring  those  who  are  to  care  for  pa- 
tients. Although  they  are  charged 
with  the  ultimate  responsibility  for 
patient  care,  they  have  no  influence 
on  personnel  procedures.  This  same 
situation  exists  in  many  CMHCs;  it 
could  be  alleviated  by  having  a 
physician  in  charge  of  the  center. 

Another  approach  which  would 
clarify  functions  in  CMHCs  would 
be  the  encouragement  — or  re- 
quirement — of  medical  staff  meet- 
ings. If  such  were  required,  as  they 
are  at  most  hospitals,  medical 
opinions  could  be  expressed  and 
presented  to  the  administrative 
body  of  the  center. 

Under  North  Carolina  statutes, 
CMHCs  are  governed  by  an  area 
mental  health  board  of  15  citizens. 
The  philosophy  underlying  this 
method  is  that  these  citizens  should 
be  able  to  address  issues  that  are 
peculiar  to  the  community  and 
thereby  direct  the  mental  health 
programs  in  the  best  interest  of  the 
community.  While  this  seems  quite 
reasonable,  there  is  always  the  po- 
tential for  partisan  politics  to  enter 
into  policy  decisions.  Clearly,  when 
politics  becomes  involved  in  di- 
recting the  range  and  scope  of 
health  services  of  any  type,  condi- 
tions may  worsen.  Perhaps  the  situ- 
ation needs  reevaluation,  with  more 
direct  guidance  from  the  medical 
society  of  the  particular  region. 

The  county  commissioners  con- 
trol part  of  the  budget  of  the 
CMHCs,  primarily  that  portion 
which  must  come  from  local  funds. 
While  this  is  indeed  reasonable  (a 
CMHC  is  a community  facility),  it 
nonetheless  leaves  some  programs 
in  a situation  where  political  con- 


July  1978,  NCMJ 


419 


siderations  almost  certainly  influ- 
ence the  funding  of  health  pro- 
grams. 

While  political  considerations  are 
a fact  of  life,  and  every  organization 
has  governing  boards  or  bodies,  for 
a lone  physician  to  become  deeply 
involved  at  a CMHC  is  simply  not 
an  appealing  prospect.  Perhaps  the 
governing  and  financial  structures 
could  be  altered  so  that  a physician 
at  a CMHC  might  feel  less  vulnera- 
ble. 

Whether  or  not  the  medical  com- 


munity agrees  with  the  concept  of 
CMHCs,  it  appears  that  this  system 
has  been  established  by  the  federal 
government  which  sees  for  it  a long 
life.  We  believe  that  discussion  by 
the  appropriate  bodies  of  the  issues 
we  have  addressed  here  would  lead 
to  greater  acceptance  of  the 
CMHCs  by  the  people,  higher  pro- 
ductivity and  better  patient  care. 
We  urge  medical  practitioners  to 
take  an  active  interest  in  their  own 
CMHCs  in  an  effort  to  clarify  some 
of  the  vague  philosophy  and  its  con- 


sequences for  the  communities  of 
the  state. 
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Timorous  Animals  are  observed  to  have  larger  Hearts  than  couragious  ones;  as  Deer,  Asses,  Hares, 
etc.  which  holds  true  in  the  Instance  of  this  Doe's  Heart.  May  not  one  Reason  of  this  be,  that  the  Fibres  of 
the  timorous  are  generally  more  lax  than  those  of  couragious  Animals,  on  which  Account  the  Blood 
passing  with  less  Resistance  through  the  lax  fibred  capillary  Vessels,  it  was  requisite  that  the  Heart 
should  at  each  Pulse  throw  out  a greater  Quantity  of  Blood,  in  order  to  supply  its  more  easy  and  plentiful 
Flow  through  the  lax  capillary  Arteries  into  the  Veins?  And  may  not  this  be  the  Reason  why  the  Pulses  of 
young  Animals,  as  of  Children,  are  found  to  beat  faster  than  those  of  grown  Persons,  viz.  because  the 
tender  Fibres  of  the  Coats  of  their  Blood  Vessels  being  very  lax,  they  give  the  less  Resistance  to  the 
flowing  Blood;  whose  Globules  are  observed  by  Leewenboeck  to  be  all  of  a Size  both  in  great  and  small 
Animals;  Whence  it  was  needful  to  make  Provision  for  a proportionably  greater  Supply  of  it  from  the 
Heart,  by  increasing  the  Velocity  of  the  Dilatations  and  Contractions  ot  that  curious  Engine,  in  the 
Formation  of  which  are  seen  such  evident  Marks  of  the  consummate  Wisdom  of  the  great  Author  of 
Nature.  — Statical  Essays:  Containing  Haemastaticks  by  Stephen  Hales,  London,  1733. 
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Reflux  Bile  Gastritis 

Not  Related  to  Previous  Gastric  Surgery: 

A Case  Report 


Seymour  S.  Rogers,  M.D.,  F.A.C.S.,  Roy  M.  Arkin,  M.D.,  and 
Howard  S.  Wainer,  M.D.,  F.A.C.P. 


ABSTRACT  A patient  with  an 
atonic,  patulous  pylorus,  possibly 
secondary  to  cholecystectomy  who 
developed  reflux  bile  gastritis  is  de- 
scribed. Because  she  did  not  tolerate 
cholestyramine  well,  she  underwent 
surgery  for  diversion  of  duodenal 
contents.  Her  gastrointestinal 
symptoms  have  been  relieved  and  she 
has  gained  20  pounds  since  vagotomy 
and  antrectomy  with  Roux-en-Y 
end-to-side  gastrojejunostomy  were 
done.  Although  reflux  bile  gastritis 
usually  follows  gastric  surgery,  occa- 
sionally it  occurs  with  an  intact  GI 
tract,  (or  stomach). 

DURING  the  past  20  years  a 
chronic  gastritis  called  bile  re- 
flux gastritis,  alkaline  reflux  gas- 
tritis or  postoperative  reflux  gas- 
tritis has  been  recognized.  It  is 
characterized  by  epigastric  or  upper 
abdominal  pain  frequently  aggra- 
vated by  food;  hypochlorhydria  or 
achlorhydria;  endoscopic  and  often 
biopsy  evidence  of  superficial  gas- 
tritis; nausea  and  vomiting,  usually 
bilious;  weight  loss;  anorexia  and  at 
times  chronic  blood  loss  with 
anemia.  In  most  cases  the  pyloric 
sphincter  had  been  removed,  de- 

From  the  Surgical  Service 
Moses  H.  Cone  Memorial  Hospital 
Greensboro,  North  Carolina 
Reprint  requests  to  Dr.  Rogers 
1904  N.  Church  Street 
Greensboro,  North  Carolina  27405 


stroyed  or  bypassed  during  previ- 
ous gastric  surgery.  The  occurrence 
of  the  condition  in  a patient  without 
upper  gastrointestinal  surgery  has 
been  rarely  and  incompletely  re- 
ported.1-3 

Scudamore1  observed  such  a 
condition  in  non-operated  as  well  as 
postgastrectomy  patients  and  noted 
that  others  had  suggested  that  gas- 
tritis might  be  secondary  to  bile  re- 
flux through  an  incompetent 
pylorus  or  a postgastrectomy 
stoma.  Twenty-three  of  his  patients 
had  had  no  gastric  surgery  but  18  of 
them  had  undergone  cholecystec- 
tomy and  four  others  had  evidence 
of  gallbladder  disease. 

This  report  describes  this  syn- 
drome in  a patient  whose  gastroin- 
testinal tract  was  unaltered  by 
surgery  but  who  had  undergone 
cholecystectomy  for  cholelithiasis 
about  two  years  earlier. 

CASE  REPORT 

A 39-year-old  white  woman  was 
hospitalized  because  of  a two-year 
history  of  postprandial  epigastric 
pain,  nausea  and  bilious  vomiting 
and  a 10-pound  weight  loss  during 
the  preceding  six  months.  The  diag- 
nosis of  alkaline  gastritis  with  bile 
reflux  had  been  made  gastroscopi- 
cally  and  confirmed  elsewhere,  se- 
rial gastric  biopsies  revealing 
mucosal  and  submucosal  inflam- 


mation. Dietary  and  anticholinergic 
therapy  and  the  oral  administration 
of  Bethanicol  and  cholestyramine 
were  begun  but  the  patient’s  ac- 
ceptance of  and  her  response  to 
treatment  were  not  satisfactory. 
However,  treatment  by  nasogastric 
suction  had  afforded  temporary 
relief  of  symptoms  on  several  occa- 
sions. She  had  had  a cholecystec- 
tomy for  cholelithiasis  and  inci- 
dental appendectomy  in  1974  and  an 
umbilical  herniorrhaphy  in  1976. 
Physical  examination  was  unre- 
vealing and  laboratory  studies  were 
unremarkable  except  for  a hemo- 
globin of  1 1 .5  g.  Gastric  analysis  re- 
vealed basal  hypochlorhydria  with 
minimal  MAO  (maximal  acid  out- 
put). After  nasogastric  suction  had 
been  started  and  appropriate  fluids 
and  electrolytes  administered  in- 
travenously, the  patient’s  symp- 
toms abated,  and  at  her  request 
surgery  was  postponed  and  she  was 
discharged.  About  three  days  after 
discharge,  her  symptoms  returned 
and  she  re-entered  the  hospital  for 
the  recommended  surgery.  On  Au- 
gust 12,  1976,  the  patient  underwent 
vagotomy  and  antrectomy  with 
Roux-en-Y  end-to-side  gastro- 
jejunostomy. After  the  operation, 
delayed  gastric  emptying  was  re- 
solved after  two  weeks  of  gastric 
drainage  and  after  she  left  the  hos- 
pital the  patient  noted  complete  re- 
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lief  of  abdominal  pain  and  vomiting. 
Postoperative  gastroscopy  was 
normal.  When  last  seen,  15  months 
later,  she  had  no  gastrointestinal 
complaints  and  had  gained  20 
pounds. 

DISCUSSION 

The  effect  of  duodenal  contents 
and  other  gastrointestinal  ferment 
on  the  gastric  mucosa  is  the  subject 
of  considerable  discussion  and 
controversy.2,  4’  6'  7'  8’  10,  11 
Symptomatic  reflux  gastritis  may  be 
related  to  an  abnormality  of  com- 
position or  concentration  of  bile, 
pancreatic  juice  or  succus  en- 
tericus;  to  sensitivity  of  the  gastric 
mucosa  to  a normally  constituted 
duodenal  content;  or  to  the  duration 
and  frequency  of  contact  between 
gastric  mucosa  and  duodenal  con- 
tents. 

In  a patient  who  has  had  the 
pyloric  sphincter  mechanism  de- 
stroyed, excised  or  bypassed  (e.g. 
after  gastrectomy  or  vagotomy  with 
antrectomy  or  pyloroplasty)  any  or 
all  of  these  factors  could  be  altered. 


The  frequency  and  duration  of  re- 
flux would  naturally  be  increased, 
and  antrectomy  or  vagotomy  or  its 
combination  could  be  responsible 
for  a change  in  mucosal  sensitivity 
and/or  mucosal  protective  mecha- 
nisms. 

In  patients  with  surgically  unal- 
tered upper  gastrointestinal  tracts, 
similar  pathophysiological  mecha- 
nisms may  be  present,  although, 
symptoms  may  be  less  prominent. 
Duodenal  contents  are  known  to  be 
present  at  times  in  the  stomach  of 
unoperated  patients,2,  8>  10-12  and 
their  role  in  the  development  of 
gastritis  and  gastric  ulcer  has  been 
considered.8-11 

Complete  diversion  of  duodenal 
contents  from  the  gastric  mucosa 
appears  to  be  a logical  solution  to 
this  problem.  In  the  patient  who  has 
not  had  gastric  surgery,  maneuvers 
to  decrease  acid  secretion  are  indi- 
cated, since  hypochlorhydria  may 
be  reversed  after  duodenal  diver- 
sion.2-5 As  in  many  conditions 
where  physical  and  laboratory 
findings  are  scant,  predisposing 


anatomic  and  physiological  factors 
are  found  in  many  asymptomatic 
individuals  and  patient  selection  is 
the  paramount  problem. 

Our  patient  was  first  treated 
medically  with  cholestyramine,1, 4 a 
bile-salt  binding  resin.  Although  her 
symptoms  were  somewhat  im- 
proved, she  tolerated  the  drug 
poorly.  Since  we  believed  that  the 
criteria  for  diagnosis  of  alkaline  re- 
flux gastritis  had  been  met,  we  then 
recommended  surgery. 
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1 Slit  open  with  a Pair  of  Scissors,  from  end  to  end,  the  Guts  of  a Dog,  on  that  side  which  was 
opposite  to  the  Insertion  of  the  mesenterick  Arteries  and  Veins;  and  having  fixed  a Tube  4 + Vi  Feet  high 
to  the  descending  Aorta  a little  below  the  Heart,  I poured  blood  warm  Water  thro'  a Funnel  into  the 
Tube,  which  descended  thence  into  the  Aorta,  with  a Force  equal  to  that,  with  which  the  Blood  is  there 
impelled  by  the  Heart:  This  Water  passed  off  thro'  the  Orifices  of  innumerable  small  capillary  Vessels, 
which  were  cut  asunder  thro'  the  whole  Length  of  the  slit  Gut.  But  notwithstanding  it  was  impelled  with  a 
Force  equal  to  that  of  the  arterial  Blood  in  a live  Dog,  yet  it  did  not  spout  out  in  little  distinct  Streams,  but 
only  seemed  to  ouze  out  at  the  very  fine  Orifices  of  the  Arteries,  in  the  same  manner  as  the  Blood  does 
from  the  capillary  Arteries  of  a Muscle  cut  transversely.  — Statical  Essays:  Containing  Haemastaticks 
by  Stephen  Hales,  London,  1733. 
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Primary  Carcinoma  of  the  Rectum 
in  a 13-Year-Old  Patient 
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ABSTRACT  A 13-year-old  black 
male  was  found  to  have  carcinoma  of 
the  rectum  which  presented  with 
anemia,  weight  loss  and  finally 
bright  rectal  bleeding.  While  such 
tumors  are  rare  in  children  and  ado- 
lescents, the  presence  of  suggestive 
symptoms  obligates  the  physician  to 
make  a thorough  diagnostic  survey. 

THE  incidence  of  carcinoma  of 
the  lower  gastrointestinal  tract 
in  adolescence  is  so  low  that  the 
process  is  often  not  suspected  until 
it  is  far  advanced.  Consequently  the 
physician  may  be  lulled  into  a false 
security  when  a child  is  seen  be- 
cause of  rectal  bleeding.  We  have 
recently  seen  a young  patient  with 
such  a problem  and  wish  to  present 
our  experience. 

CASE  HISTORY 

A 13-year-old  black  male  was 
admitted  to  the  Edgecombe  General 
Hospital  on  November  12,  1976, 
because  of  moderate  weight  loss 
during  the  previous  six  months. 

Tarboro  Clinic,  P.A. 

P.O.  Box  40 

Tarboro,  North  Carolina  27886 
Reprint  requests  to  Dr.  Kelsh 


Five  months  earlier  anemia  had 
been  discovered  and  iron  pre- 
scribed. Weight  loss  continued, 
however,  and  bright  red  rectal 
bleeding  was  first  observed  the  day 
of  hospitalization.  There  was  no 
history  of  jaundice  or  of  obstructive 
symptoms  except  for  occasional 
bouts  of  diarrhea  during  the  pre- 
ceding two  weeks.  The  child  had  not 
been  operated  on  and  had  always 
been  healthy.  He  was  one  of  nine 
children  in  a family  with  no  history 
of  polyposis  or  of  malignancy. 
Physical  examination  revealed  a 
thin  male  appearing  small  for  his 
age.  Blood  pressure  was  126/80  mm 
Hg,  the  pulse  rate  108  per  minute. 
Positive  findings  were  limited  to  the 
rectal  examination  which  disclosed 
a rock-hard  fungating  mass  3.5-4  cm 
beyond  the  anus,  beyond  which  the 
examining  finger  could  not  reach. 
Two  biopsies  were  taken  at  proc- 
toscopy and  disclosed  adenocar- 
cinoma, probably  primary  in  the 
rectum.  A liver  scan  was  unremark- 
able, while  a barium  enema  re- 
vealed a marked  annular  constric- 
tion of  the  rectosigmoid  approxi- 
mately 7-8  cm  in  length  with  some 
obstruction  to  the  retrograde  flow  of 


barium.  There  was  loss  of  mucosa  in 
the  constricted  area  and  a probable 
small  ulceration  of  the  central  por- 
tion. An  intravenous  pyelogram 
was  considered  normal  and  no 
tumor  was  seen  at  cystoscopy  car- 
ried out  under  general  anesthesia, 
although  there  was  a suggestion  of 
pressure  upon  the  posterior  bladder 
wall.  The  hemoglobin  was  9.7  g. 
Other  laboratory  studies  were 
within  normal  limits  as  was  a chest 
x-ray.  At  laparotomy  the  tumor  was 
found  to  extend  to  just  below  the 
rectosigmoid  junction  and  was  not 
fixed  to  any  neighboring  structure. 
There  was  no  gross  lymphaden- 
opathy  within  the  mesentery  or  the 
small  or  large  bowel.  An  abdominal 
perineal  resection  was  carried  out 
without  difficulty.  The  patient  has 
done  well  postoperatively,  gaining 
weight  and  seeming  to  adjust  well  to 
his  colostomy.  Following  discharge 
he  was  started  on  radiation  therapy 
consisting  of  4500  Rads  in  twenty 
different  fractions  to  the  pelvis  and 
tumor  bed.  He  also  received  an  ini- 
tial chemotherapeutic  regime  in- 
cluding 5-Fluorouracil  (5-FU), 
dacarbazine.  Vincristine  and  bis- 
chloro-nitrosurea.  He  is  currently 
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Figure  1.  The  resected  tumor  mass. 


Figure  2.  At  the  tumor’s  edge  there  is  abrupt  transition  from  normal  colonic  mucosa  to 
neoplasm. 


on  5-FU  alone  and  followup  shows 
no  evidence  of  recurrence  one  year 
following  surgery. 

At  the  edge  of  the  surgical  speci- 
men normal  colonic  mucosa  ex- 
hibited an  abrupt  transition  to 
neoplastic  epithelium  (Figure  1), 
which  formed  single  and  multiple 
glands,  exciting  a marked  desmo- 
plastic response.  In  the  surrounding 
fibrous  tissue  were  dense  aggre- 
gates of  lymphocytes  and  plasma 
cells  (Figure  2).  Focal  mucin  pro- 
duction was  noted  as  well  as  exten- 
sion of  the  tumor  into  lymphatic 
perineural  spaces.  One  lymph  node 
contained  metastatic  adenocar- 
cinoma. 


DISCUSSION 

Review  of  the  literature  reveals 
few  reports  of  primary  rectal  and 
colon  carcinomas  in  children  and 
young  adults.  Hall  and  Coffey1  re- 
port an  incidence  of  3%  of  these 
tumors  in  individuals  under  40  years 
of  age.  In  1970  only  97  patients 
under  18  had  been  reported  with 
carcinoma  of  the  colon  in  English 
language  journals.  Langenberg2 
suggests  that  the  incidence  of  colon 
carcinoma  in  young  people  is  in- 
creasing and  indicates  that  such 
tumors  are  likely  to  exhibit  more 
malignant  characteristics.  It  must 
therefore  be  obvious  that  the  same 
diagnostic  approach  called  for  in 
cases  of  rectal  bleeding  in  adults  — 
namely,  digital  rectal  examination, 
proctoscopy  and  barium  enema  — 
should  be  employed  when  younger 
patients  present  with  similar 
symptoms. 
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When  we  view  in  a strong  Light  the  Blood  circulating  in  the  Lungs  of  a Frog,  we  see  the  Arteries  as 
they  pass  on,  sending  Branches,  which  spread  like  a fine  Net-work  over  the  Surface  of  each  Vesicle;  and 
on  some  of  these  Vesicles  we  may  very  plainly  see,  the  Blood  when  it  has  pass’d  over  little  more  than  half 
their  Surfaces,  to  enter  corresponding  capillary  Veins,  which  thence  unite  in  large  Trunks;  but  on  the 
greatest  part  of  the  Vessicles,  the  extream  capillary  Arteries,  reach  to  the  Verges  of  the  Vesicles,  and 
there  enter  at  right  Angles  the  Veins,  which  run  along  the  Limits  of  those  Vesicles;  which  Veins  laying  on 
the  inner  Sides  of  those  Vesicles  they  are  not  visible  like  the  Arteries:  But  when  in  here  and  there  a Place 
I have  clearly  seen  those  Veins,  I have  then  also  seen  the  extream  capillary  Arteries,  pour  at  right  Angles 
their  single  Globules,  into  those  much  larger  Veins.  — Statical  Essays:  Containing  Haemastaticks  by 
Stephen  Hales,  London,  1733. 
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DOWN  HOME:  ALCOHOL 

Alcohol  will  harm  us  brain  cells, 

Poison  us  and  harm  us  brain  cells, 

So  we  smart,  smart,  smart  little  brain  cells 
Say  no,  no,  no  more  alcohol. 

—old  WCTU  song 

Almost  all  cultures  have  developed  an  alcoholic 
beverage  of  their  own  for  relaxation  and  ritual  and 
have  evolved  their  own  measures  for  control  of  con- 
sumption. In  traditional  societies  based  on  hunting, 
gathering  or  subsistence  farming,  biological  necessity 
and  often  elaborate  codes  of  behavior  have  more  eas- 
ily defined  alcohol’s  place  but  industrial  societies  with 
large  urban  populations,  automobiles  and  tax-eating 
bureaucracies  continue  to  struggle  to  develop  accept- 
able systems  for  regulation. 

We  only  need  to  look  at  North  Carolina  to  ap- 
preciate the  complexities  of  the  situation.  Early 
settlers,  mostly  Scotch-Irish  and  German,  brought 
their  traditions  and  regional  skills  with  them.  From  the 
Cape  Fear  to  the  Yadkin  they  distilled  the  "fiery  us- 
quebaugh" varying  their  formula  with  the  grains  they 
harvested  and  the  fruits  they  picked,  and  shipped 
some  of  it  to  market.  By  the  late  18th  Century,  re- 
gional patterns  had  been  established.  New  England 
was  engaged  in  the  slave  trade  cultivating  a triangle 
based  on  the  movement  of  slaves  to  the  Indies,  molas- 
ses to  Massachusetts  and  rum  to  Africa,  Virginia 
planters  sipped  Madeira  and  the  Baptist  minister, 
Elijah  Craig,  had  in  the  1790s  in  Bourbon  (now  Scott) 
County,  Kentucky,  developed  bourbon  whiskey  from 
com.  A few  years  later  he  introduced  the  charred  keg 
and  Kentucky’s  fate  was  sealed. 

With  the  19th  Century,  the  Industrial  Revolution 
came  to  a United  States  being  made  gradually  smaller 
by  the  railroad  which  made  the  shipping  of  whiskey  by 
the  barrel  much  more  profitable.  By  1890  whiskey 
could  be  had  at  a dollar  a gallon  at  any  of  Davie 
County’s  15  commercial  distilleries  which  shipped 
their  products  from  the  Mocksville  depot.1  But  plen- 
tiful, cheap  whiskey  and  religious  revival  are  not  con- 
genial and  the  Temperance  Movement  arose  to  com- 
bat Demon  Rum,  cresting  with  Prohibition  after  World 
War  I.  But  small  operators,  bootleggers,  continued 
their  efforts  and  North  Carolina  achieved  preemi- 
nence for  her  moonshine.  Wilkes,  Robeson,  Johnston 
and  other  counties  similarly  favored  by  geography  — 
mountainous  or  swampy  — took  the  lead  shipping 
their  leading  product  far  and  wide.  Many  subterfuges 


were  resorted  to  and  many  lawmen  corrupted  to  keep 
white  liquor  flowing.  One  major  distiller  started  rais- 
ing chickens  to  ship  as  a camouflage  and  abandoned 
bootlegging  when  he  found  he  was  making  a better 
profit  selling  the  chickens. 

When  the  noble  experiment.  Prohibition,  failed,  the 
dry  forces  in  North  Carolina  were  so  strong  that  for  a 
decade  or  so  legal  whiskey  could  not  be  bought  west  of 
the  fall  line.  Moonshiner  and  minister  joined  in  strange 
union  to  maintain  the  status  quo.  But  World  War  II 
brought  changes  in  attitude,  liquor  stores  owned  and 
operated  by  the  state  penetrated  the  Piedmont,  quality 
control  at  the  stills  worsened  as  lead  pipes  were  used 
instead  of  scarce  copper,  the  cost  of  raw  materials 
rose,  and,  in  Wilkes  County,  the  chicken  and  egg 
industry  offered  better  and  safer  jobs. 

Still  alcohol  remains  by  far  the  number  one  drug 
problem  in  our  state  and  nation  despite  concerns 
about  narcotics  and  Mr.  Califano’s  campaign  against 
nicotine  and  we  are  no  nearer  knowing  what  to  do 
about  it  than  did  Benjamin  Rush  when  not  long  before 
Elijah  Craig  he  suggested  that  alcoholism  might  be  a 
disease.  Now  Rev.  Craig’s  co-religionists  take  a differ- 
ent position  about  alcohol  than  did  he  and  most  of  us 
appreciate  something  of  the  emotional  background  of 
drinking  and  its  physical  consequences.  Knowledge 
has  not  brought  solutions  but  it  has  helped  us  to  ask 
more  sensible  questions.  Many  of  these  questions  are 
being  answered  because  there  are  such  projects  as  the 
University  of  North  Carolina  Center  for  Alcohol 
Studies  under  the  direction  of  Dr.  John  A.  Ewing. 
North  Carolina  is  unique  in  the  nation  in  that  it  has  not 
yet  permitted  the  sale  of  liquor  by  the  drink  and  is  also 
unique  in  that  so  many  studies  of  importance  about 
drinking  are  being  carried  out  by  the  center.  An  ex- 
cellent review  of  the  problem.  Drinking.  Alcohol  in 
American  Society  — Issues  and  Current  Research, 
edited  by  Ewing  and  Rouse,  has  just  appeared  and 
deserves  careful  study.2  While  there  is  expected  vari- 
ation in  style  natural  to  a work  with  many  contributors 
and  while  there  are  some  dull  stretches,  the  book  is 
generally  well  done  and  pertinent.  Social,  historical, 
economic,  forensic,  psychological  and  medical  facets 
are  examined  in  some  depth  and  a trenchant  summary 
is  offered  by  the  editors. 

J.H.F. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Arrington,  John  Hodge,  MD,  (PTH)  1608  Valleymede,  Greensboro, 
N.C.  27410 

Ball,  James  Dale,  MD,  (NM)  651  Lichfield  Road,  Winston-Salem, 
N.C.  27103 

Beasley,  Charles  Ronald  (STUDENT)  Box  2710,  Duke  Medical 
Ctr.,  Durham  27710 

Blanchal,  Timothy  Joseph,  MD,  (1M)  1 1 13th  Avenue,  NE,  Hickory 
28601 

Bokesch,  Charles  Richard,  MD,  (IM)  P.O.  Box  1547,  Mount  Airy 
27030 

Chung,  Wan  Soon,  MD,  (GP)  405-B  McCaskey  Rd.,  Williamston 
27893 

Colavita,  Paul  Gerard,  (STUDENT)  1950  Beach  St.,  Apt.  c3-12, 
Winston-Salem  27103 

Convery,  Patrick  G.  (STUDENT)  1625-D  Zuider  Zee  Dr., 
Winston-Salem  27107 

Courington,  Cleo  Chambliss,  MD,  (CHP)  P.O.  Box  5534,  Asheville 
28803 

Courington,  Frederick  Wilton,  MD,  (P)  P.O.  Box  5534,  Asheville 
28803 

Craven,  Nicholas  Scott,  MD,  (P)  19  W.  Third  Avenue,  Lexington 
27292 

Cuthrell,  William  Vance,  (STUDENT)  B-6  Graham  Court  Apts, 
Chapel  Hill  27514 

Deang,  Cedric  Rodriquez,  MD,  (GS)  400  Randolph  St.  Ste.  #3, 
Thomasville  27360 

Dillard,  Robert  Perkins,  MD,  (PD)  ECU  Dept,  of  Pediatrics, 
Greenville  27834 

Dongre,  Shrikumar  Shripad,  MD,  (AN)  216  Lakeway  Dr.,  Lewis- 
ville 27023 

Dykers,  John  Reginald,  Jr.,  MD,  (FP)  P.O.  Box  565,  422  N.  Ivy 
Ave.  Siler  City  27344 

Ellison,  Robert  Stanfield,  (STUDENT)  Box  150,  Bowman  Gray, 
Winston-Salem  27103 

Faulk,  Woodruff  W.  Jr.,  MD,  904  Elk  Spur  St.,  Elkin 

Fox,  Elizabeth  June,  MD,  (AN)  Box  3094,  Duke  Medical  Center, 
Durham  27710 

Gerstein,  Jared  David,  MD,  (FP)  724  Willow  Run  S.  Dr.,  Raleigh 
27609 

Gipstein,  Milton  Fivenson,  MD,  (INTERN-RESIDENT)  510  Col- 
ony Woods  Dr.,  Chapel  Hill  27514 

Graff,  Louis  George,  MD,  (AN)  2306  Rolling  Hill,  Fayetteville 
28305 

Harris,  Lawrence  Stanley,  MD,  (FOP)  105  Wesley  Road,  Green- 
ville 27834 

Holleman,  Ivan  Lacy,  Jr.,  MD,  (PTH)  Bowman  Gray,  Winston- 
Salem  27103 

Imber,  Mr.  Michael  James,  (STUDENT)  Box  2760,  Duke  Medical 
Ctr.,  Durham  27710 

Jacobson,  Severt  Harold,  MD(NS)  P.O.  Box  2000,  Pinehurst  28374 

Jilcott,  Rupert  Wadsworth,  111,  MD,  (IM)  310Glenwood  Avenue, 
Kinston  28501 

Kassens,  Catherine  Healy,  MD,  (D)  1915  S.  16th  St.,  Wilmington 
28401 

Khan,  Mushtaq  Hussain,  MD,  (GS)  Route  #2,  Box  22,  Shallotte 
28459 

Lawand,  Frank,  MD,  (GS)  618  S.  Main  St.,  Reidsville  27320 

Liu,  Jing  Ming,  MD,  (AN)  4516  Randolph  Road,  #98,  Charlotte 
28211 

Marroum,  Marie-Claire,  MD,  (PTH)  3214  Colony  Road,  Charlotte 
28211 


Martin,  Robert  Gale,  MD,  (OPH)  515-C  Midland  Road,  Southern 
Pines  28387 

Miller,  Thomas  Dever  (STUDENT)  1905  W.  First  Street, 
Winston-Salem  27104 

O’Donnell,  John  Brendon,  (STUDENT)  21  Spring  Garden  Apts, 
Chapel  Hill  27514 

Olson,  Paul  Richard,  MD,  (FP)  2 Beaverbrook  Road,  Asheville 
28801 

Phillippi,  Paul  Jasper,  MD,  (IM)  261  Staffordshire  Rd.,  Winston- 
Salem  27104 

Raab,  Mary  J.,  MD,  (HEM)  307  Windsor  Road,  Greenville  27834 

Raab,  Spencer  O.,  MD,  (HEM)  307  Windsor  Road,  Greenville 
27834 

Radwanska,  Ewa,  MD,  (OBG)  G-8  Village  Green,  Chapel  Hill 
27514 

Rathbun,  Mary  Anne,  MD,  4204  E.  Knob  Oak  Lane,  Charlotte 
28211 

Reaves,  Leonard  Erastus,  III,  MD,  (IM)  518  Owen  Dr.,  Fayette- 
ville 28304 

Rigsby,  Jesse  Huntsman,  III,  MD,  (OPH)  1025  Randolph  Road, 
Thomasville  27360 

Robison,  William  Peterson,  MD,  (P)  2023  S.  17th  Street,  Wil- 
mington 28401 

Sanderford,  James  Lyon,  Jr.,  (STUDENT)  111 -A  Howell  St., 
Chapel  Hill  27514 

Satterly,  Robert  Alan,  MD,  (OTO)  1501  Lakeside  Drive,  Wilson 
27893 

Schiller,  Herbert  Miles,  MD,  (PTH)  203  S.  Stratford  Road, 
Winston-Salem  27103 

Slosky,  David  Alan,  MD,  (INTERN-RESIDENT)  2106  Front  St. 
H-4,  Durham  27705 

Summerlin,  Daniel  Clayton,  Jr.,  MD,  (AN)  240  Staffordshire  Rd., 
Winston-Salem  27104 

Taggart,  Rex  Roger,  MD,  (GP)  2222  Selwyn  #501 , Charlotte  28207 

Tate,  George  Whaley,  Jr.,  MD,  (OPH)  515-C  Midland  Road,  South- 
ern Pines  28387 

Wagoner,  David  Kirk,  MD,  (PD)  1900  Randolph  Road,  Ste.  1016, 
Charlotte  28207 

Widener,  Herb,  MD,  1350  S.  Kings  Drive,  Charlotte  28207 

Wiley,  Jerry  William,  MD,  (PD)  109  Merwin  Road,  Raleigh  27606 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
the  Bowman  Gray,  Duke,  ECU,  and  UNC  Schools  of  Medicine, 
Dorothea  Dix,  Wayne  County  Hospital  and  Burroughs  Wellcome 
Company  are  accredited  by  the  American  Medical  Association. 
Therefore  CME  programs  sponsored  or  co-sponsored  by  these 
schools  automatically  qualify  for  AM  A Category  I credit  toward  the 
AMA’s  Physician’s  Recognition  Award,  and  for  North  Carolina 
Medical  Society  Category  “A”  credit.  Where  AAFP  credit  has 
been  requested  or  obtained,  this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

PROGRAMS  IN  NORTH  CAROLINA 
September  3-15 

Electron  Microscopy  Techniques 

Place:  Duke  University  Marine  Laboratory,  Beaufort 

Sponsor:  Burroughs  Wellcome  Company 

Fee:  $995 
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For  information:  Dr.  Eve  MacDonald,  Burroughs  Wellcome  Com- 
pany, 3030  Cornwallis  Road,  Research  Triangle  Park,  27709 

September  7-9 

Family  Medicine 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 

Winston-Salem  27103 

September  8-9 

Animal  Meeting  of  the  North  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  North  Carolina  Pediatric  Society 
Place:  Blockade  Runner,  Wrightsville  Beach 
For  Information:  David  R.  Williams,  M.D.,  Chapter  Chairman, 
Southgate  Shopping  Center,  Thomasville  27360 

September  13-15 

Angus  McBryde  Perinatal  Symposium 

For  Information:  M.  Henderson  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

September  14 

Practicing  Physicians  Clinic 

Place:  Burroughs  Wellcome  Company 

For  Information:  Stanley  Grosshandler,  M.D.,  Director  of  Con- 
tinuing Education,  Burroughs  Wellcome  Company,  Research 
Triangle  Park  27709 

September  15-16 

Walter  L.  Thomas  Symposium  on  Gynecological  Surgery  and 
Malignancy 

For  Information:  M.  Henderson  Rourk,  Jr.,  Director,  Continuing 
Medical  Education,  Duke  University  Medical  Center.  Durham 
27710 

September  20 

New  Developments  in  Renal  and  Hypertensive  Disease 
Place:  Lee  County  Hospital,  Sanford 
Sponsor:  Lee  County  Medical  Society  and  Searle  Labs 
Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

September  26-28 

Duke  Cardiac  Arrhythmia  Seminar 
Credit:  21  hours 

For  Information:  M.  Henderson  Rourk,  Jr.,  M.D.  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

September  27-October  1 

North  Carolina  Medical  Society  Annual  Committee  Conclave 
Place:  Mid-Pines  Club,  Southern  Pines 
Regular  meetings  will  be  scheduled  for  the  chairmen  and  mem- 
bers of  almost  all  regular  Committees  of  the  Medical  Society; 
committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

September  28-30 

Seminar  in  Medicine 
Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman-Gray  School  of  Medicine, 
Winston-Salem  27103 

September  28-October  1 

Invitational  Assembly  for  Advanced  Urology  on  Urologic  Malig- 
nancies 

Place:  Pinehurst  Hotel  and  Country  Club 

Sponsors:  Division  of  Urology,  Duke  University  Medical  Center 
Fee:  $150 

Credit:  16  hours;  Category  I 

For  Information:  Virginia  Jordan,  Assembly  Secretary,  P.O.  Box 
3343  Duke  University  Medical  Center,  Durham  27710 

September  29-30 

Ocutome  Workshop 

Fee:  $350;  enrollment  limited  to  30  participants 
For  Information:  David  I.  Eifrig,  M.D.,  Room  617  Burnett- 
Womack  Building  229-H,  Chapel  Hill  27514 


October  2-6 

Microvascular  Surgery  Workshop 
Credit:  40  hours 

For  Information:  M.  Henderson  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

October  4-5 

Seminar  on  Diabetes 
Fee:  None 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

October  4-5 

Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 
Fee:  None 
Credit:  12  hours 

For  Information:  Richard  Kerecman,  M.D.,  P.O.  Box  795,  Hun- 
tersville 28078 

October  13-14 

Alumni  Scientific  Session 
Fee:  None 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

October  16-18 

North  Carolina  Office  of  Emergency  Medical  Services  Annual 
Meeting 

Place:  Sheraton  Inn,  Charlotte 

For  Information:  Mr.  Chris  Gentile,  North  Carolina  Office  of 
Emergency  Medical  Services,  1330  St.  Mary’s  Street,  Raleigh 
27611 

October  17-22 

30th  Annual  Workshop  and  Scientific  Program  of  the  Society  for 
Clinical  and  Experimental  Hypnosis 
Place:  Grove  Park  Inn,  Asheville 

Sponsors:  Department  of  Psychiatry  and  the  Department  of 
Psychology  of  UNC  and  the  Office  of  Continuing  Education, 
UNC  School  of  Medicine,  and  the  School  of  Dentistry 
For  Information:  Shirley  Sanders,  Ph.D.,  Office  of  Continuing 
Education,  236  MacNider  Building  202-H,  UNC  School  of  Medi- 
cine, Chapel  Hill  27514 

October  18 

“Recent  Developments  in  Gastroenterology” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  5 hours,  AMA  Category  I; 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville,  N.C.  27834 

October  27-28 

Cardiovascular  Medicine  and  Surgery:  A Harvey  Quartercentenary 
Meeting 

Credit:  1 1 hours 

For  Information:  M.  Henderson  Rourk.  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

November  8 

“Practical  Pediatrics” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours,  AMA  Category  I; 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville,  N.C.  27834 

November  10 

Seminar  on  Aging 
Fee:  $35 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

November  16-18 

30th  Annual  Scientific  Assembly  of  the  North  Carolina  Academy  of 
Family  Physicians 
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Place:  Sheraton  Inn,  Charlotte 
Fee:  S30 

For  Information:  Mr.  Edwin  Davis,  Executive  Director,  North 
Carolina  Academy  of  Family  Physicians,  P.O.  Drawer  11268, 
Raleigh  27604 

November  29 

Nutrition  in  Medical  Care  1978 
Place:  Lee  County  Hospital,  Sanford 

Sponsors:  Lee  County  Medical  Society  and  Eaton  Laboratory 
Fee:  $6.00  for  non-M.D.’s 
Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education.  Lee  County  Hospital,  Sanford  27330 

December  1-2 

American  College  of  Physicians  — North  Carolina  Society  of  Inter- 
nal Medicine  Annual  Meeting 
Place:  Sheraton  Inn,  Charlotte 

For  Information:  Norman  H.  Garrett,  M.D.,  1038  Professional  Vil- 
lage, Greensboro  27401 

December  2 

Pregnancy,  Birth,  and  Infancy:  Origins  of  Attachment 
For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

December  13 

“Office  Gynecology” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours,  AM  A Category  I; 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville,  N.C.  27834 

January  10 

“Immunological  Aspects  of  Malignancy” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours,  AM  A Category  I; 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville,  N.C.  27834 

January  26-27 

Clinical  Urology 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

ITEMS  OF  SPECIAL  INTEREST 

August  21-23 

Advanced  Seminar  on  Ultrasound  of  the  Abdomen  and  Obstetrics 
Place:  Dutch  Inn,  Buena  Vista,  Florida 

Sponsors:  Bowman  Gray  School  of  Medicine  and  Orlando  Regional 
Medical  Center,  Inc. 

Fee:  $200 

For  Information:  J.  F.  Martin,  Director,  Center  for  Medical  Ul- 
trasound, Bowman  Gray  School  of  Medicine,  Winston-Salem 
27103 

October  23-27 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Southhampton  Princess  Hotel,  Bermuda 
Fee:  $250 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

October  26-29 

Annual  Fall  Meeting,  North  Carolina  Society  of  Internal  Medicine 
Place:  Kiawah  Island,  South  Carolina 

For  Information:  Jack  B.  Hobson,  M.D.,  1351  Durwood  Drive, 
Charlotte  28204 

PROGRAMS  IN  CONTIGUOUS  STATES 
September  11-12 

Tennessee  Valley  Medical  Assembly 

Place:  Chattanooga  Choo  Choo,  Convention  and  Concert  Hall 


For  Information:  Jerome  H.  Abramson,  M.D.,  Chairman,  960  East 
Third  Street,  Suite  313,  Chattanooga,  Tennessee  37403 

September  21-23 

Cardiology  for  the  Clinician 
Place:  Williamsburg,  Virginia 

Sponsor:  Tidewater  Chapter,  American  Heart  Association 
Fee:  $75 

For  Information:  Tidewater  Chapter,  American  Heart  Association, 
891  Norfolk  Square,  Norfolk,  Virginia  23502 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  Department  of  Family  Medicine  has  received  a 
$463,380  grant  from  the  Department  of  Health,  Edu- 
cation and  Welfare  to  support  a graduate  training  pro- 
gram aimed  at  improving  the  quality  of  health  care  in 
eastern  North  Carolina. 

Dr.  James  G.  Jones,  chairman  of  the  ECU  Depart- 
ment of  Family  Medicine,  is  director  of  the  project 
which  will  provide  professional  training  experience 
for  family  practice  residents  in  their  first,  second  and 
third  year  of  training.  Selection  of  residents  for  the 
program  will  target  physicians  who  plan  to  practice  in 
eastern  North  Carolina  in  an  effort  “to  relieve  the 
present  critical  physician  manpower  shortage.” 

The  grant  will  also  fund  active  research  in  family 
disease  patterns  seen  by  the  family  physician  in  rural 
settings.  A director  of  research  will  coordinate  data 
compiled  by  rural  physicians  and  ECU  faculty  mem- 
bers. 

Grant  funds  will  also  be  used  to  support  continuing 
education  programs  for  rural  family  physicians  in  the 
region.  Physicians  will  be  given  the  opportunity  to 
attend  a “mini-residency”  at  the  Eastern  Carolina 
Family  Practice  Center,  the  primary  care  facility  op- 
erated by  the  medical  school’s  Department  of  Family 
Medicine. 

Seven  family  practice  residents  are  now  training  at 
the  center.  The  grant  will  assist  the  medical  school  in 
reaching  its  goal  of  36  residents  at  the  center  by  1981. 

* * * 

The  N.C.  Department  of  Human  Resources  has 
designated  ECU’s  Department  of  Obstetrics  and 
Gynecology  as  a cancer  diagnosis  and  treatment 
center  for  29  counties  in  eastern  North  Carolina.  Pa- 
tients will  be  seen  at  the  department’s  facilities  at  Pitt 
County  Memorial  Hospital. 

* * * 

Dr.  Edward  M.  Lieberman,  associate  professor  of 
physiology,  has  received  a $74,879  research  grant 
from  the  National  Science  Foundation,  Division  of 
Behavorial  and  Neural  Sciences.  Lieberman  is 
studying  the  movement  of  sodium  and  potassium  in 
nerve  membranes  in  the  giant  nerve  of  the  crayfish. 
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Lieberman  says  the  two-year  project  may  provide 
insight  into  several  neural  problems  including 
epilepsy. 


* * * 

Dr.  Robert  S.  Fulghum.  associate  professor  of  mi- 
crobiology, has  been  elected  secretary-treasurer  of  the 
North  Carolina  branch  of  the  American  Society  of 
Microbiology. 

* * * 

Dr.  Lawrence  S.  Harris,  forensic  pathologist,  led  a 
session  on  “Natural,  Unexpected  Death"  at  the  In- 
ternational Association  of  Forensic  Scientists  in 
Wichita,  Kan.,  during  May. 


News  Notes  from  the— 


BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 


WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine  will  begin  a 
new  education  program,  a Neurological  and 
Neurosurgical  Nurse  Specialist  Program,  in  the  fall. 

Four  registered  nurses  will  be  enrolled  in  the  pro- 
gram’s first  class,  which  begins  studies  Sept.  5. 

The  program’s  aim  is  to  provide  nurses  with  the 
additional  training  they  will  need  to  play  a greatly 
expanded  role  in  the  care  of  patients  with  neurological 
and  neurosurgical  problems. 

The  eight-month  program  will  concentrate  on  the 
common  neurological  and  neurosurgical  problems  of 
patients  as  well  as  the  usual  treatment  and  manage- 
ment of  those  patients.  The  nurses  will  serve  in  doc- 
tors' offices  and  in  hospitals  before  graduating. 

* * * 

The  promotions  of  30  fulltime  and  eight  part-time 
Bowman  Gray  faculty  members  have  been  an- 
nounced. 

Promoted  to  professor  are  Dr.  Lawrence  R.  De- 
Chatelet,  biochemistry;  Dr.  John  L.  Fishburne, 
obstetrics  and  gynecology;  Dr.  David  L.  Kelly, 
surgery  (neurosurgery);  and  Dr.  W.  Joseph  May, 
obstetrics  and  gynecology. 

Receiving  promotions  to  associate  professor  were 
Dr.  James  E.  Crowe,  radiology;  Dr.  Kenneth  E. 
Ekstrand,  radiology;  Dr.  Frederick  W.  Glass,  surgery 
(emergency  medicine);  Dr.  Howard  D.  Homesley, 
obstetrics  and  gynecology;  Dr.  C.  Patrick  McGraw, 
neurology  research;  Dr.  Hyman  B.  Muss,  medicine 
(hematology/oncology);  Dr.  Lawrence  L.  Rudel, 
comparative  medicine;  Dr.  Alfred  J.  Rufty,  medicine; 
Dr.  Zakariya  K.  Shihabi,  pathology;  Dr.  James  E. 
Turner,  anatomy;  Dr.  William  D.  Wagner,  compara- 
tive medicine;  Dr.  Benedict  L.  Wasilauskas,  pathol- 
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treated  with  a cephalosporin.  Before  therapy  with  a peni- 
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infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
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as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
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tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(cloxacillin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.f 

■fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  significance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.+ 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
for  prescribing  information. 


ogy;  and  Dr.  Douglas  R.  White,  medicine  (hematol- 
ogy/oncology). 

Promoted  to  the  rank  of  assistant  professor  are  Dr. 
Frances  G.  Baird,  pathology;  Dr.  John  D.  Davis, 
medicine  (rheumatology);  Dr.  Stephen  W.  Hebert, 
psychiatry;  Dr.  Thomas  H.  Hunt,  radiology;  Dr. 
James  Ray  Israel,  psychiatry;  Dr.  Alan  Klein,  radiol- 
ogy; Dr.  James  D.  Mattox,  psychiatry;  Dr.  Joe  M. 
McWhorter,  surgery;  Dr.  Lewis  H.  Nelson,  obstetrics 
and  gynecology;  Dr.  David  J.  Ott,  radiology;  Dr.  Ed- 
ward J.  Pisko,  medicine  (rheumatology);  Dr.  Mary 
Ann  H.  Taylor,  community  medicine;  and  Dr.  Theo- 
dore Wendel  Jr.,  physiology/pharmacology. 

Part-time  faculty  receiving  promotions  are  Dr. 
Willis  J.  Grant  III,  clinical  associate  professor  of  psy- 
chiatry; Dr.  Ali  Jarrahi,  clinical  associate  professor  of 
psychiatry;  Dr.  George  Podgomy,  clinical  associate 
professor  of  surgery  (emergency  medicine);  Dr.  Jerry 
L.  Bennett,  clinical  assistant  professor  of  pediatrics; 
Dr.  James  F.  Earnhardt,  clinical  assistant  professor  of 
pediatrics;  Dr.  John  C.  Faris,  clinical  assistant  profes- 
sor of  pediatrics;  and  Dr.  William  F.  Sayers,  clinical 
assistant  professor  of  pediatrics. 

* * * 

Five  members  of  the  Bowman  Gray  faculty  have 
received  Faculty  Foreign  Travel  Awards,  which  are 
presented  by  the  dean  on  the  recommendation  of  the 
school’s  Intramural  Research  Support  Committee. 

Dr.  George  J.  Doellgast,  assistant  professor  of 
biochemistry,  will  attend  a conference  of  the  Interna- 
tional Research  Group  for  Carcinoembryonic  Pro- 
teins, Sept.  17-22  at  Marburg,  West  Germany.  Dr. 
Phillip  M.  Hutchins,  associate  professor  of  physiol- 
ogy, will  attend  the  10th  World  Conference  of  the 
European  Society  of  Micro-circulation,  starting  Oct. 
25  on  the  island  of  Sardinia.  Dr.  Christine  A.  Johnson, 
associate  professor  of  pediatrics,  was  in  Paris  July 
23-29  attending  the  Joint  Congress  of  the  International 
Society  of  Hematology  and  the  International  Society 
of  Blood  Transfusion.  Also  going  to  Paris  in  July  were 
Dr.  David  K.  Sundberg,  assistant  professor  of 
physiology,  af  Dr.  Theodore  Wendel  Jr.,  assistant 
professor  of  physiology/pharmacology.  They  at- 
tended the  7th  International  Conference  of  Pharma- 
cology, July  16-21.  Wendel  also  attended  a symposium 
on  the  Pathophysiology,  Biochemistry  and  Phar- 
macology of  Cerebrovascular  Disease,  July  23-26  in 
Rheims,  France. 

* * * 

The  first  annual  James  E.  Chapman  Memorial 
Award  presented  by  Bowman  Gray’s  Department  of 
Obstetrics  and  Gynecology  has  gone  to  Dr.  Joel  B. 
Miller. 

The  award,  which  honors  the  school’s  outstanding 
resident  in  Ob/Gyn,  was  presented  during  the  Frank 
R.  Lock  Symposium. 

Dr.  James  E.  Chapman  was  a 1972  graduate  of 
Bowman  Gray  and  practiced  obstetrics  and  gynecol- 
ogy in  Winston-Salem  until  his  death  in  1977. 


Miller,  a chief  resident  in  Ob/Gyn,  began  his  resi- 
dency training  in  1974.  He  will  soon  establish  a private 
practice  in  Hickory. 

* * * 

Eugene  H.  Paschold  of  Albemarle  and  Dr.  H.  O. 
Goodman  received  top  honors  during  Bowman  Gray's 
annual  awards  ceremony. 

Paschold,  a senior  medical  student  who  received 
the  M.D.  degree  May  15,  was  presented  the  Faculty 
Award,  the  highest  honor  the  Bowman  Gray  faculty 
can  bestow  on  a student.  Goodman,  professor  of 
medical  genetics,  received  the  Award  for  Teaching 
Excellence,  given  by  students,  faculty  and  medical 
school  administration.  He  also  was  presented  a Basic 
Science  Teaching  Award. 

Paschold  also  was  the  recipient  of  the  Upjohn 
Achievement  Award,  given  by  the  graduating  class  to 
a classmate  who  “possesses  those  qualities  which 
enable  him  to  become  the  complete  physician.’’ 

A Basic  Science  Teaching  Award  also  was  pre- 
sented to  Dr.  Lawrence  R.  DeChatelet,  professor  of 
biochemistry. 

The  Annie  J.  Covington  Memorial  Award,  for  ex- 
cellence in  the  study  of  cardiology,  was  given  to  Stan- 
ley Neal  Tennant  of  St.  Mary's,  W.  Va.  Phillip  O. 
Katz  of  New  York  City  received  the  C.  B.  Dean  Me- 
morial Award  for  outstanding  performance  in  the 
study  of  clinical  oncology. 

The  Pediatric  Merit  Award  went  to  Susan  R.  Levy 
of  Orange,  Conn.,  for  exceptional  ability  and  interest 
in  pediatrics.  Marlene  F.  Kaniuk  of  Neosho,  Mo., 
received  the  Obstetrics-Gynecology  Merit  Award. 
The  Robert  P.  Vidinghoff  Memorial  Award  went  to 
Lee  A.  Beatty  of  Mount  Holly,  for  demonstrating  the 
greatest  aptitude  and  devotion  to  family  practice. 

Dr.  Samuel  Pegram,  an  instructor  in  internal  medi- 
cine, and  Dr.  Ralph  Caruana,  a resident  in  internal 
medicine,  received  House  Officer  Teaching  Awards 
from  the  senior  class. 

Dr.  Gerald  R.  Friedland,  professor  of  radiology, 
and  Dr.  N.  Sheldon  Skinner,  professor  of  medicine 
and  physiology,  received  Clinical  Faculty  Teaching 
Excellence  Awards. 

* * * 

Dr.  Bruce  C.  Walley,  a four-year  house  officer  in 
general  surgery,  has  won  first  prize  in  a scientific 
competition  sponsored  by  the  North  Carolina  Chapter 
of  the  American  College  of  Surgeons. 

He  won  the  Resident's  Forum  competition  with  a 
scientific  paper  entitled  “Recent  Concepts  in  the 
Pathogenesis  and  Treatment  of  Ascites.” 

* * * 

Dr.  Joel  L.  Edwards,  a resident  in  family  medicine, 
is  the  winner  of  a 1978  Mead  Johnson  Award  for 
Graduate  Training  in  Family  Practice.  He  is  one  of  18 
recipients  of  the  $1,200  award  presented  by  the 
American  Academy  of  Family  Physicians. 

The  awards  are  given  annually  to  aid  young  physi- 
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cians  planning  careers  as  family  doctors. 

Edwards  is  a second-year  resident  in  Bowman 
Gray's  family  practice  program. 

* * * 

Dr.  Eben  Alexander,  professor  of  neurosurgery, 
has  been  awarded  honorary  membership  in  the  Uni- 
versity Association  of  Emergency  Medicine. 

* * * 

Dr.  F.  A.  Blount,  assistant  professor  of  pediatrics, 
has  been  re-elected  to  represent  the  North  Carolina 
Medical  Society  on  the  board  of  trustees  of  North 
Carolina  Blue  Cross/Blue  Shield. 

* * * 

Dr.  Robert  J.  Cowan,  associate  professor  of  radiol- 
ogy, was  elected  chairman  of  the  Section  on  Nuclear 
Medicine  at  the  North  Carolina  Medical  Society’s  an- 
nual meeting. 

* * * 

Dr.  Courtland  H.  Davis  Jr.,  professor  of 
neurosurgery,  has  been  appointed  to  the  nominating 
committee  for  the  Neurosurgical  Society  of  America. 

* * * 

Dr.  Frederick  W.  Glass,  associate  professor  of 
surgery,  has  been  appointed  to  the  Graduate/ 
Undergraduate  Education  Committee  of  the  Ameri- 
can College  of  Emergency  Physicians. 

* * * 

The  University  of  Adelaide  School  of  Medicine  in 
Australia  has  named  Dr.  John  P.  Gusdon  Jr.  a Doc- 
toral Examiner  for  reproductive  immunology.  Gusdon 
is  professor  of  obstetrics  and  gynecology. 

* * * 

Dr.  Frederic  R.  Kahl,  assistant  professor  of  medi- 
cine, has  been  elected  to  the  board  of  directors  of  the 
North  Carolina  Heart  Association. 

* * * 

Dr.  James  F.  Martin,  professor  of  medical  sonics, 
has  been  reappointed  as  a member  of  the  Committee 
on  Education  and  Training  of  the  Commission  on  Ul- 
trasound for  1978-79. 

* * * 

Dr.  William  M.  McKinney,  professor  of  neurology, 
has  been  reappointed  co-chairman  for  the  Piedmont 
Health  Systems  Agency  Ultrasound  Review  Criteria 
Task  Force. 

* * * 

Dr.  George  D.  Rovere,  associate  professor  of  or- 
thopedic surgery,  has  been  appointed  to  the  Sports 
Medicine  Advisory  Commission  of  the  State  Depart- 
ment of  Public  Instruction  for  a new  three-year  term. 


Dr.  Earl  Schwartz,  instructor  in  surgery,  was 
elected  chairman  of  the  North  Carolina  Medical  Soci- 
ety Section  of  Emergency  Medicine. 

* * * 

Dr.  Charles  L.  Spurr,  professor  of  medicine,  was 
elected  as  a North  Carolina  delegate  to  the  American 
Cancer  Society. 

* * * 

Dr.  J.  M.  Sterchi,  assistant  professor  of  surgery,  has 
been  appointed  Liaison  Fellow  and  North  Carolina 
chairman  to  the  Commission  on  Cancer  for  a four-year 
term. 

* * * 

Dr.  Joseph  Whitley,  professor  of  radiology,  was 
named  president-elect  of  the  Association  of  Univer- 
sity Radiologists  at  the  association’s  annual  meeting. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


One  of  the  world’s  foremost  kidney  researchers. 
Dr.  Carl  W.  Gottschalk  of  UNC-CH,  has  won  the 
O.  Max  Gardner  Award  for  1978. 

The  award,  the  only  statewide  honor  given  by  the 
UNC  Board  of  Governors,  is  presented  annually  to  a 
faculty  member  of  the  16-campus  UNC  system  who, 
during  the  current  scholastic  year,  has  made  the 
greatest  contribution  to  mankind. 

Gottschalk  is  Kenan  Professor  of  Medicine  and 
Physiology  in  the  School  of  Medicine.  He  also  is  a 
Career  Investigator  of  the  American  Heart  Associa- 
tion and  has  been  influential  in  national  planning  for 
dialysis  and  kidney  transplantation  treatment  of  pa- 
tients with  kidney  disease. 

Gottschalk  has  earned  an  international  reputation 
for  the  development  of  micropuncture  techniques  that 
have  shed  light  on  how  the  kidney  functions  in  man  in 
both  normal  and  disease  states. 

- * * * 

More  than  a quarter  of  a century  ago  three  scientists 
developed  a simple  laboratory  test  that  made  it  possi- 
ble for  the  first  time  to  diagnose  and  treat  the  various 
forms  of  hemophilia.  The  partial  thromboplastic  time 
(PTT)  test,  developed  at  the  UNC-CH  School  of 
Medicine  in  1953,  represented  a major  breakthrough 
in  the  understanding  of  blood  coagulation  and  bleed- 
ing disorders.  The  test's  developers,  Drs.  Robert 
Langdell,  Robert  Wagner  and  Kenneth  Brinkhous, 
were  honored  May  18  at  a special  commemorative 
seminar  marking  the  25th  anniversary  of  the  develop- 
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ment  of  the  test.  Brinkhous,  who  is  Alumni  Distin- 
guished Professor  of  Pathology,  chaired  the  pathology 
department  for  more  than  26  years  before  stepping 
down  in  1973  to  return  to  fulltime  teaching  and  re- 
search. Wagoner  and  Langdell,  both  professors  of 
pathology,  also  have  been  associated  with  the  School 
of  Medicine  since  the  very  early  1950s. 

* * * 

Retirements 

Dr.  J.  Logan  Irvin,  Kenan  Professor  of  Biochemis- 
try and  Nutrition,  has  retired  as  chairman  of  the  De- 
partment of  Biochemistry  and  Nutrition  to  return  to 
fulltime  teaching  and  research. 

Promotions 

Dr.  Merrel  D.  Flair  has  been  promoted  to  professor 
of  psychology.  Department  of  Psychiatry.  Dr.  Eugene 
S.  Mayer,  Departments  of  Medicine  and  Family 
Medicine,  has  also  been  promoted  to  professor. 

Promoted  to  associate  professor  are:  Dr.  Nortin  M. 
Hadler,  Departments  of  Medicine  and  Bacteriology 
and  Immunology;  Dr.  John  C.  Hisley,  Department  of 
Obstetrics  and  Gynecology;  Drs.  Eng-Shang  Huang 
and  Henry  R.  Lesesne,  Department  of  Medicine;  and 
Dr.  J.  David  Leander,  Department  of  Pharmacology. 
Bozman  R.  Reeves  Jr.,  Department  of  Medicine,  was 
promoted  to  assistant  professor  in  April. 

Other  promotions:  Dr.  Stanley  R.  Mandel  and  Dr. 
Herbert  J.  Proctor,  professors  of  surgery,  and  Dr. 
William  H.  Bowers,  Dr.  Robert  D.  Croom  III,  Dr. 
Charles  A.  Herbst  Jr.,  and  Dr.  Noel  B.  McDevitt, 
associate  professors  of  surgery. 

Appointments 

Four  new  faculty  members  have  been  appointed  to 
the  School  of  Medicine:  Drs.  Robert  H.  Fletcher  and 
Suzanne  W.  Fletcher,  associate  professors.  Depart- 
ment of  Medicine;  Gladys  N.  Masagatani,  associate 
professor.  Department  of  Medical  Allied  Health  Pro- 
fessions; and  John  A.  Messenheimer,  assistant  pro- 
fessor, Departments  of  Neurology  and  Medicine. 

Robert  Fletcher,  an  assistant  professor  at  McGill 
University  Medical  School  since  1973,  also  will  direct 
the  clinical  scholars  program  at  UNC-CH.  He  earned 
his  B.A.  from  Wesleyan  University,  M.D.  from  Har- 
vard and  M.Sc.  from  Johns  Hopkins.  Suzanne 
Fletcher,  an  assistant  professor  at  McGill  since  1973, 
also  will  direct  the  primary  care  clinic.  She  received 
her  B.A.  from  Swarthmore  College  and  M.D.  from 
Harvard. 

Masagatani  comes  to  Chapel  Hill  from  the  Univer- 
sity of  Pennsylvania  where  she  has  been  assistant 
professor  in  the  School  of  Allied  Medical  Professions 
since  1972.  A graduate  of  the  University  of  Hawaii, 
she  earned  her  certificate  in  occupational  therapy 
from  Wayne  State  University  and  master  of  education 
from  the  University  of  Florida. 

Messenheimer  has  been  research  associate  in  EEG 
in  the  Department  of  Neurology  at  the  University  of 
Virginia  since  1977.  He  received  his  B.S.  from  Mount 
Union  College  and  M.D.  from  the  Johns  Hopkins. 


Dr.  Eszter  B.  Kokas,  professor  emeritus  of 
physiology,  received  the  Golden  Diploma  Award 
during  a May  ceremony  at  Medical  University  in  De- 
brecen, Hungary.  The  presentation  commemorated 
the  50th  anniversary  of  the  awarding  of  the  M.D. 
degree  to  Kokas  from  Medical  University.  A native  of 
Hungary,  she  is  a research  specialist  in  the  physiology 
of  the  digestive  tract.  After  earning  her  M.D.,  she 
received  special  training  in  physiology  under  Hun- 
garian State  Fellowships  in  Switzerland.  Berlin,  Lon- 
don and  Paris.  In  1956,  she  became  the  first  woman  in 
Hungary  to  earn  the  equivalent  of  a Ph.D.  in  the  medi- 
cal sciences.  She  came  to  UNC-CH  in  1960  as  an 
assistant  professor  and  retired  in  1976. 

* * * 

Seven  people,  including  six  alumni  of  the  Univer- 
sity of  North  Carolina,  received  the  School  of  Medi- 
cine’s highest  honor,  the  Faculty-Alumni  Distin- 
guished Service  Awards. 

Those  honored  were:  Dr.  Carl  E.  Anderson,  profes- 
sor emeritus  of  biochemistry  and  nutrition  at 
UNC-CH;  Dr.  William  A.  H.  Gantt,  associate  profes- 
sor of  psychiatry  emeritus  at  Johns  Hopkins  Univer- 
sity; Dr.  Luther  W.  Kelly  Jr.,  president  of  the  Nalle 
Clinic  in  Charlotte;  Hector  MacLean,  chairman  and 
chief  executive  of  the  Southern  National  Bank  of 
North  Carolina;  Dr.  Frank  R.  Reynolds,  a Wilmington 
pediatrician;  Dr.  William  P.  Richardson,  retired  pro- 
fessor of  preventive  medicine;  and  Dr.  William  G. 
Thurman,  a pediatrician  and  provost  of  the  University 
of  Oklahoma  Health  Sciences  Center. 

Established  in  1955  on  the  75th  anniversary  of  the 
founding  of  the  UNC-CH  medical  school,  the  Distin- 
guished Service  Awards  recognize  individuals  whose 
careers  and  contributions  have  added  to  the  prestige 
of  the  university  and  its  medical  school. 

Awards  and  citations  were  presented  by  Dr.  Chris- 
topher C.  Fordham  III,  dean  of  the  school  of  medi- 
cine, during  the  annual  alumni  banquet  at  the  Carolina 
Inn. 

* * * 

Dr.  W.  Reece  Berryhill,  dean  emeritus,  was  hon- 
ored recently  by  the  North  Carolina  Academy  of 
Family  Physicians  for  his  30  years  of  support  of  family 
practice.  He  was  among  a group  of  physicians  who 
gathered  in  Greensboro  in  1947  to  form  a family  prac- 
tice organization.  As  an  honorary  member  he  has 
continued  to  support  the  academy  and  its  programs  of 
primary  care  education  for  families  throughout  the 
state. 

Berryhill  also  received  the  Jefferson  Award  and 
Laureate  in  Education  from  the  North  Carolina  As- 
sociation of  the  Professions  at  its  15th  annual  meeting 
in  March.  The  newly-created  award  was  presented  to 
seven  people  cited  as  “outstanding  professional  lead- 
ers and  educators”  at  North  Carolina  colleges  and 
universities  which  train  students  for  professional 
careers.  Recipients  also  receive  honorary  member- 
ship in  the  North  Carolina  Association  of  the  Profes- 
sions. 
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E.  Wayne  Robinson,  associate  director  of  pastoral 
care  at  North  Carolina  Memorial  Hospital,  has  been 
certified  as  a chaplain  supervisor  by  the  National  Cer- 
tification Committee  of  the  Association  for  Clinical 
Pastoral  Education.  This  certification  is  the  highest 
awarded  by  the  association. 

^ ^ ^ 

Dr.  John  T.  Sessions  Jr.,  professor  of  medicine  and 
a specialist  in  gastroenterology,  was  named  first  re- 
cipient of  the  Distinguished  Faculty  Award. 

The  award  was  initiated  this  year  by  the  Medical 
Alumni  Association  to  recognize  fulltime  faculty 
members  who  give  of  their  time  to  the  alumni  and  to 
the  state.  It  is  awarded  for  dedication  to  the  medical 
profession,  excellence  in  teaching,  leadership  in  the 
school  and  medicine  and  meritorious  service  to 
alumni. 

Sessions  recently  chaired  a panel  which  testified  at 
Senate  Appropriations  Committee  hearings.  The 
panel,  which  included  representatives  of  the  National 
Foundation  for  Ileitis  and  Colitis,  the  American  Gas- 
troenterological Association,  the  Endocrine  Society, 
the  Renal  Physicians  Association  and  the  National 
Academy  of  Dermatology,  sought  funding  for  the  re- 
search and  training  programs  of  the  National  Institute 
of  Arthritis,  Metabolism  and  Digestive  Diseases. 

* * * 

Dr.  William  G.  Thomas,  associate  professor  of 


surgery,  division  of  otolaryngology  (audiology)  and 
director  of  the  Hearing  and  Speech  Center,  attended 
the  board  meeting  of  the  Council  on  Accreditation  in 
Occupational  Hearing  Conservation  and  presented 
“Hearing  Conservation  Programs  Today”  at  the  Na- 
tional Noise  and  Vibration  Control  Conference  in 
Chicago. 

Thomas  also  attended  the  annual  meeting  of  the 
North  Carolina  Speech,  Hearing  and  Language  Asso- 
cation  in  Greensboro.  He  presided  over  one  session, 
“Benefits  of  Professional  Associations,”  and  pre- 
sented “Diagnostic  Implications  of  Brain-Stem 
Evoked  Responses”  during  another  session. 

Dr.  Michael  McGinnis,  assistant  professor  of  bac- 
teriology and  immunology  and  associate  director  of 
clinical  microbiology  laboratories,  made  a presenta- 
tion at  the  First  International  Histophlasmosis  Con- 
ference in  Atlanta. 

^ * 

Samuel  Hitt,  director  of  the  Health  Sciences  Li- 
brary, is  president-elect  of  the  newly-formed  Associ- 
ation of  Academic  Health  Sciences  Library  Directors. 

Dr.  Joseph  A.  Buckwalter,  professor  of  surgery, 
presented  “Surgical  Treatment  of  Morbid  Obesity”  to 
the  UNC  Medical  Alumni  — Surgical  Grand  Rounds 
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on  April  8,  and  to  the  Wisconsin  Surgical  Club,  Chapel 
Hill,  April  17.  He  presented  “Surgical  Treatment  of 
Thyroid  Disease”  to  the  North  Carolina  Surgical  So- 
ciety in  Southern  Pines  in  April. 

* * * 

Dr.  Larry  R.  Churchill,  assistant  professor  of  medi- 
cal studies,  and  Dr.  James  A.  Bryan  11,  professor  ot 
medicine,  conducted  a Clinical  Humanities  Seminar 
on  “Compliance  and  Control”  at  Milton  S.  Hershey 
Medical  Center,  Pennsylvania  State  University. 

* * * 

Evelyn  B.  McCarthy,  educational  planning  and  de- 
velopment consultant  in  the  Office  of  Medical  Studies, 
presented  “Minority  Admissions  and  Retention  — A 
Look  at  the  Issues”  at  the  1978  annual  convention  of 
the  American  Medical  Student  Association  in  Atlanta. 
She  also  chaired  a committee  meeting  on  the  Task 
Force  on  Student  Retention  of  the  Southern  Regional 
Group  on  Medical  Education  in  Atlanta. 

* * * 

Dr.  Steven  A.  Cohen-Cole,  instructor  in  psychiatry, 
and  Dr.  Charles  P.  Friedman,  Office  of  Medical 
Studies,  wrote  a paper  presented  by  Cohen-Cole  at  the 
recent  meeting  of  the  American  Psychosomatic  Soci- 
ety in  Washington.  Friedman  also  presented  a paper  at 
a meeting  of  the  North  American  Primary  Care  Re- 
search Group  in  Toronto. 

* * * 

Dr.  Kenneth  R.  Haslam,  assistant  professor  of 
anesthesiology  and  director  of  medical  engineering, 
attended  the  annual  meeting  of  the  Association  for  the 
Advancement  of  Medical  Instrumentation  in  Wash- 
ington. Haslam  is  a member  of  the  Board  of  Ex- 
aminers for  Biomedical  Equipment  Technicians. 

* * * 

Dr.  Geoffrey  Haughton,  profession  of  bacteriology 
and  immunology,  has  received  a $25,000  American 
Cancer  Society  research  development  grant  to  con- 
tinue studies  of  an  antiserum  that,  in  mice,  attacks 
only  lymphoma  tumor  cells. 

* * * 

Faculty  presenting  papers  at  the  1 Ith  Annual  Sym- 
posium on  Malignant  Diseases  included:  Dr.  James  F. 
Newsome,  professor  of  surgery,  “Management  of 
Unusual  Gastrointestinal  Tumor”;  Dr.  Michael  R. 
Swift,  associate  professor  of  medicine,  “Genetic  Pre- 
dispostion:  Clues  to  Early  Diagnosis”;  Dr.  John  T. 
Sessions  Jr.,  professor  of  medicine,  “The  Role  of  the 
Radiologist  in  Diagnosis”;  Dr.  Edward  V.  Staab, 
professor  of  radiology,  “Application  of  Ultrasonog- 
raphy and  CAT  Scan”;  Dr.  Edward  E.  Rogoff, 
assistant  professor  of  radiology,  “Adjuvant 
Radiotherapy”  and  Dr.  Robert  L.  Capizzi,  professor 
of  medicine,  “Management  of  Recurrent  Gastroin- 
t stinal  Carcinoma.” 
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The  Health  Services  Research  Center  has  received 
a five-year,  $84,791  grant  from  the  W.  K.  Kellogg 
Foundation  of  Battle  Creek,  Michigan. 

The  funds  will  be  used  to  evaluate  a national  dem- 
onstration program  on  the  use  of  specially  trained 
dental  assistants  in  private  practice  and  to  help  dis- 
seminate the  findings. 

Dr.  Gordon  H.  DeFriese,  director  of  the  UNC-CH 
Health  Services  Research  Center,  will  chair  the  na- 
tional advisory  committee  to  the  Kellogg  Foundation 
that  will  oversee  and  evaluate  the  national  demon- 
stration program. 

The  purpose  of  the  demonstration  program  is  to  see 
if  dental  assistants  trained  to  help  perform  selected 
dental  tasks  formerly  done  only  by  the  dentist  increase 
the  productivity  of  private  dental  practices. 

* * * 

The  Clinical  Research  Unit  at  North  Carolina  Me- 
morial Hospital  has  received  a three-year  renewal  of 
funding  by  the  National  Institutes  of  Health.  Support 
will  be  continued  at  approximately  the  current  level  of 
$800,000  a year. 

Established  in  1962  and  operated  by  the  School  of 
Medicine,  the  unit  is  one  of  83  federally-supported 
centers  for  clinical  investigation.  It  is  a highly- 
specialized,  16-bed  patient  care  unit  in  which  medical 
scientists  study  diseases  under  carefully  controlled 
conditions.  The  objectives  are  to  discover  the  causes 
of  complicated  disorders  and  to  develop  improved 
treatment  methods. 

* * * 

Faculty  members  who  presented  papers  at  the 
Fourth  Annual  Postgraduate  Course  in  Perinatology 
include:  Dr.  Geoffrey  Sher,  assistant  professor  of  ob- 
gyn,  “Management  of  Premature  Labor  and  Deliv- 
ery”; Dr.  Edward  E.  Lawson,  assistant  professor  of 
pediatrics,  “The  Early  Management  of  Premature 
Infants”;  Dr.  Lamar  E.  V.  Ekbladh,  assistant  profes- 
sor of  ob-gyn,  and  Dr.  Ross  L.  Vaughn,  assistant 
professor  of  pediatrics.  Wake  County  Hospital,  who 
led  a panel  discussion  on  “Transport:  Who,  When  and 
How?”;  Dr.  Dwight  A.  Powell,  assistant  professor  of 
pediatrics,  “Neonatal  Sepsis:  Diagnosis  and  Man- 
agement”; Dr.  Luther  M.  Talbert,  professor  of  ob- 
gyn,  “Management  of  Thyroid  Disease  in  Pregnancy” 
and  Dr.  A.  Joseph  D'Ercole,  assistant  professor  of 
pediatrics,  “Neonatal  Thyroid  Screening.” 

Patient  management  seminar  speakers  included: 
Sher  and  Dr.  James  D.  Thullen,  assistant  professor  of 
pediatrics.  Wake  County  Hospital,  “Diabetic  Preg- 
nancy and  the  Infant  of  the  Diabetic  Mother”;  Dr. 
Ernest  N.  Kraybill,  associate  professor  of  pediatrics 
and  director  of  nurseries,  “Rh  Incompatibility: 
Mother  and  Infant”;  D'Ercole,  “Hypertensive  Dis- 
ease in  Pregnancy  and  Sequelae  in  the  Newborn”;  Dr. 
William  N.  P.  Herbert,  assistant  professor  of  ob-gyn, 
and  Lawson,  “Third  Trimester  Bleeding”  and  Dr. 
Arthur  S.  Aylsworth,  assistant  professor  of  pediat- 
rics, Ekbladh  and  Dr.  Rosemary  S.  Hunter,  assistant 
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professor  of  psychiatry  and  pediatrics,  “Congenital 
Anomalies:  Genetic  and  Psychological  Counseling.’’ 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Members  of  this  year’s  medical  school  graduating 
class  selected  Dr.  Suydam  Osterhout,  professor  of 
microbiology,  as  the  recipient  of  the  second  annual 
Thomas  D.  Kinney  Award  for  Excellence  in  Teach- 
ing. 

Osterhout,  who  also  is  associate  dean  for  admis- 
sions, is  a 1945  graduate  of  Princeton  and  received  his 
M.D.  degree  from  Duke  in  1949. 

The  Kinney  Award  was  established  in  the  spring  of 
1977  by  the  Davison  Society,  Duke's  medical  student 
government  organization.  It  honors  the  late  Dr.  Kin- 
ney, former  chairman  of  the  Department  of  Pathology 
and  past  director  of  medical  and  allied  health  educa- 
tion. 

The  award  was  presented  during  the  school’s  tradi- 
tional Hippocratic  Oath  Ceremony. 

* * * 

A number  of  student  awards  also  were  given  at  the 
Hippocratic  Oath  Ceremony  and  included: 


The  Sandoz  Award  of  $100  and  a plaque  to  Stephen 
Arnold  Wank  for  biochemical  research.  . . . The  Up- 
john Award  to  Eugene  Wilson  Griffin  III  for  commit- 
ment to  the  Primary  Care  Program.  . . . The  Lange 
Medical  Publication  Award  of  four  books  to  Robert 
McKinnon  Califf  and  William  Haywood  Bobbitt 
III.  . . . The  American  Medical  Women’s  Association 
Achievement  Citation  to  Marianne  Jackson,  Peggy 
Susan  Lindsey  and  Linda  Celeste  Robb-Nicholson. 
. . . the  Markee  Memorial  Award  of  $200,  a medal 
and  certificate  to  Frank  John  Suslavich  Jr.  as  the 
outstanding  anatomy  student  in  the  first-year  class. 
. . . Citations  for  having  won  Davison  Scholarship 
travel  awards  to  Jodelle  Sue  Groeneveld  (1976)  and 
Michael  Robert  Gorman  (1977).  . . . Recognition  for 
earning  both  M.D.  and  Ph.D.  degrees  in  six  years  to 
Bert  Alton  Brantley  Jr.,  Steven  Robert  Butler,  Clinton 
Hubert  Joiner,  John  Carson  Hay  Steele  Jr.,  Stephen 
Young  Wilkerson  and  Lewis  Thomas  Williams.  . . . 
The  Trent  Prize  of  $100  and  a certificate  to  Dale 
Bredesen  for  a paper  on  the  history  of  psychosurgery. 
. . . C.  V.  Mosby  Book  Awards  of  books  and  a cer- 
tificate for  service  to  Jonca  Camille  Bull,  Joan  Sanford 
Henderson,  Kurt  Douglass  Newman,  Lyn  Alice  Sed- 
wick  and  Charles  Lutin. 

* * * 

A Duke  scientist  has  received  a $344,500  grant  from 
the  National  Institutes  of  Health  (N1H)  to  continue 
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his  studies  of  a hormone  believed  to  be  important  in 
regulating  the  growth  of  infants  before  birth. 

The  four-year  grant  renewal  was  awarded  to  Dr. 
Stuart  Handwerger,  associate  professor  of  pediatrics. 

Handwerger  and  his  colleagues.  Drs.  Lee  Tyrey  and 
M.  Carlyle  Crenshaw,  will  be  investigating  the  effects 
of  placental  lactogen,  a hormone  produced  by  the 
placenta,  on  fetal  growth  and  metabolism.  They  also 
will  try  to  determine  factors  that  control  the  synthesis 
and  secretion  of  placental  lactogen. 

Crenshaw  and  Tyrey  are  professor  and  associate 
professor,  respectively,  of  obstetrics  and  gynecology . 

* * * 

Dr.  Marianne  S.  Breslin,  associate  professor  of 
psychiatry  and  head  ot  the  Division  of  Psychosomatic 
Medicine,  is  the  new  vice  president  of  the  North  Car- 
olina Neuropsychiatric  Association,  a district  branch 
of  the  American  Psychiatric  Association. 

* * * 

A third-year  medical  student  has  been  spending  the 
summer  taking  a close  look  at  socialized  medicine. 
Timothy  R.  Harward  was  given  a $1 ,000  award  by  the 
International  College  of  Surgeons,  making  possible 
three  months’  study  at  Oxford  University  in  England. 

At  Oxford,  Harward  is  studying  general  surgery 
under  Prof.  Peter  Morris,  chairman  of  surgery  at 
Radcliffe  Infirmary. 

* * * 

Students  in  the  School  of  Medicine  have  selected 
this  year’s  “Golden  Apple  Award”  winners. 

They  are  Dr.  Samuel  L.  Katz,  professor  and  chair- 
man of  pediatrics;  Dr.  Peter  C.  Burger,  assistant  pro- 
fessor of  pathology;  and  Dr.  Ralph  Corey,  chief  resi- 
dent in  internal  medicine. 

The  three  were  selected  to  receive  Golden  Apples  in 
the  clinical  sciences,  basic  sciences  and  house  staff 
categories,  respectively. 

* * * 

Dr.  William  W.  Johnston,  professor  of  pathology 


and  director  of  the  Division  of  Cytopathology,  was  a 
visiting  professor  at  The  Johns  Hopkins  University 
Department  of  Pathology  April  15-20.  He  spoke  on  the 
detection  of  lung  cancer  and  described  diseases  that 
mimic  lung  cancer. 

* * * 

Dr.  Ronald  P.  Krueger,  a specialist  in  pediatric 
nephrology  and  urology  at  Duke,  has  received  a 
$30,000  American  Urologic  Association  Scholar 
Award.  The  award,  granted  over  a two-year  period,  is 
provided  by  the  Burroughs  Wellcome  Fund  and  will 
go  to  finance  study  and  research. 

This  summer  Krueger  will  begin  a year's  sabbatical 
leave  at  the  Hospital  for  Sick  Children  in  Toronto.  An 
assistant  professor  of  pediatrics  and  urology,  Krueger 
is  a pediatric  nephrology  consultant  for  Project  Hope 
and  has  been  working  with  a group  of  Polish  physi- 
cians both  at  Duke  and  in  Krakow  in  preparation  for 
assisting  them  with  their  first  pediatric  kidney  trans- 
plant next  year. 

* * * 

Dr.  William  C.  Hall  finished  75th  out  of  about  4,000 
runners  who  entered  the  Boston  Marathon.  Hall’s 
time  in  the  26  mile,  385  yard  marathon  was  two  hours, 
25  minutes  and  27  seconds  (2:25:27). 

An  associate  professor  of  anatomy,  the  37-year-old 
Hall  improved  his  position  by  33  and  his  speed  by  nine 
minutes  and  seven  seconds  over  his  performance  in 
the  1977  marathon  when  he  finished  108th  with  a time 
of  2:34:34. 

* * * 

Seven  assistant  professors  have  been  appointed  to 
the  medical  center  faculty. 

Named  in  the  Department  of  Anatomy  were  Drs. 
Nell  B.  Cant,  Richard  B.  Marchase  and  Frederick  H. 
Schachat.  Drs.  Jennifer  Homer,  John  Denis  Lucey 
and  John  E.  Riski  are  new  members  of  the  Department 
of  Surgery,  and  Dr.  P.  Michael  Conn  has  joined  the 
Department  of  Pharmacology. 


Now  by  this  means  the  Blood  has  a much  freer  Passage  thro’  the  Lungs,  where  it  is  requisite  for  it  to 
move  with  much  greater  Velocity  than  in  other  parts  of  the  Body.  Whereas  in  some  if  not  all  the  Muscles, 
by  entering  the  finer  capillary  Vessels  at  right  Angles  its  Velocity  is  much  retarded.  1 have  observed  that 
where  a long  capillary  Artery  branches  off  at  an  acute  Angle,  that  there  the  Velocity  of  the  Blood  is  many 
times  greater,  than  where  it  branches  off  at  right  Angles,  which  plainly  shews  the  great  Degree  of 
Retardation  which  the  Blood  suffers  by  its  passing  off  at  right  Angles.  And  this  Retardation,  which  was 
necessary  in  order  to  prevent  the  Blood’s  passing  too  freely,  must  be  very  considerable,  where  it 
successively  passes  several  times  at  right  Angles,  as  in  the  Bowels,  Urine  and  Gall  Bladders  and  other 
parts  of  the  Body.  On  which  account,  as  well  as  on  account  of  the  greater  Length  of  the  Arteries,  a 
greater  impelling  Force  was  necessary  to  drive  the  Blood  thro’  the  great  Artery,  and  its  several  Branches 
than  thro’  the  Lungs;  and  accordingly  the  left  Ventricle  of  the  Heart  is  made  much  stronger,  thereby  to 
impel  the  Blood  with  a greater  Force  than  the  right  Ventricle  does.  — Statical  Essays:  Containing 
Haemastaticks  by  Stephen  Hales,  London,  1733. 
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COLACE  helps  to  prevent  painful  straining  at  stool  — particularly 
important  in  patients  with  delicate  anorectal  disorders. 

Safe  and  non-habit  forming  . . . COLACE,  the  simple  water  way 
to  ease  constipation  from  infancy  to  old  age. 
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for  vascular  insufficiency 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
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Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg. 

Vasodiian  injection,  isoxsuprine  HCI,  5 mg , per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml  ampul,  box  of  six  2 ml.  ampuls. 
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Month  in 
Washington 


The  Health,  Education  and  Welfare  Department 
has  asked  the  J ustice  Department  to  delay  granting  the 
nation’s  hospitals  an  exemption  under  the  antitrust 
laws  in  order  to  carry  out  their  voluntary  cost  con- 
tainment effort. 

John  Alexander  McMahon,  AHA  President,  said 
that  “it  seems  passing  strange  that  HEW  would 
undermine  and  even  try  to  undercut  our  voluntary 
effort”  by  taking  this  position  before  Justice. 

HEW  told  Justice  in  a letter  there  may  be  “a  serious 
lack  of  public  accountability  and  public  participation 
in  the  voluntary  effort  conducted  by  the  AHA,  the 
American  Medical  Association  and  the  Federation  of 
American  Hospitals. 

HEW  General  Counsel  wrote  Justice  that  the  vol- 
untary effort  might  discriminate  against  smaller  com- 
munity hospitals  and  health  maintenance  organiza- 
tions and  also  might  work  to  hold  down  wages  of 
hospital  workers. 

HEW  has  been  hostile  to  the  voluntary  effort  from 
the  outset,  contending  that  only  mandatory  federal 
controls  as  embodied  in  the  Administration  hospital 
cost  containment  program  are  the  answer  to  inflation 
in  hospital  costs. 

Meanwhile,  the  war  of  words  on  the  Administra- 
tion’s controversial  hospital  revenue  control  plan 
heightened  when  HEW  Secretary  Joseph  Califano 
charged  that  opponents  of  the  plan  are  “crowding  the 
halls  of  Congress”  and  “lobbying  for  runaway  infla- 
tion.” 

“Even  Lloyds  of  London  backed  by  the  United 
States  mint  could  not  afford  to  insure  the  existing 
profligate,  inflationary  health  care  industry,”  he  said 
in  a speech. 

The  vote  on  hospital  controls  in  the  House  Com- 
merce Committee  is  considered  the  key  to  the  fate  of 
the  Administration’s  plan.  President  Carter  has  dis- 
patched a letter  to  every  member  of  the  Committee 
urging  them  to  back  the  Administration’s  plan. 

Stuart  Eizenstat,  White  House  Domestic  Affairs 
Chief,  said  the  issue  before  the  Committee  was 
“whether  we  have  as  a nation  the  capability  of  facing 
up  to  the  inflation  problem.” 

* * * 

HEW  is  preparing  to  launch  a program  to  encourage 
second  opinions  for  surgery  for  Medicare/Medicaid 
patients.  Patient  pamphlets,  physician  enrollment, 
and  radio-television  ads  (“second  opinion  — it’s  good 
for  you”)  are  projected. 


“List  developers”  will  set  up  lists  of  physicians 
willing  to  participate  in  a second  opinion  (SO)  pro- 
gram, on  patient  request.  “List  holders”  will  operate 
telephone  referral  centers  to  which  patients  may  apply 
for  the  names  of  participating  physicians. 

Developers  will  query  physicians  as  to  their  willing- 
ness to  participate,  inform  them  of  any  “ground 
rules,”  and  develop  the  lists,  with  appropriate  infor- 
mation such  as  willingness  to  accept  Medicaid  pa- 
tients. 

The  Health  Care  Financing  Administration  of  the 
HEW  Department  believes  professional  standards  re- 
view organizations  (PSROs)  are  the  logical  units  to 
handle  the  “list”  functions.  However,  carriers  and 
medical  societies  also  are  eligible. 

Public  campaigns  will  begin  soon  and  will  consist  of 
brief  TV  spot  announcements  and  longer  radio 
“dramas”  on  “SO”  which  will  be  distributed  to  sta- 
tions. Five  million  leaflets  will  be  distributed  with 
Social  Security  checks  in  selected  areas.  A national 
“hot-line”  (800  number)  will  be  established,  probably 
with  the  PSRO  clearinghouse  in  Rockville,  Md. 

Once  the  program  is  operational,  callers  will  be 
given  the  name  of  two  or  three  physicians  who  are 
willing  to  accept  requests  for  second  opinion  consul- 
tation. Wherever  feasible,  the  referral  center  will  try 
to  give  the  names  of  physicians  with  some  special 
competence  in  the  type  of  condition  for  which  surgery 
has  been  recommended,  HEW  said. 

For  Medicare  patients,  the  program  will  pay  for  the 
second  opinion  as  for  other  consultations,  at  80% 
of  the  “reasonable  charge,”  while  Medicaid  par- 
ticipation and  payment,  thus  far,  is  at  the  option  of  the 
individual  state.  This  may  pose  a tough  problem  in 
some  states. 

As  presently  planned,  use  of  the  “second  opinion” 
will  be  at  the  patient's  option,  and  the  second  opinion 
will  not  control  payment  for  services. 

The  “SO”  program  is  based  on  the  assumption  that 
second  opinions  will  forestall  unnecessary  surgery. 

* * * 

Attacking  “federal  bossism”  in  health  planning,  an 
AMA  official  has  said  that  planning  must  be  flexible 
and  “cannot  be  stereotyped  from  federal  blueprints.” 

Frank  J.  Jirka,  Jr.,  M.D.,  Vice  Chairman  of  the 
AMA  Board  of  Trustees,  told  a National  Journal 
Conference  on  Health  Policy  that  the  best  way  to 
uphold  availability  and  quality  is  to  have  planning  deci- 
sions made  at  the  local  level.  “Practicing  physicians 
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should  be  well  represented  on  planning  bodies,”  Dr. 
Jirka  said. 

The  planning  guidelines  recently  put  into  effect  are 
still  mandatory  . . . “in  a way  that  runs  counter  to 
Congressional  intent,”  he  declared,  and  "complaints 
about  the  guidelines  keep  pouring  into  HEW  head- 
quarters . . . and  now  exceed  70,000.”  The  standards 
“ignore  many  of  the  realities  of  medical  care  . . . and 
could  cause  substantial  disruption  in  the  accessibility 
and  provision  of  health  services,”  according  to  Dr. 
Jirka. 

Although  the  HEW  Secretary  has  given  assurances 
against  the  closing  of  existent  hospitals,  “they  are  not 
borne  out  in  the  body  of  the  guidelines,”  Dr.  Jirka 
noted.  “Even  the  expansion  of  physicians’  offices  and 
their  equipment  would  be  affected  if  Congress  decides 
to  include  them  in  the  planning  act’s  certificate-of- 
need  provisions,”  he  said. 

“There  is  as  yet  little  evidence  to  support  the  notion 
that  certificate  of  need  results  in  significant  cost  sav- 
ings,” said  Dr.  Jirka.  “And  if  it  doesn't,  why  badger 
doctor’s  offices  with  it?” 

* * * 

The  AMA  has  cautioned  against  precipitous  or  uni- 
lateral government  action  in  the  field  of  computer 
technology  for  medical  purposes.  Such  intrusion 
“might  retard  the  momentum”  developed  with  com- 
puters, the  AMA  told  a House  science  subcommittee. 
H.  Phillip  Hampton,  M.D.,  speaking  for  the  Associa- 
tion, said  “the  primary  thrust  in  the  growing  and 
changing  field  of  computer  technology  has  been  and 
should  remain  in  the  private  sector.” 

However,  Dr.  Hampton  said,  the  federal  govern- 
ment has  an  important  role  in  assisting  the  develop- 
ment of  technology  and  “should  remain  a stabilizing 
influence  . . . such  a stable  influence  can  be  best 
achieved  by  continuing  to  fund  substantial  research 
and  development  projects,  by  insuring  only  necessary 
requirements  on  the  individuals  and  organizations  in- 
volved in  medical  and  other  health  services  delivery  at 
the  local  level.” 

“Computers  should  improve  methodologies  of  pre- 
vention and  treatment  of  diseases  by  increasing  the 
level  of  preventive,  diagnostic  and  therapeutic  medi- 
cal skills;  and  make  the  skills  accessible  by  providing 
them  at  a cost  within  the  financial  reach  of  the  pa- 
tient,” Dr.  Hampton  said. 

“Since  many  physicians  are  reaching  the  point  of 
overload  in  trying  to  maintain  and  improve  patient 
care  while  complying  with  increased  administrative 
and  governmental  demands,  use  of  computer  technol- 
ogy has  become  more  attractive,”  he  noted. 

Computers  have  “an  enormous  potential  in  im- 
proving patient  care,  in  creation,  storage,  mainte- 
nance and  retrieval  of  medical  records,  in  improving 
preventative,  diagnostic  and  therapeutic  skills,  in  re- 
ducing the  rate  of  increasing  costs,  in  improving  facil- 
ity and  personnel  utilization  and  in  improving  office 
management,”  the  AMA  spokesman  testified. 


The  Chairman  of  the  Council  on  Economic  Ad- 
visors told  the  Administration  that  it  is  “unrealistic  at 
this  time  to  propose  a national  health  insurance  (NHI) 
package  which  mandates  universal  and  comprehen- 
sive low-dollar  coverage.” 

In  paper  on  NHI  prepared  for  Presidential  review, 
Charles  Schultze  said  comprehensive  coverage  would 
“stretch  thin”  the  health  sector  resources  and  thus 
exacerbate  inflation.  A sweeping  NHI  program  would 
tend  to  “override  completely”  consumer  latitude  in 
choosing  between  health  care  and  other  goods  and 
services  such  as  housing  and  education,  he  said. 

The  paper  said  the  CEA  believes  the  Administra- 
tion's NHI  plan  should  include  better  and  “more 
rational”  health  assistance  for  the  poor,  and  cata- 
strophic coverage  for  lower  and  middle-class  families. 
Those  objectives  should  be  financed  out  of  general 
revenues,  CEA  said,  but  without  public  reinsurance  of 
private  catastrophic  programs  except,  perhaps,  for 
health  maintenance  organizations.  Otherwise,  any 
mandated  increase  in  private  coverage  — “presum- 
ably financed  by  premiums”  — should  be  considered 
in  terms  of  a “minimal  target  package  stripped  of 
preventive  care,”  the  paper  added. 

The  CEA  paper  also  insists  on  stronger  cost  con- 
trols through  regulatory  legislation,  but  apart  from  any 
expensive  health  care  package.  “If  the  politics  of  the 
situation  make  it  possible  to  combine  a comprehen- 
sive benefit  package  with  strong  cost  control,  they 
should  also  make  it  possible  to  get  the  same  cost 
control  without  the  comprehensive  package  ...  in- 
surance companies  and  individuals,  who  are  the 
beneficiaries  of  a larger  package,  are  not  the  ones  who 
object  to  cost  control,”  the  paper  concluded. 

Enactment  of  a national  health  insurance  (NHI) 
program  with  first  rate  mental  health  benefits  may  be 
the  best,  single  step  to  help  mentally  ill  Americans, 
according  to  the  report  of  the  President’s  Commission 
on  Mental  Health. 

Declaring  that  one  out  of  every  seven  suffers  from 
some  mental  affliction,  the  Commission  reported  that 
too  many  of  these  are  untreated.  Almost  half  of  the 
population  could  be  classed  as  mentally  ill  or  as  ex- 
periencing severe  emotional  problems,  the  report 
said. 

The  Commission,  headed  by  Thomas  Bryant, 
M.D.,  was  formed  more  than  a year  ago  as  a response 
to  the  keen  interest  in  mental  health  by  Mrs.  Rosalyn 
Carter  and  special  White  House  Health  Assistant, 
Peter  Bourne,  M.D.,  a psychiatrist. 

“We  firmly  believe  that  a national  health  insurance 
program  which  includes  appropriate  coverage  for 
mental  health  care  offers  the  most  effective  means  of 
providing  adequate  financing  for  . . . all  Americans,” 
the  20-member  panel  reported. 

* * * 

A “middle-of-the-road”  national  health  insurance 
bill  with  powerful  Senate  backing  has  been  introduced 
into  the  Congress.  Emphasis  in  the  bill  is  placed  on 
catastrophic  coverage. 
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The  measure  is  supported  by  Chairman  Russell 
Long  (D-La)  of  the  Senate  Finance  Committee, 
Health  Subcommittee  Chairman  Herman  Talmadge 
(D-Ga),  and  Sens.  Abraham  Ribicoff  (D-Conn.)  and 
Robert  Dole  (R-Kan). 

The  bill  is  substantially  the  same  as  the  one  intro- 
duced in  the  94th  Congress  by  Long. 

“Our  purpose  ...  is  to  have  before  the  Congress 
and  the  American  people  a legitimate  national  health 
insurance  approach  developed  by  the  Congress,” 
Long  told  the  Senate.  “This  is  not  the  Administra- 
tion’s proposal,  nor  that  of  any  special  interest  group. 
It  is  our  legislation.” 

:jc 

In  an  unprecendented  joint  effort.  Senator  Edward 
Kennedy  (D-Mass.)  and  the  AM  A will  sponsor  a two 
and  a half  day  conference  on  “Positive  Health 
Strategies”  in  Washington,  D.C.,  July  25-27. 

The  sponsors  have  announced  plans  to  bring  to- 
gether interested  groups  as  co-sponsors  and  partici- 
pants to  focus  public  attention  on  the  potential  ben- 
efits of  strategies  of  disease  prevention  and  to  project 
possible  programs  for  improvement  in  the  1980s. 

The  preliminary  program  lists  keynote  speakers  as 
Senator  Kennedy,  Tom  E.  Nesbitt,  M.D., 
President-Elect  of  the  AMA,  George  Meany,  Presi- 
dent, AFL-CIO,  and  Lester  Breslow,  M.D.,  Dean, 
School  of  Public  Health,  University  of  California,  Los 
Angeles. 


In  an  address  before  the  AMA’s  Leadership  Con- 
ference in  January  of  this  year.  Senator  Kennedy  is- 
sued an  invitation  to  the  AMA  to  join  him  in  sponsor- 
ing a national  disease  prevention  conference  designed 
to  focus  the  attention  of  the  nation  on  the  great  poten- 
tial of  preventive  measures  to  reduce  the  toll  of  dis- 
ease in  our  population. 

Dr.  Nesbitt,  in  accepting  for  the  AMA,  stated,  “we 
are  happy  to  participate  in  an  arena  that  encourages  a 
wide  spectrum  of  ideas  and  programs  on  health.  Or- 
ganized medicine  and  physicians  have  long  been  con- 
cerned with  and  active  in  the  areas  of  disease  preven- 
tion and  positive  health  programs.  We  are  certain  that 
this  interaction  will  be  profitable  to  all  Americans.” 

Meanwhile,  Sen.  Kennedy  has  launched  a major 
new  health  initiative  with  introduction  of  legislation  to 
instruct  Americans  on  good  health  practices  and  dis- 
ease prevention. 

National  health  insurance  can  improve  access  to 
care,  but  it  can’t  “make  us  a healthier  and  more  long- 
lived  people  unless  it  is  combined  with  a comprehen- 
sive strategy  for  reducing  death  and  disability  through 
prevention,”  Kennedy  told  the  Senate. 

The  bill  calls  for  spending  of  $150  million  the  first 
year  climbing  to  $300  million.  Existing  health  promo- 
tional activities  would  be  expanded  at  the  federal, 
state  and  local  level  and  new  ones  installed. 

Lowell  Steen,  M.D.,  a member  of  the  AMA  Board 
of  Trustees,  said  the  AMA  is  “basically  supportive” 
of  the  measure,  formally  called  the  National  Disease 
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Prevention  and  Health  Promotion  Act  of  1978.  Dr. 
Steen  told  a national  television  audience  that  some  of 
the  programs  are  "things  that  the  AMA  has  been 
advocating  for  many  years."  However,  we  have 
"some  reservations"  about  certain  provisions,  Dr. 
Steen  said. 

Sen.  Kennedy,  appearing  on  the  same  program, 
said  "I  think  we've  got  a good  partnership,”  noting 
the  jointly  sponsored  conference  with  the  AMA  in  late 
July. 

* * * 

The  White  House  Council  on  Wage  and  Price  Sta- 
bility plans  an  educational  program  for  physicians  on 
inflation  in  health  care  costs.  The  Council  also  will 
seek  the  assistance  of  the  AMA  in  developing  an  ef- 
fective monitoring  or  reporting  mechanism  to  measure 
the  rate  of  physicians’  fees  with  respect  to  an  agreed 
upon  "measuring  device  or  indicator.” 

The  objective  is  to  develop  a long-term  mechanism 
to  assist  in  cutting  the  rate  of  increase  in  the  future. 

The  plans  were  discussed  with  AMA  officials  at  a 
recent  Washington,  D.C.,  meeting.  Among  those  at- 
tending were  John  Budd,  M.D.,  AMA  President; 
Frank  Jirka,  M.D.,  Vice  Chairman  of  the  AMA  Board 
ofTrustees;  and  Bernard  Harrison,  AMA  Group  Vice 
President. 


The  sweeping  drug  bill  before  Congress  signals  a 
shift  in  philosophy  "where  government  takes  it  upon 
itself  to  ‘protect’  patients  from  their  physicians,”  the 
AMA  has  told  the  Senate  Human  Resources  Sub- 
committee on  Health. 

The  current  philosophy  is  that  of  a "joint  effort  of 
government  and  the  medical  profession  to  protect  un- 
suspecting patients  from  unethical  manufacturers  and 
vendors,”  testified  Lowell  H.  Steen,  M.D.,  a member 
of  the  AMA  Board  ofTrustees. 

The  Subcommittee,  headed  by  Sen.  Edward  Ken- 
nedy held  four  days  of  hearings  on  various  provisions 
of  the  Administration’s  ambitious  proposal  to  revamp 
the  drug  laws. 

Dr.  Steen  said  the  provisions  aimed  at  “protecting” 
patients  "would  unjustifiably  interfere  with  the  prac- 
tice of  medicine  by  placing  the  Food  and  Drug  Ad- 
ministration between  the  physician  and  the  patient 
through  the  imposition  of  national  standards  and 
criteria  for  use  of  drugs.” 

The  bill  gives  the  FDA  power  in  determining  safety 
of  a drug,  and  its  abuse  potential,  whether  the  drug  is 
being  used  for  non-approved  uses,  whether  FDA  be- 
lieves there  is  a more  appropriate  drug  or  treatment, 
and  whether  the  drug  would  have  an  adverse  effect 
upon  public  health,  the  AMA  witness  noted. 

Dr.  Steen  said  "risk  of  side  effects,  dependency  and 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 

if  there 
are  problems 
and  there 
is  drinking... 

drinking 
may  be  the 
only  Problem? 
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other  issues  of  concern  are  weighed  by  the  physician, 
using  his  clinical  judgment  and  knowledge  of  the  pa- 
tient. It  would  not  be  in  the  interest  of  providing  the 
best  care  for  patients  to  reduce  the  practice  of  medi- 
cine to  that  of  merely  following  a government  issued 
cookbook  or  instruction  manual  on  medical  practice 
and  treatment  modes.” 

“In  the  real  world  of  actual  practice,  physician  use 
of  drugs  is  best  controlled,  not  by  the  FDA,  but  by 
appropriate  peer  review,  continuing  medical  educa- 
tion and  the  physician's  training  and  experience,  to- 
gether with  his  desire  to  do  what  is  best  for  his  or  her 
patient,”  said  Dr.  Steen. 

* * * 

The  Administration’s  $500  million  Health  Mainte- 
nance Organization  (HMO)  bill  ran  into  opposition 
from  key  Senators  alarmed  over  reports  of  widespread 
fraud  and  abuse. 


“Wouldn’t  it  be  best  to  put  brakes  on  the  whole 
HMO  program?”  asked  Sen.  Herman  Talmadge 
(D-Ga.),  Chairman  of  the  Senate  Finance  Subcom- 
mittee on  Health.  Sen.  Sam  Nunn  (D-Ga.),  Vice 
Chairman  of  the  Senate  Permanent  Subcommittee  on 
Investigations,  agreed.  Sen.  Carl  Curtis  (R-Nebr.) 
said  that  if  HMOs  are  “any  good,  they  will  grow  on 
their  own”  without  the  need  for  any  federal  subsidy. 

Nunn  told  the  Finance  Subcommittee  that  “unless 
remedial  action  is  taken,  the  federal  government, 
through  its  program  of  financing  the  development  of 
HMOs,  faces  the  prospect  of  encountering  nationwide 
the  same  kinds  of  scandal  and  abuse  that  have  plagued 
the  California  Medicaid  program.”  There  is  evidence 
that  organized  crime  is  moving  into  the  HMO  field, 
Nunn  warned. 

The  Investigations  Subcommittee  recently  released 
a report  charging  large  scale  abuse  and  fraud  in  the 
California  HMO  program. 


Jn  dflfcttutrUim 


ED  BEDDINGFIELD,  M.D. 

Ed  Beddingfield  — you  will  agree  — was  an 
uncommon  man  — delightfully  uncommon!  Though 
bom  and  christened  Edgar  Theodore  Beddingfield,  I 
never  once  heard  him  called  more  than  Ed  Bed- 
dingfield — usually  just  Ed.  Everyone  knew  who  you 
meant.  The  record  of  his  accomplishments  in  a short 
and  shortened  life  would  fill  a book.  And  I sincerely 
hope  they  will  — soon.  I believe  that  every  one  of  us 
here  is  at  least  aware  of  his  participation  and  leader- 
ship in  family  and  industrial  medicine,  the  work  of 
organized  medicine,  legislative  and  political  activity, 
community  responsibilities,  religious  involvement, 
and  his  special  efforts  on  behalf  of  the  poor,  the 
mentally-ill,  the  deaf,  highway  safety,  and  the  medi- 
cally underserved  rural  populations.  From  such  a 
variety  of  engrossing  and  altruistic  activities,  all  of 
which  seemed  to  bring  him  satisfaction  and  frequently 
pleasure,  is  it  possible  to  select  one  area  of  activity 
that  was  most  meaningful  to  him,  and  in  which  he 
attained  his  greatest  successes? 

Clearly,  in  my  view,  Ed  Beddingfield  loved  legisla- 
tive and  political  activity  more  than  anything  he  en- 
countered on  this  earth,  with  the  exception  of  his 
family  and  his  profession. 

How  successful  was  he  in  these  specific  arenas?  For 
16  years  Ed  was  a member  of  the  Committee  on 
Legislation  of  the  North  Carolina  Medical  Society, 


and  for  several  of  these  years  he  served  as  chairman. 
During  this  period  Ed  routinely  spent  one  day  a week 
(his  day  off}  in  Raleigh  with  the  General  Assembly 
whenever  it  was  in  session,  and  many  additional  days 
and  weeks  with  legislators.  As  a result,  he  earned  the 
friendship,  respect  and  admiration  of  the  members  of 
the  assembly  and  this  resulted  in  a period  of  unusually 
good  medical  legislation  — to  the  lasting  benefit  of  the 
people  of  North  Carolina. 

Ed  Beddingfield  early  in  his  career  realized  that 
medicine  cannot  survive  and  continue  its  mission  in 
our  current  society  without  active  participation  in  the 
political  process  at  all  levels  and  at  all  times.  He  was 
among  the  original  founders  of  our  MEDPAC  and  he 
remained  a director  and  truly  the  guiding  light  of 
MEDPAC  for  the  remainder  of  his  life.  In  addition,  Ed 
served  as  a director  of  AMPAC  from  1973  and  was 
extremely  influential  in  national  and  crucial  key  state 
elections  — as  a member  of  their  small  candidate 
support  committee. 

In  1970,  upon  the  completion  of  his  tenure  as  presi- 
dent of  the  North  Carolina  Medical  Society,  Ed  was 
appointed  to  the  prestigious  council  on  legislation  of 
the  American  Medical  Association.  He  served  con- 
tinually and  with  great  distinction  on  this  council  until 
hisdeath  and  was  its  chairman  in  1976  and  1977.  It  was 
in  this  capacity  that  he  reached  the  fullest  realization 
of  his  abilities,  attained  the  zenith  of  his  career  and 
became  truly  one  of  the  most  articulate,  convincing. 
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and  effective  spokesmen  for  American  medicine  in 
recent  history. 

A measure  of  his  national  stature  was  his  election  to 
the  Institute  of  Medicine  of  the  National  Academy  of 
Sciences,  a recognition  enjoyed  by  few  practicing 
physicians.  Dr.  Beddingfield  was  appointed  by  Presi- 
dent Carter  to  the  Health,  Education  and  Welfare 
Advisory  Committee  on  National  Health  Insurance, 
the  only  practicing  physician  so  selected.  His  value 
and  our  great  loss  are  emphasized  by  public  state- 
ments made  at  the  time  of  his  death.  The  chief  ex- 
ecutive officer  of  the  AMA,  Dr.  Jim  Sammons,  com- 
mented: “His  death  is  a very  great  loss,  not  only  to 
medicine  but  to  the  public,  because  of  his  tremendous 
knowledge  of  health  care  delivery  and  his  rapport  with 
the  Congress.”  The  AMA  board  chairman.  Dr.  Robert 
Hunter,  said,  “He  was  a beloved  person  and  will  be 
missed  both  at  home  and  throughout  the  country. 
There  is  no  way  in  the  world  to  replace  him.”  Gov.  Jim 
Hunt  called  him  “one  of  the  greatest  public  and  medi- 
cal leaders  in  the  history  of  North  Carolina.  If  ever 
there  was  a man  who  literally  gave  his  life  in  service  to 
mankind,  it  was  Ed  Beddingfield.  North  Carolina  is  a 
far  better  state  because  of  his  life.”  Even  Sen.  Edward 
Kennedy  was  complimentary:  “Although  Dr.  Bed- 
dingfield and  I did  not  often  agree,  and,  in  fact,  often 
disagreed,  he  was  well-respected  for  the  testimony  he 
presented  and  for  his  forthright  views.” 

What  manner  of  man  was  this  great  one  among  us, 
who  accomplished  so  much  and  served  so  well?  What 
can  we  learn  from  his  life  and  character  that  will 
enable  us  to  better  carry  on  the  work  of  medicine,  as 
he  would  insist  we  do?  I have  given  these  questions  a 
great  deal  of  thought. 

First,  Ed  Beddingfield  had  a keen  and  perceptive 
mind.  He  was  a prodigious  worker  who  prepared  him- 
self well  with  long  hours  of  study  and  thought  to  sup- 
port his  opinions.  His  photographic  memory  allowed 
him  to  recall  minute  details  without  obscuring  the 
main  issues.  Most  often,  he  was  the  best-informed 
person  in  a discussion  and  everyone  in  the  room  soon 
realized  this. 

Ed  had  a manner  of  presentation  which,  though 
incisive,  was  never  abrasive.  His  warm  personality, 
his  humility,  his  sense  of  fairness  required  even  his 
opponents  to  respect  him.  I have  often  heard  him 
explain  in  great  detail  both  sides  of  an  issue  on  which 
he  had  a strong  opinion  so  that  his  listeners  could 
make  their  own  best  judgment,  rather  than  being  un- 
duly influenced  by  his  opinion  alone.  With  assured 
humility,  Ed  had  confidence  in  his  own  judgments  and 
appeared  never  to  take  disagreements  personally.  One 
of  his  favorite  expressions  was,  “I  don’t  care  what 
you  say  about  me,  just  so  you  spell  my  name  right.” 

Ed  had  a quick  wit  and  a fine  sense  of  humor,  which 
he  used  to  advantage.  I shall  never  forget  the  heated 
debate  just  last  year  on  the  floor  of  the  House  of 
Delegates  of  the  AMA.  Ed’s,  and  the  Council  on 
Legislation's,  position  on  national  health  insurance 
was  under  widespread  attack  with  the  repeated  asser- 
tions that  the  grassroots  doctors  would  not  accept  the 


“establishment’s”  position  on  national  health  insur- 
ance. Ed  finally  and  calmly  rose,  reminded  the  house 
that  “you  can’t  get  any  more  grassroots  than  Stan- 
tonsburg,  N.C.”  He  said,  “Some  of  you  describe  our 
bill  and  think  that  we  are  to  the  right  of  Barry  Gold- 
water.  Others  of  you  discuss  the  same  bill  and  de- 
scribe us  as  being  on  the  outskirts  of  Moscow.  Catch- 
ing flak  from  both  the  right  and  the  left,  we  must 
assume  we  are  right  on  target.”  He  sat  down  and  the 
house  voted  4-1  to  sustain  his  position. 

Many  of  you  know  of  Ed's  pioneering  and  enduring 
work  with  highway  safety.  He  loved  the  story  of  the 
motorcyclist  — just  after  the  law  had  been  changed  to 
require  helmets  — who  was  stopped  by  a patrolman 
for  wearing  his  helmet  on  his  knee.  The  patrolman 
insisted  that  he  put  the  helmet  on  his  head;  the  cyclist 
argued  that  the  law  only  required  that  he  wear  the 
helmet  not  where  he  wore  it.  The  cop  persisted  and 
finally  the  driver  in  disgust  put  the  helmet  on  his  head 
and  drove  off.  About  a mile  down  the  road  he  had  a 
wreck  — and  fractured  his  knee! 

Ed's  complete  honesty  showed  through  his  dedica- 
tion, his  faith,  his  humility  and  his  humor  — which  was 
often  self-deprecating.  He  frequently  introduced  him- 
self as  “just  a country  doctor  from  Stantonsburg”  and 
he  would  not  change  his  language,  his  dress,  his  man- 
nerisms or  even  his  love  for  malodorous  cigars  to 
imply  that  he  was  something  else.  He  had  a gift  for 
understanding  people  and  why  they  thought  and  acted 
as  they  did,  and  he  was  enormously  tolerant  of  their 
right  to  do  so  as  long  as  the  individual  was  genuine. 

In  his  legislative  and  political  works,  Ed  always 
remained  the  physician  and  liberally  used  stories  and 
examples  from  his  own  practice  and  experiences  to 
make  his  point.  He  was  a physician  who  could  speak 
the  language  of  laymen.  And  they  understood  and 
believed  him.  He  felt  strongly  that  we  in  medicine, 
when  involved  in  legislative  and  political  acts,  should 
stick  to  medical  issues,  that  our  expertise  and  value 
are  to  provide  information  and  guidance  on  medical 
matters,  and  that  we  lose  our  credibility  if  we  become 
involved  in  other  issues. 

Ed  Beddingfield  was  convinced  that  “politics  is 
truly  the  art  of  compromise.”  He  lived  and  worked  by 
that  principle  and  honored  it.  On  occasion,  I have 
heard  him  criticized  for  what  was  misinterpreted  as 
acquiescence  on  an  issue  rather  than,  in  fact,  the 
seeking  of  a higher  goal.  Our  friend,  who  fits  so  well 
the  man  of  Kipling  who  “could  walk  with  kings  nor 
lose  the  common  touch,”  lived  a full  and  productive 
life,  of  which  we  and  literally  thousands  of  others  are 
the  benefactors.  1 have  the  warm  and  pleasant  feeling 
that  somewhere  tonight  Ed  Beddingfield,  having 
reached  his  highest  goal,  reaffirms  his  faith  in  the 
political  process,  and  would  remind  us  that  if  we  are  to 
succeed  — if  we  are  to  reach  our  high  and  finally  our 
highest  objective  — we  must  be  willing  to  com- 
promise, even  to  finally  compromising  this  earthly 

|]|p 
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Presented  by  James  E.  Davis,  M.D.,  at  the  North  Carolina  MED- 
PAC  Banquet,  Pinehurst,  North  Carolina,  May  5,  1978. 
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RICHARD  BENJAMIN  BOREN,  M.D. 

Dr.  Richard  Benjamin  Boren  died  April  10,  1978.  He 
was  bom  May  22,  1929,  at  Greensboro.  He  received 
his  B.S.  Degree  at  the  University  of  North  Carolina  at 
Chapel  Hill  and  his  M.D.  Degree  at  Duke  University. 
After  graduation  from  medical  school,  he  studied 
pediatrics  in  London.  He  interned  at  the  Medical  Col- 
lege of  Virginia  in  Richmond.  Dr.  Boren  served  with 
the  U.S.  Air  Force  in  Rapid  City,  S.D.,  after  which  he 
entered  the  general  practice  of  medicine  in  Elkin. 
After  serving  seven  years  as  a general  physician.  Dr. 
Boren  returned  to  Duke  University  where  he  com- 
pleted his  psychiatric  residency,  which  included  a 
year  of  special  training  in  neuropsychiatry  at  the  Na- 
tional Hospital  in  Queen’s  Square,  London. 

Dr.  Boren  entered  the  private  practice  of  psychiatry 
in  Winston-Salem  in  1966  and  was  a member  of  the 
medical  staff  of  Forsyth  Memorial  Hospital  and  held 
the  academic  rank  of  clinical  assistant  professor  in 
psychiatry  at  the  Bowman  Gray  School  of  Medicine. 
In  1972,  Dr.  Boren  founded  Mandala  Center,  a private 
psychiatric  hospital  and  clinic  where  he  served  as 
psychiatrist-in-chief. 

He  was  a member  of  the  Forsyth  County  Medical 
Society,  the  North  Carolina  Medical  Society,  the 
American  Medical  Association  and  the  American 
Psychiatric  Association  and  was  a diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology.  He 
was  a member  of  the  Twin  City  Club  of  Winston- 
Salem  and  the  Forsyth  Country  Club. 

Dr.  Boren  is  survived  by  a daughter,  Carol  Boren  of 
Chapel  Hill;  three  sons,  Richard  Boren  of  Swannanoa, 
and  David  and  Robert  Boren  of  Elkin;  a sister,  Mar- 


garet Keyes  of  Greensboro;  and  his  mother,  Mrs.  R. 
B.  Boren  of  Greensboro. 

Dr.  Boren  was  an  industrious,  able  and  dedicated 
physician  whose  creativity  and  love  of  hard  work  were 
exceeded  only  by  his  perseverance  and  zeal  in  the 
development  and  founding  of  Mandala  Center,  which 
stands  as  his  contribution  to  the  medical  community 
and  a personal  memorial  to  this  outstanding  physician. 

FORSYTH  COUNTY  MEDICAL  SOCIETY 

WILLIAM  NICHOLAS  FORTESCUE,  M.D. 

On  February  15,  1978,  Dr.  William  Nicholas  For- 
tescue  died  after  an  illness  of  several  months. 

He  lived  and  practiced  medicine  in  Hendersonville 
for  more  than  four  decades  and,  in  doing  so,  achieved 
such  works  that  he  will  be  difficult  to  replace.  His 
relationship  with  his  colleagues  was  one  of  empathy 
for  the  young  physician,  support  for  the  contemporary 
physician,  respect  for  the  elder  physicians,  and  an 
ever  willingness  to  offer  aid  and  counsel  to  all  those 
who  asked  it  of  him.  It  is  recognized  by  all  that  it  was 
he,  more  than  any  other  one  person,  who  provided  the 
impetus  for  the  initial  drive  to  build  the  Margaret  R. 
Pardee  Memorial  Hospital,  that  during,  and  after,  the 
construction  of  this  hospital  he  continued  to  work 
endlessly  in  many  ways  for  future  additions  to  the 
facility  and  for  the  improvement  of  patient  care,  and 
especially  for  the  establishment  of  a competent  clini- 
cal laboratory  service. 

Those  who  knew  him  best  recognize  that  he  did  this 
work  unselfishly  and  with  no  thought  of  personal  gain 
but  for  the  medical  community  which  he  loved  and 
which  in  return  loved  him. 

HENDERSON  COUNTY  MEDICAL  SOCIETY 
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Here’s  a North  Carolina  resource 
you  can  depend  on. 

Name  a more  valuable  asset  than  the  health  of  the  people. 

We  can’t. 

And  we’ve  spent  over  40  years  paying  this  state’s  health  bills. 

Keeping  up  with  the  progress  of  medicine  and  helping  to  make  its  many 
benefits  available  to  our  subscribers. 

It’s  the  reason  we  have  25  Blue  Cross  and  Blue  Shield  offices  across 
the  state.  To  cover  the  health  care  needs  of  the  more  than  2 million 
people  we  serve.  To  stay  constantly  in  touch  with  the  302  hospitals, 
nursing  homes,  home  health  agencies  and  5,355  doctors  our  subscribers 
depend  on. 

It’s  the  reason  we  publish  and  distribute  thousands  of  booklets  on 
diet  and  exercise,  immunization,  alcoholism,  stress  and  other  health 
subjects.  To  encourage  North  Carolina  people  to  take  better  care  of 
their  health. 

In  these  and  many  other  ways  your  Blue  Cross  and  Blue  Shield  Plan 
is  constantly  working  to  protect  your  health.  When  you’re  in  the  health 
business  you  have  to  be  ahead  of  the  times  just  to  keep  up. 

Your  Blue  Cross  and  Blue  Shield  Plan.  A North  Carolina  resource  you 
can  depend  on. 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


©Registered  Marks  Blue  Cross  Association  ©'Registered  Service  Marks  ot  the  National  Association  of  Blue  Shield  Plans 


Committee  and 
Commission  Appointments 
1978-1979 


Committee  and  Commission  Appointments 

1978-1979 


Note:  The  Committees  listed  herein  have  been  authorized  by  President  D.  E.  Ward,  Jr.,  M.D.  and/or  as  required  under  the  Constitution  and 

Bylaws. 

Particular  note  should  be  taken  of  the  authorization  of  the  HOUSE  OF  DELEGATES  of  a Commission  form  of  organization  activity 
and  that  all  Committees,  excepting  COMMITTEE  ON  NOMINATIONS  and  MEDIATION  COMMITTEE  are  segregated  under  the 
respective  Commission  in  which  the  function  of  the  Committee  logically  rests.  This  will  tend  to  eliminate  overlapping  and  duplication  in 
activity  programs  and  result  in  coordination  of  the  work  of  the  Society  in  a manner  to  lessen  the  work  of  the  delegates  in  the  Annual 
Meeting  of  the  HOUSE  OF  DELEGATES. 

( Superior  figures  (e.g.  21)  indicate  the  component  County  Society  from  which  the  member  emanates,  as  in  the  Membership  list  of  the  ROSTER.) 


I.  ADMINISTRATION  COMMISSION 

T.  Tilghman  Herring,  M.D.,  Chairman 
Wilson  Clinic,  Wilson  27893 

Committee 

Listing 

1.  Finance,  Committee  on  (1-1)  No.  20 

T.  Tilghman  Herring,  M.D.,  Chairman 
Wilson  Clinic,  Wilson  27893 

2.  Personnel  & Headquarters  Operation,  Com.  on  (1-2)  No.  38 

A.  Hewitt  Rose,  Jr.,  M.D.,  Chairman 
3801  Computer  Drive,  Raleigh  27609 

3.  Professional  Insurance,  Com.  on  (1-3)  No.  42 

John  C.  Burwell,  Jr.,  M.D.,  Chairman 
1026  Prof.  Village.  Greensboro  27401 

4.  Retirement  Savings  Plan  Committee  (1-4)  No.  44 

Robert  W.  Williams,  M.D.,  Chairman 
3208  Oleander  Drive,  Wilmington  28401 

II.  ADVISORY  AND  STUDY  COMMISSION 

T.  Reginald  Harris,  M.D.,  Chairman 
808  Schenck  St.,  Shelby  28150 

1.  Allied  Health  Professionals,  Com.  on  (II-l)  No.  1 

Frank  M.  Mauney,  Jr.,  M.D.,  Chairman 
275  McDowell  Street,  Asheville  28803 

2.  Anesthesia  Study,  Com.  on  (II-2)  No.  2 

Albert  Arthur  Bechtoldt,  Jr.,  M.D.,  Chairman 

UNC  School  of  Medicine,  Chapel  Hill  27514 

3.  Auxiliary,  Committee  Advisory  to  (II-3)  No.  S 

Rose  Pully,  M.D.,  Chairman 
318  College  Street,  Kinston  28501 

4.  Cancer,  Committee  on  (U-4)  No.  7 

Margaret  Ann  Nelsen,  M.D.,  Chairman 
UNC  Dept,  of  Surgery,  Chapel  Hill  27514 

5.  Constitution  & Bylaws,  Com.  on  (II-5)  No.  12 

P.  G.  Fox,  Jr.,  M.D.,  Chairman 
P.O.  Box  17908,  Raleigh  27609 

6.  Medical  Cost  Containment,  Com.  on  (II-6)  No.  30 

Jesse  H.  Meredith,  M.D.,  Chairman 

Bowman  Gray,  Dept.  Surg.,  Winston-Salem  27103 


7.  Medical  Students,  Com.  Adv.  to  (U-7)  No.  33 

James  A.  Bryan,  M.D.,  Chairman 

N.C.  Memorial  Hospital,  Chapel  Hill  27514 

8.  Traffic  Safety,  Com.  on  (U-8)  No.  46 

George  Johnson,  Jr.,  M.D.,  Chairman 
N.C.  Memorial  Hospital,  Chapel  Hill  27514 

III.  ANNUAL  CONVENTION  COMMISSION 

Josephine  E.  Newell,  M.D.,  Chairman 
P.O.  Box  68,  Bailey  27807 

1.  Arrangements,  Committee  on  (III-l)  No.  3 

Jack  Hughes,  M.D.,  Chairman 
923  Broad  Street,  Durham  27705 

2.  Audio-Visual  Programs,  Com.  on  (III-2)  No.  4 

James  H.  Askins,  M.D.,  Chairman 
1665  Owen  Dr.,  Fayetteville  28304 

3.  Credentials,  Com.  on  (of  House  of  Delegates)  (III-3)  No.  14 

John  A.  Payne,  III,  M.D..  Chairman 
Box  157,  Sunbury  27979 

4.  Exhibits,  Committee  on  (III-4)  No.  18 

Josephine  E.  Newell,  M.D.,  Chairman 
Box  68,  Bailey  27807 

5.  Medical  Education,  Committee  on  (III-S)  No.  31 

John  D.  Bridgers,  Sr.,  M.D.,  Chairman 
624  Quaker  Lane,  High  Point  27262 

IV.  PROFESSIONAL  SERVICE  COMMISSION 

M.  Frank  Sohmer,  Jr..  M.D.,  Chairman 
2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 

1.  Blue  Shield,  Committee  on  (IV-1)  No.  6 

John  W.  Foust,  M.D.,  Chairman 
3535  Randolph  Road,  Charlotte  28222 

2.  Crippled  Children’s  Program,  Adv.  Com.  to  (IV-2)  No.  15 

Ralph  W.  Coonrad.  M.D.,  Chairman 
1828  Hillandale  Road,  Durham  27705 

3.  Health  Planning  & Development,  Com.  on  (IV-3)  No.  21 

Henry  H.  Nicholson,  Jr.,  M.D.,  Chairman 
1012  Kings  Drive,  Ste.  708,  Charlotte  28283 
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4.  Hospital  & Professional  Relations,  Com.  on  (IV-4)  No.  22 

W.  W.  Fore,  M.D.,  Chairman 
1705  W.  6th  Street,  Greenville  27834 

5.  Industrial  Commission,  Com.  to  Work  with  N.C.  (IV-S)  No.  23 

Ernest  B.  Spangler,  M.D.,  Chairman 
Drawer  X3,  Greensboro  27402 

6.  Insurance  Industry  Committee  (IV-6)  No.  24 

Charles  H.  Duckett,  M.D.,  Chairman 
Bowman  Gray,  Winston-Salem  27103 

7.  Rehabilitation  Medicine,  Com.  on  (IV-7)  No.  43 

Edwin  H.  Martinat,  M.D.,  Chairman 

3333  Silas  Creek  Parkway,  Winston-Salem  27103 

8.  Social  Services  Programs,  Com.  on  (Including  Medicaid) 

(IV-8)  No.  45 

E.  Stephen  Edwards,  M.D..  Chairman 

1300  St.  Mary’s  Street,  Raleigh  27605 

V.  PUBLIC  RELATIONS  COMMISSION 

Marshall  S.  Redding,  M.D.,  Chairman 
708  W.  Church  Street,  Elizabeth  City  27909 

1.  Communications,  Com.  on  (V-l)  No.  10 

John  L.  McCain,  M.D.,  Chairman 
Wilson  Clinic,  Wilson  27893 

2.  Community  Medical  Care,  Com.  on  (V-2)  No.  11 

Ronald  H.  Levine,  M.D.,  Chairman 

2404  White  Oak  Road,  Raleigh  27609 


3.  Disaster  & Emergency  Medical  Care,  Com.  on  (V-3)  No.  16 

George  Johnson,  Jr.,  M.D.,  Chairman 
N.C.  Memorial  Hospital,  Chapel  Hill  27514 

4.  Eye  Care  & Eye  Bank,  Com.  on  (V-4)  No.  19 

Albin  W.  Johnson,  M.D.,  Chairman 
1300  St.  Mary’s  Street,  Raleigh  27605 

5.  Legislation,  Committee  on  (V-5)  No.  25 

John  T.  Dees,  M.D.,65  Chairman 

P.O.  Box  815,  Burgaw  28425 

6.  Medical  Aspects  of  Sports,  Com.  on  (V-6)  No.  29 

Frank  W.  Clippinger,  Jr.,  M.D.,  Chairman 
Duke  Medical  Ctr..  Box  3935,  Durham  27710 

7.  Medical-Legal  Committee  (V-7)  No.  32 

Julius  Howell,  M.D.,  Chairman 

Bowman  Gray,  Winston-Salem  27103 

8.  Pharmacy,  Committee  on  (V-8)  No.  39 


Charles  W.  Byrd,  M.D.,  Chairman 
Box  708,  Dunn  28334 

VI.  PUBLIC  SERVICE  COMMISSION 

Philip  G.  Nelson,  M.D.,  Chairman 
Medical  Pavilion,  Ste.  9,  Greenville  27834 

1.  Child  Health  & Infectious  Diseases,  Com.  on  (VI-1)  No.  8 

William  L.  London,  M.D.,  Chairman 
306  S.  Gregson  Street,  Durham  27701 


2.  Chronic  Illness,  TB  & Heart  Disease,  Com.  on  (VI-2)  No.  9 

J.  Dewey  Dorsett,  Jr.,  M.D.,  Chairman 
1851  E.  3rd  Street,  Charlotte  28204 

3.  Drug  Abuse,  Committee  on  (VI-3)  No.  17 

John  A.  Ewing,  M.D.,  Chairman 

N.C.  Memorial  Hospital,  Chapel  Hill  27514 

4.  Marriage  Counseling  & Family  Life  Education, 

Com.  on  (VI-4)  No.  26 

Marianne  S.  Breslin,  M.D.,  Chairman 

Duke  University  Med.  Ctr.,  Box  3837,  Durham  27710 

5.  Maternal  Health,  Committee  on  (VI-5)  No.  27 

W.  Joseph  May,  M.D.,  Chairman 

300  S.  Hawthorne  Road,  Winston-Salem  27103 

6.  Mental  Health,  Committee  on  (VI-6)  No.  34 

Philip  G.  Nelson,  M.D.,  Chairman 
Medical  Pavilion,  Ste  9,  Greenville  27834 

7.  Occupational  & Environmental  Health,  Com.  on  (VI-7)  No.  37 

Charles  G.  Gunn,  Jr.,  M.D.,  Chairman 
Hanes  Corp.,  Box  5416,  Winston-Salem  27103 

8.  Physician’s  Health  & Effectiveness,  Com.  on  (VI-8)  No.  40 
Theodore  R.  Clark,  M.D.,  Chairman 

P.O.  Box  711,  Pinehurst  28374 

Committees  Not  Assigned  to  a Commission 
COUNCIL  ON  REVIEW  & DEVELOPMENT 

Jesse  Caldwell,  Jr.,  M.D.,  Chairman 
113  W.  Third  Ave.,  Gastonia  28052 

MEDIATION  COMMITTEE 

George  G.  Gilbert,  M.D.,  Chairman 
1 Doctors  Park,  Asheville  28801 
E.  Harvey  Estes,  Jr.,  M.D.,  Secretary 
Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 

COMMITTEE  ON  NOMINATIONS 

Leon  W.  Robertson,  M.D.,  Chairman 
107  Med.  Arts  Mall,  Rocky  Mount  27801 

1.  Committee  on  Allied  Health  Professionals  (7)  (3  Consultants)  II-l 

Frank  M.  Mauney,  Jr.,  M.D.11  Chairman 
275  McDowell  Street,  Asheville  28803 
William  R.  Bullock,  M.D.70 

217  Travis  Avenue,  Charlotte  28204 
Walter  L.  Holton,  M.D.70 

Box  1045,  Manteo  27954 
Joyce  H.  Reynolds,  M.D.34 

9550  Freeman  Road,  Kemersville  27284 
Wayne  B.  Venters,  M.D.67 

200  Doctors  Drive,  Ste.  J,  Jacksonville  28540 
Michael  D.  Weaver,  M.D.74 

1711  W.  Sixth  Street,  Greenville  27834 
Thad  B.  Wester,  M.D.78 

103  W.  27th  Street,  Lumberton  28358 

Consultants: 

Ms.  Allene  Cooley,  Nurse  Practitioner 
Physician’s  Associate  Program, 

Bowman  Gray,  Winston-Salem  27103 
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Bryant  D.  Paris,  Jr.,  Executive  Secretary 
N.C.  Board  of  Medical  Examiners, 

Suite  214,  222  N.  Person  Street,  Raleigh  27601 
Paul  Toth,  P.A.,  President 
P.A.  Association,  Dept,  of  Surgery, 

Duke  Univ.  Med.  Ctr.,  Durham  27710 

2.  Committee  on  Anesthesia  Study  (11)  II-2 
Albert  Arthur  Bechtoldt,  Jr.,  M.D.32  Chairman 

UNC  School  of  Medicine,  Dept.  Anes.,  Chapel  Hill  27514 
Benjamin  F.  Fortune,  M.D.41 

906  Cornwallis  Drive,  Greensboro  27408 
Lewis  J.  Gaskin,  M.D.92 

Rex  Hospital,  Dept.  Anes.,  Raleigh  27603 
Merel  H.  Harmel,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Box  3094,  Durham  27710 
Charles  T.  Harris,  Jr.,  M.D.6" 

401  Fesbrook  Court,  Charlotte  28211 
Glen  E.  Hawkins,  M.D.53 

106  Hillcrest  St.,  Sanford  27330 
John  R.  Hoskins,  III,  M.D.11 

202  Doctors  Bldg.,  Asheville  28801 
Stephen  H.  Mazur,  M.D.96 

504  Walnut  Creek  Drive,  Goldsboro  27530 
Rodney  L.  McKnight,  M.D.23 

Box  957,  Shelby  28150 
Bill  Joe  Swan,  M.D.13 

776  Williamsburg  Dr.,  Concord  28025 
H.  Ryland  Vest,  Jr.,  M.D.76 
529  Edgewood  Road,  Asheboro  27203 

3.  Committee  on  Arrangements  (9)  III-l 

Jack  Hughes,  M.D.32  Chairman 
923  Broad  Street,  Durham  27705 
Mrs.  A.  J.  Crutchfield  (Auxiliary) 

Quail  Hollow  Rd.,  Box  848,  Clemmons  27102 
Charles  Davant,  III,  M.D.95 

P.O.  Box  8,  Blowing  Rock  28605 
John  Glasson,  M.D.32 

306  S.  Gregson  Street,  Durham  27701 
Patrick  D.  Kenan,  M.D.32 

Duke  Med.  Ctr.,  Div.  of  Otol.,  Durham  27710 
Marvin  N.  Lymberis,  M.D.60  (Speaker) 

1600  E.  3rd  Street,  Charlotte  28204 
Emery  C.  Miller,  Jr.,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Hoke  S.  Nash,  Jr.,  M.D.60 

1600  E.  3rd  Street,  Charlotte  28204 
William  H.  Romm.  M.D.70 
Box  10.  Moyock  27958 

4.  Committee  on  Audio-Visual  Programs  (6)  III-2 

James  H.  Askins,  M.D.26  Chairman 
1665  Owen  Dr.,  Fayetteville  28304 
George  P.  Henderson,  Jr.,  M.D.63 

115  Highland  Rd.,  Southern  Pines  28387 
Lyndon  K.  Jordan.  M.D.51 

Box  760,  Smithfield  27577 
Hervy  B.  Komegay,  Sr.,  M.D.96 

238  Smith  Chapel  Rd.,  Mt.  Olive  28365 
Carolyn  B.  McCormick,  M.D.78 

500  W.  27th  St.,  Lumberton  28358 
Jack  P.  McDaniel,  M.D.26 
514  Owen  Dr.,  Fayetteville  28304 

5.  Committee  Advisory  to  Auxiliary  (4)  (2  Consultants)  II-3 

Rose  Pully,  M.D.54  Chairman 
318  College  Street.  Kinston  28501 


Richard  E.  Frazier,  M.D.42 

120  Prof.  Dr..  Roanoke  Rapids  27870 
Robert  Lee  Means,  M.D.34 

Prof.  Bldg.,  2240  Cloverdale  Ave.,  Winston-Salem  27103 
Hal  J.  Rollins,  Jr.,  M.D.41 
348  N.  Elm  Street,  Greensboro  27401 

Consultants 

Mrs.  Paul  S.  O'Brien  (Doris) 

2622  Bucknell  Avenue,  Charlotte  28207 
Mrs.  John  C.  Reece  (Adelaide) 

220  Riverside  Dr.,  Morganton  28655 

6.  Committee  on  Blue  Shield  (32)  IV- 1 

John  W.  Foust,  M.D.60  (OT)  Chairman 
3535  Randolph  Rd.,  Charlotte  28222 
Walter  M.  Roufail,  Jr.,  M.D.34  (GE)  Vice-Chairman 
2240  Cloverdale  Ave.,  Winston-Salem  27103 
Millard  B.  Bethel,  M.D.92  (PH) 

25  Banbury  Lane,  Chapel  Hill  27514 
Jack  W.  Bonner,  III,  M.D.11  (P) 

Highland  Hosp.,  Box  1101,  Asheville  28802 
Paul  L.  Burroughs,  Jr.,  M.D.92  (ORS) 

P.O.  Box  18136,  Raleigh  27609 
Arthur  C.  Christakos,  M.D.32  (OBG) 

Duke  Hosp.,  Box  3274,  Durham  27710 
E.  B.  Coley,  M.D.78  (PD) 

103  W.  27th  St.,  Lumberton  28358 
James  P.  Culley,  M.D.62  (GS) 

506  Wood  St.,  Troy  27371 
Arthur  E.  Davis,  Jr.,  M.D.92  (PTH) 

1209  Cowper  Drive,  Raleigh  27608 
Robert  Dale  Ensor.  M.D.60  (U) 

1335  Romany  Road,  Charlotte  28204 
W.  W.  Fore,  M.D.74  (1M) 

1705  W.  Sixth  St.,  Greenville  27834 
James  C.  Gaither,  M.D.18  (1M) 

Rt.  2,  Box  112,  Conover  28613 
Robert  S.  Gilgor,  M.D.32  (D) 

Duke  University  Med.  Ctr.,  Durham  27710 
Frederick  W.  Glass,  M.D.34  (EM) 

Bowman  Gray,  Winston-Salem  27103 
Bennett  A.  Hayes,  Jr.,  M.D.26  (OBG) 

1219  Walter  Reed  Rd.,  Fayetteville  28304 
Gregory  G.  Holthusen,  M.D.34  (ORS) 

1425  Plaza  Dr.,  Winston-Salem  27103 
Frederic  R.  Kahl,  M.D34  (CD) 

2626  Forest  Dr.,  Winston-Salem  27104 
Glendall  L.  King,  M.D.36  (ORS) 

Box  2046.  Gastonia  28052 
William  B.  McCutcheon,  Jr.,  M.D.32  (TS) 

1830  Hillandale  Rd.,  Durham  27705 
Leslie  M.  Morris,  M.D.36  (R) 

P.O.  Box  1495,  Gastonia  28052 
H.  Maxwell  Morrison,  Jr.,  M.D.63  (OPH) 

Pinehurst  Medical  Center,  Pinehurst  28374 
Joseph  A.  Moylan,  M.D.32  (GS) 

Duke  University  Med.  Ctr..  Box  3043,  Durham  27710 
Timothy  Pennell,  M.D.34  (GS) 

Bowman  Gray,  Dept,  of  Surgery,  Winston-Salem  27103 
Robert  E.  Price,  Jr.,  M.D.32  (NS) 

1830  Hillandale  Rd.,  Durham  27705 
Tom  S.  Rand,  M.D.98  (ORS) 

Wilson  Clinic,  Wilson  27893 
Leon  W.  Robertson,  M.D.33  (FP) 

107  Med.  Arts  Mall,  Rocky  Mount  27801 
Wilbur  T.  Shearin.  Jr..  M.D.65  (U) 

1905  Glen  Meade  Road,  Wilmington  28401 
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Edward  V.  Staab,  M.D.32  (NM) 

605  Churchill  Drive,  Chapel  Hill  27514 
Joseph  W.  Steifel,  M.D.41  (N) 

200  E.  Northwood  St.,  Ste.  508,  Greensboro  27401 
Robert  L.  Timmons,  M.D.74  (NS) 

1709  W.  6th  St.,  Greenville  27834 
Andrew  W.  Walker,  M.D.80  (PS) 

1330  Scott  Ave.,  Charlotte  28204 
C.  Carl  Warren,  Jr.,  M.D.80  (AN) 

923  Granville  Road,  Charlotte  28207 


7.  Committee  on  Cancer  (12)  (Legal-1  ea.  Congressional  District)  (5 
Consultants)  II-4 

Margaret  Ann  Nelsen,  M.D.32  Chairman 

UNC,  Dept,  of  Surgery,  Clin.  Science  Bldg.,  229-H,  Chapel 
Hill  27514 

Ray  G.  Silverthome,  M.D.7  (1st) 

408  E.  12th  St., .Washington  27889 
Robert  L.  Capizzi,  M.D.32  (2nd) 

UNC,  Dept.  Med.,  3018  Old  Clin.  Bldg.,  226-H,  Chapel  Hill 
27514 

John  E.  Prevette,  M.D.51  (3rd) 

601-A  Eighth  St.,  Smithfield  27577 
Walter  J.  Loehr,  M.D.34  (4th) 

1200  Broad  St.,  Durham  27705 
Charles  L.  Spurr,  M.D.34  (5th) 

Bowman  Gray,  Winston-Salem  27103 
John  A.  Lusk,  III,  M.D.41  (6th) 

1034  Prof.  Village,  Greensboro  27401 
Warren  L.  Williamson,  M.D.78  (7th) 

295  W.  27th  St.,  Lumberton  28358 
Richard  W.  Martin,  M.D.80  (8th) 

Box  1665,  Salisbury  28144 
Samuel  L.  Orr,  M.D.60  (9th) 

P.O.  Box  2554,  Charlotte  Mem.  Hosp.,  Charlotte  28234 
Avery  W.  McMurry,  M.D.26  (10th) 

207  Lee  St.,  Shelby  28150 
W.  Boyd  Owen,  M.D.44  (11th) 

P.O.  Box  780,  Waynesville  28786 

Consultants: 

Joseph  Buckwalter,  M.D.32 

N.C.  Mem.  Hosp.,  Dept,  of  Surg.,  Chapel  Hill  27514 
Warren  H.  Cole,  M.D.11 

8 W.  Kensington  Rd.,  Asheville  28804 
Daniel  L.  Crocker,  M.D.33 

100  Nash  Med.  Arts  Mall,  Rocky  Mt.  27801 
Howard  D.  Homesley,  M.D.34 

Bowman  Gray,  Dept,  of  OBG,  Winston-Salem  27103 
Josephine  E.  Newell,  M.D.08 
Box  68,  Bailey  27807 


8.  Committee  on  Child  Health  & Infectious  Diseases  (12)  VI-1 

William  L.  London,  M.D.32  Chairman 
306  S.  Gregson  St.,  Durham  27701 

Lewis  L.  Bock,  M.D.02 

Box  2091,  Raleigh  27602 

Harrie  R.  Chamberlin,  M.D.32 

UNC  Sch.  of  Med.,  Dept,  of  Ped.,  Chapel  Hill  27514 

E.  Stephen  Edwards,  M.D.02 

1300  St.  Mary’s  St.,  Raleigh  27605 

Thomas  Eliot  Frothingham,  M.D.32 

Box  3937,  Duke  Med.  Ctr„  Durham  27710 
Roy  Conrad  Haberkern,  M.D.70 

1142  N.  Road  Street,  Elizabeth  City  27909 


Mildred  T.  Keene,  M.D.12 

2404  S.  Sterling  St.,  Morganton  28655 
J.  Newton  MacCormack,  M.D.02 

Box  2091,  Raleigh  27602 
Hyman  Bernard  Muss,  M.D.34 

Bowman  Gray,  Dept,  of  Med.,  Winston-Salem  27103 
Jimmie  Lee  Rhyne,  M.D.02 

P.O.  Box  2091,  Div.  of  Health  Serv.,  Raleigh  27602 
J.  Dale  Simmons,  M.D.86 
819  Rockford  St.,  Mt.  Airy  27030 

9.  Committee  on  Chronic  Illness,  Including  TB  & Heart  Disease  ( 14) 
VI-2 

J.  Dewey  Dorsett,  Jr.,  M.D.60  Chairman 
1851  E.  3rd  St.,  Charlotte  28204 
Ewald  W.  Busse,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Box  3005,  Durham  27710 
Byron  K.  Cole,  M.D.32 

2726  Croasdaile  Dr.,  Durham  27705 
Gerard  M.  Devine,  M.D.42 

803  Quail  Ct.,  Roanoke  Rapids  27870 
Isa  C.  Grant,  M.D.02 

P.O.  Box  2091,  Raleigh  27602 
Ozmer  Lucas  Henry,  Jr.,  M.D.11 

Western  N.C.  Hospital,  Black  Mountain  28711 
Livingston  Johnson,  M.D.23 * 

110  E.  Grover  St.,  Shelby  28150 
W.  Bums  Jones,  Jr.,  M.D.92 * 

P.O.  Box  2091,  Raleigh  27602 
Thomas  F.  Kelley,  M.D.84 

320  Yadkin  St.,  Albemarle  28001 
Thomas  D.  Long,  M.D.73 

Box  797,  Roxboro  27573 
Michael  A.  McCall,  M.D.50 

P.O.  Box  1284,  Marion  28752 
Claude  A.  McNeill,  Jr.,  M.D.86 

180-B  Parkwood  Drive,  Elkin  28621 
Charles  M.  Ramsdell,  M.D.74 

1705  W.  6th  St.,  Greenville  27834 
Wilbur  J.  Steininger,  M.D.47 

1815  E.  Indiana  Ave.,  Southern  Pines  28387 

10.  Committee  on  Communications  (13)  (2  Consultants)  V-l 

John  L.  McCain,  M.D.08 * *  Chairman 
Wilson  Clinic,  Wilson  27893 
Robert  H.  Bilbro,  M.D.02 

Box  18563,  Raleigh  27609 
Thomas  W.  Brooks,  III,  M.D.18 

521  Third  Ave.,  N.W.,  Hickory  28601 
Rollin  S.  Burhans,  Jr.,  M.D.32 

1830  Hillandale  Rd.,  Durham  27705 
Don  C.  Chaplin,  M.D.1 

Kemodle  Clinic,  Burlington  27215 
William  S.  DeMaria,  M.D.32 

1126  Woodbum  Road,  Durham  27705 
Daniel  Gottovi,  M.D.65 

1202  Medical  Center  Drive,  Wilmington  28401 
Gene  T.  Hamilton,  M.D.74 

6 Medical  Pavilion,  Greenville  27834 
Elizabeth  P.  Kanof,  M.D.02 

1300  St.  Mary’s  Street,  Raleigh  27605 
Glenn  A.  Kiser,  M.D.05 

P.O.  Box  364,  Blowing  Rock  28605 
Patricia  Ann  Lawrence,  M.D.60 

1012  Kings  Dr.,  Ste.  821,  Doctor’s  Bldg.,  Charlotte  28283 
E.  Thomas  Marshburn,  Jr.,  M.D.65 
3208  Oleander  Drive,  Wilmington  28401 
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Assad  Meymandi,  M.D.26 

1212  Walter  Reed  Road,  Fayetteville  28304 

Consultants: 

Mrs.  Edwin  H.  Martinat  (Martha)  (Auxiliary) 

120  Sherwood  Forest  Road,  Winston-Salem  27104 

Mr.  Dave  Reynolds 

Burroughs  Wellcome,  3030  Cornwallis  Rd.,  Research  Tri. 

Pk.  27709 

11.  Committee  on  Community  Medical  Care  (17)  V-2 

Ronald  H.  Levine,  M.D.92  Chairman 
2404  White  Oak  Road,  Raleigh  27609 
Neil  C.  Bender,  M.D.25 

P.O.  Box  68,  Pollocksville  28573 
Millard  B.  Bethel,  M.D.92 

25  Banbury  Lane,  Chapel  Hill  27514 
J.  Donald  Bradsher,  M.D.73 

P.O.  Box  168,  Roxboro  27573 
George  C.  Debnam,  M.D.92 

524  Blount  St.,  Raleigh  27601 
George  A.  Engstrom,  M.D.13 

40  Ardsley  Avenue,  NE,  Concord  28025 
James  S.  Forrester,  M.D.36 

Box  457,  Stanley  28164 
Elam  S.  Kurtz,  M.D.5 

P.O.  Box  396,  Lansing  28643 
George  M.  Leiby,  M.D.84 

907  Honeysuckle  Lane,  Albemarle  28001 
James  A.  Little,  Jr.,  M.D.53 

136-A  Carbonton  Rd.,  Sanford  27330 
Frank  A.  Loda,  Jr.,  M.D.32 

UNC,  Dept,  of  Pediatrics,  Chapel  Hill  27514 
Mr.  Robert  W.  Patterson32  (Student) 

7318  Red  Branch,  Pineville  28137 
Cedric  W.  Porter,  Jr.,  M.D.11 

93  Victoria  Rd.,  Asheville  28801 
Laura  W.  Pratt,  M.D.6 

P.O.  Box  427,  Asheville  28801 
Charles  J.  Sawyer,  M.D.46 

Academy  St.,  Ahoskie  27910 
Evelyn  Schmidt,  M.D.32 

Box  427,  Lincoln  Comm.  Health  Ctr.,  Durham  27702 
Timothy  C.  Smith,  M.D.33 
322  S.  Franklin  Street,  Rocky  Mount  27801 

12.  Committee  on  Constitution  & Bylaws  (5)  11-5 

P.  G.  Fox,  Jr.,  M.D.92  Chairman 
P.O.  Box  17908,  Raleigh  27609 
John  H.  Hall,  M.D.41 

1100  Olive  St.,  Greensboro  27401 
Thomas  F.  O’Brien,  Jr.,  M.D.34 

ECU,  Greenville  27834 
Louis  deS.  Shaffner,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Howard  E.  Strawcutter,  M.D.78 

101  W.  27th  Street,  Lumberton  28358 

13.  Council  on  Review  & Development  (10)  (4  Ex  Officio  with  vote)  (1 
non-voting) 

Jesse  Caldwell,  Jr.,  M.D.36  Chairman 
114  W.  Third  Ave.,  Gastonia  28052 
James  E.  Davis,  M.D.32 

1200  Broad  Street,  Durham  27705 
Frank  R.  Reynolds,  M.D.65 

1613  Dock  Street,  Wilmington  28401 
George  G.  Gilbert,  M.D.11 

1 Doctors  Park,  Asheville  28801 


John  Glasson,  M.D.32 

306  S.  Gregson  Street,  Durham  27701 
Charles  W.  Styron,  M.D.92 

615  St.  Mary’s  Street,  Raleigh  27605 
Louis  deS.  Shaffner,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
David  G.  Welton,  M.D.60 

3535  Randolph  Road,  101-W,  Charlotte  28211 
George  W.  Paschal,  Jr.,  M.D.92 

1110  Wake  Forest  Road,  Raleigh  27604 
John  S.  Rhodes,  M.D.92 

1300  St.  Mary’s  St.,  Raleigh  27605 

Ex  Officio  with  Vote: 

E.  Harvey  Estes,  Jr.,  M.D.32  (Past-President) 

Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 
D.  E.  Ward,  Jr.,  M.D.78  (President) 

2604  N.  Elm  Street,  Lumberton  28358 
Jack  Hughes,  M.D.32  (Secretary) 

923  Broad  Street,  Durham  27705 
J.  Benjamin  Warren,  M.D.25  (President-Elect) 

P.O.  Box  1465,  New  Bern  28560 

Ex  Officio  Non-Voting 

William  N.  Hilliard  (Executive  Director) 

222  N.  Person  Street,  Raleigh  2761 1 

14.  Committee  on  Credentials  (of  Delegates  to  House  of  Delegates)  (3) 
III-3 

John  A.  Payne,  III,  M.D.37  Chairman 
Box  157,  Sunbury  27979 
Walter  L.  Holton,  M.D.70 

P.O.  Box  1045,  Manteo  27954 
Louis  R.  Wilkerson,  M.D.92 
100  S.  Boylan  Ave.,  Raleigh  27603 

15.  Committee  Advisory  to  Crippled  Children’s  Program  (12)  IV-2 

Ralph  W.  Coonrad,  M.D.32  Chairman 
1828  Hillandale  Road,  Durham  27705 
Lewis  L.  Bock,  M.D.92 

P.O.  Box  2091,  Raleigh  27602 
Wayne  Allen  Cline,  M.D.80 

909  W.  Henderson  Street,  Salisbury  28144 
Vartan  A.  Davidian,  Jr.,  M.D.92 

1112  Dresser  Ct.,  Raleigh  27609 
Donald  D.  Getz,  M.D.65 

1101  Airlie  Rd.,  Wilmington  28403 
Thomas  M.  McCutchen,  Jr.,  M.D.26 

1213  Walter  Reed  Road,  Fayetteville  28304 
William  W.  Morgan,  Jr.,  M.D.11 

Box  15083,  Asheville  28803 
John  W.  Packer,  M.D.92 

P.O.  Box  10707,  Raleigh  27605 
Robert  H.  Shackelford,  M.D.96 

P.O.  Box  649,  Mt.  Olive  28365 
David  Robert  Williams,  M.D.29 

Southgate  Shopping  Center,  Thomasville  27360 
John  W.  Wolf,  Jr.,  M.D.32 

UNC,  Dept,  of  Orthopaedics,  Chapel  Hill  27514 
Robert  L.  Young,  Jr.,  M.D.78 

103  West  27th  Street,  Lumberton  28358 

16.  Committee  on  Disaster  & Emergency  Medical  Care  (17)  (1  Con- 
sultant) V-3 

George  Johnson,  Jr.,  M.D.32  Chairman 
N.C.  Mem.  Hosp.,  Chapel  Hill  27514 
William  Barry,  M.D.26 
3322  Melrose  Rd.,  Fayetteville  28304 
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William  F.  Bobzien,  III,  M.D.32 

N.C.  Mem.  Hosp.,  Chapel  Hill  27514 
Daniel  Brandon,  M.D.36 

Box  1747,  Gastonia  28052 
Sara  J.  Dent,  M.D.32 

Box  3094,  Duke  Hosp.,  Durham  27710 
John  N.  Ellis,  M.D.63 

Pinehurst  Surg.  Clinic,  Pinehurst  28374 
Frederick  W.  Glass,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Paul  P.  Gwyn,  Jr.,  M.D.34 

2901  Maplewood  Ave.,  Winston-Salem  27103 
Dale  L.  Kile,  M.D.78 

R.R.  #8,  Box  31-A,  Lumberton  28358 
Henry  L.  Kiser,  Jr.,  M.D.43 

710Tilghman  Dr.,  Dunn  28334 
Frank  H.  Longino,  M.D.74 

1800  W.  5th  St.,  Greenville  27834 
R.  Tempest  Lowry,  M.D.92 

104  Perth  Ct.,  Cary  27511 
Robert  E.  Miller,  M.D.60 

1822  Brunswick  Ave.,  Charlotte  28207 
Joseph  A.  Moylan,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Box  3043,  Durham  27710 
George  Podgomy,  M.D.34 

2115  Georgia  Ave.,  Winston-Salem  27104 
Frank  C.  Sheldon,  M.D.7 

101  Edgewater  Dr.,  Washington  27889 
George  A.  Watson,  M.D.32 
4023  Bristol  Road,  Durham  27707 

Consultant: 

Col.  Charles  Speed,  Chief 

Office  of  Emerg.  Med.  Serv.,  Box  D-25801,  Raleigh  27611 


17.  Committee  on  Drug  Abuse  (12)  (4  Consultants)  VI-3 

John  A.  Ewing,  M.D.32  Chairman 

N.C.  Mem.  Hospital,  Chapel  Hill  27514 
R.  Jackson  Blackley,  M.D.92 

325  N.  Salisbury  St.,  Divn.  Mental  Hlth.,  Raleigh  27611 
Benjamin  E.  Britt,  M.D.92 

3725  National  Drive,  Raleigh  27612 
Malcolm  Fleishman,  M.D.26 

P.O.  Box  35126,  Fayetteville  28302 
Myron  B.  Liptzin,  M.D.32 

UNC  Students  Health  Serv.,  Chapel  Hill  27514 
Jonnie  H.  McLeod,  M.D.60 

UNC  Charlotte  Station,  Charlotte  28223 
Grover  Ray  Mims,  III,  M.D.34 

2580  Country  Club  Rd.,  Winston-Salem  27104 
W.  J.  Kenneth  Rockwell,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Dept,  of  Psy.,  Durham  27710 
Horatio  P.  Van  Cleve,  M.D.34 

604  Archer  Rd.,  Winston-Salem  27106 
Robert  W.  Whitener,  M.D.41 

1024  Prof.  Village,  Greensboro  27401 
Robert  E.  Williford,  M.D.76 

208  Foust  St.,  Asheboro  27203 
William  Samuel  Yancey,  M.D.32 
306  S.  Gregson  St.,  Durham  27701 

Consultants: 

Mr.  F.  E.  (Roy)  Epps,  Director 
N.C.  Drug  Commission,  Box  19324,  Raleigh  27611 
Col.  John  T.  Jenkins,  Commander,  Highway  Patrol 
N.C.  Div.,  Motor  Vehicles  Bldg.,  Raleigh  27611 


Mr.  A.  H.  Mebane,  III,  Ex.  Dir. 

N.C.  Pharmaceutical  Assn.,  Drawer  151,  Chapel  Hill  27514 
Mr.  Haywood  R.  Starling,  Director,  SB1 
421  N.  Blount  St.,  Raleigh  27611 

18.  Committee  on  Exhibits  (8)  III-4 

Josephine  E.  Newell,  M.D.98  Chairman 
Box  68,  Bailey  27807 
H.  J.  Fowler,  M.D.34 

Box  38,  Walnut  Cove  27052 
George  G.  Gilbert,  M.D.11 

1 Doctors  Park,  Asheville  28801 
Gloria  F.  Graham,  M.D.98 

702  Broad  St.,  Wilson  27893 
EdnaT.  Hoffman,  M.D.26 

348  Valley  Road,  Fayetteville  28305 
Josephine  T.  Melchoir,  M.D.33 

200  Med.  Arts  Mall,  Rocky  Mount  27801 
Margaret  Ann  Nelsen,  M.D.32 
UNC,  Dept.  Surgery,  Clin.  Sci.  Bldg.,  229-H,  Chapel  Hill 
27514 

Rose  Pully,  M.D.54 
318  College  St.,  Kinston  28501 

19.  Committee  on  Eye  Care  & Eye  Bank  (15)  V-4 

Albin  W.  Johnson,  M.D.92  Chairman 
1300  St.  Mary’s  St.,  Raleigh  27605 
Lloyd  W.  Bailey,  M.D.33 

109  Foy  Dr.,  Rocky  Mount  27801 
Charles  L.  Baltimore,  Jr.,  M.D.7 

P.O.  Box  879,  Washington  27889 
William  J.  Burchfield,  M.D.13 

P.O.  Box  3295,  Concord  28025 
Lee  A.  Clark,  Jr.,  M.D.98 

Wilson  Clinic,  Wilson  27893 
Charles  R.  Epes,  M.D.41 

1014  Prof.  Village,  Greensboro  27401 
Edward  K.  Isbey,  M.D.11 

3-C  Doctors  Park  Bldg.,  Asheville  28801 
Thomas  C.  Kerns,  Jr.,  M.D.32 

1110W.  Main  St.,  Durham  27701 
Norman  M.  Sawyer,  M.D.60 

2024  Randolph  Rd.,  Charlotte  28207 
David  B.  Sloan,  Jr.,  M.D.65 

1915  Glen  Meade  Rd.,  Wilmington  28401 
M.  Madison  Slusher,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
J.  David  Stratton,  M.D.60 

3535  Randolph  Rd.,  Room  202,  Charlotte  28211 
Shahane  R.  Taylor,  Jr.,  M.D.41 

348  N.  Elm  Street,  Greensboro  27401 
David  W.  White,  M.D.74 

1705  W.  6th  Street,  Greenville  27834 
Steven  M.  White,  M.D.74 
Doctor’s  Park,  Bldg.  1,  Greenville  27834 

20.  Committee  on  Finance  (3)  (6  Consultants)  1-1 

T.  Tilghman  Herring,  M.D.98  Chairman 
Wilson  Clinic,  Wilson  27893 
J.  Henry  Cutchin,  Jr.,  M.D.18 

Sherrills  Ford  28673 
Thomas  B.  Dameron,  Jr.,  M.D.92 
P.O.  Box  10707,  Raleigh  27605 

Consultants: 

I — T.  Tilghman  Herring,  M.D.98 
Wilson  Clinic,  Wilson  27893 
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II —  T.  Reginald  Harris,  M.D.23 
808  Schenck  St.,  Shelby  28150 

III —  Josephine  E.  Newell,  M.D.98 
P.O.  Box  68,  Bailey  27807 

IV —  M.  Frank  Sohmer,  Jr.,  M.D.34 

2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 

V —  Marshall  S.  Redding,  M.D.70 

708  W.  Church  St.,  Elizabeth  City  27909 

VI—  Philip  G.  Nelson,  M.D.74 

Medical  Pavilion,  Ste.  9,  Greenville  27834 

21.  Committee  on  Health  Planning  & Development  (19)  1V-3 
Henry  H.  Nicholson,  Jr.,  M.D.60  Chairman 

1012  Kings  Dr.,  Ste.  708,  Charlotte  28283 
Jay  Allen  Boyer,  M.D.34 

250  Charlois  Blvd.,  Winston-Salem  27103 
W.  Lester  Brooks,  Jr.,  M.D.60 

1851  E.  Third  St.,  Charlotte  28204 
James  E.  Davis,  M.D.32 

1200  Broad  St.,  Durham  27705 
John  E.  Dotterer,  M.D.53  (HSA  Region  IV) 

118  Hawkins  Dr.,  Sanford  27330 
Daniel  T.  Gianturco,  M.D.32 

2925  Friendship  Rd.,  Durham  27705 
Charles  F.  Gilliam,  M.D.29 

Southgate  Shopping  Ctr.,  Thomasville  27360 
T.  Reginald  Harris,  M.D.23 

808  Schenck  St.,  Shelby  28150 
Charles  A.  Hoffman,  Jr.,  M.D.26 

513  Owen  Dr.,  Fayetteville  28304 
Richard  D.  Jordan,  M.D.80 

314  Idlewood  Dr.,  Salisbury  28144 
Richard  S.  Kramer,  M.D.32 

Duke  Med.  Ctr.,  Box  3255,  Durham  27710 
William  E.  Laupus,  M.D.74  (HSA  Region  VI) 

218  Country  Club  Dr.,  Greenville  27834 
Henry  John  MacDonald,  Jr.,  M.D  70 
1134  N.  Road  St.,  Elizabeth  City  27909 
George  Podgomy,  M.D.34  (HSA  Region  II) 

2115  Georgia  Ave.,  Winston-Salem  27104 
Thomas  E.  Rardin,  M.D.11  (HSA  Region  I) 

43  Oakland  Rd.,  Asheville  28801 
Walter  M.  Roufail,  M.D.34 

2240  Cloverdale  Ave.,  Winston-Salem  27103 
Howard  E.  Strawcutter,  M.D.78  (HSA  Region  V) 

101  W.  27th  St.,  Lumberton  28358 
Edward  M.  Tomlin,  M.D.13  (HSA  Region  III) 

102  Lake  Concord  Rd.,  N.E.,  Concord  28025 
John  W.  Watson,  M.D.39 

104  New  College  St.,  Oxford  27565 

22.  Committee  on  Hospital  & Professional  Relations  (10)  (1  Consul- 
tant) IV-4 

W.  W.  Fore,  M.D.74  (2nd)  Chairman 
1705  W.  6th  St.,  Greenville  27834 
William  M.  Atkins,  M.D.8  (1st) 

Box  100,  Windsor  27983 
Latham  C.  Peak,  M.D.82  (3rd) 

403  Fairview  St.,  Clinton  28328 
John  S.  Derbyshire,  M.D.33  (4th) 

322  S.  Franklin  Street,  Rocky  Mount  27801 
Charles  B.  Gantt,  Jr.,  M.D.53  (5th) 

Rt.  12,  Westlake  Valley,  Box  674,  Sanford  27330 
Charles  E.  Llewellyn,  Jr.,  M.D.32  (6th) 

Duke  Med.  Ctr.,  Box  3173,  Durham  27710 
Jerry  H.  Greenhoot,  M.D.60  (7th) 

1012  Kings  Drive,  Suite  101,  Charlotte  28283 
Frederick  W.  Glass,  M.D.34  (8th) 

Bowman  Gray,  Winston-Salem  27103 


Donald  D.  McNeill,  Jr.,  M.D.14  (9th) 

502  Tremont  Park  Drive,  Lenoir  28645 
James  M.  McDonough,  M.D.11  (10th) 

9 Swan  Street,  Asheville  28803 

Consultant: 

Mr.  Marion  Foster  (President) 

N.C.  Hospital  Association 

112  Cox  Avenue,  P.O.  Box  10937,  Raleigh  27605 

23.  Committee  to  Work  with  North  Carolina  Industrial  Commission 
(19)  IV-5 

Ernest  B.  Spangler,  M.D.41  Chairman 
Drawer  X3,  Greensboro  27402 
Leroy  Allen,  M.D.92 

P.O.  Box  14027,  Raleigh  27610 
James  Edwin  Byrum,  Jr.,  M.D.34 

115  Staffordshire  Ct.,  Winston-Salem  27104 
Thomas  E.  Castelloe,  M.D.92 

P.O.  Box  10707,  Raleigh  27605 
George  M.  Cooper,  M.D.92 

201  Bryan  Bldg.,  Raleigh  27605 
Gerald  W.  Femald,  M.D.32 

N.C.  Memorial  Hospital,  Chapel  Hill  27514 
Benjamin  W.  Goodman,  M.D.18 

24  2nd  Ave.,  NE,  Hickory  28601 
Carl  J.  Hiller,  M.D.25 

P.O.  Drawer  1694,  New  Bern  28560 
Jack  B.  Hobson,  M.D.60 

1351  Durwood  Dr.,  Charlotte  28204 
Julius  Howell,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Thomas  C.  Kerns,  Jr.,  M.D.32 

1110W.  Main  St.,  Durham  27701 
Thomas  J.  Koontz,  M.D.34 

135  Hearthside  Dr.,  Winston-Salem  27104 
Paul  D.  Long,  M.D.41 

200  E.  Northwood  St.,  Greensboro  27401 
Robert  L.  Means,  M.D.34 

2240  Cloverdale  Ave.,  Winston-Salem  27103 
Robert  E.  Miller,  M.D.60 

1822  Brunswick  Ave.,  Charlotte  28207 
Charles  L.  Nance,  Jr.,  M.D.65 

315  N.  17th  St.,  Wilmington  28401 
Richard  C.  Proctor,  M.D.34 

Bowman  Gray  Sch.  of  Med.,  Winston-Salem  27103 
Michael  Brent  Seagle,  M.D.25 

2507  Neuse  Blvd.,  New  Bern  28560 
James  A.  Valone,  M.D.92 
239  Bryan  Bldg.,  Raleigh  27605 

24.  Insurance  Industry  Committee  (34)  IV-6 

Charles  H.  Duckett,  M.D.34  (FP)  Chairman 

Dept.  Fam.  Med.,  Bowman  Gray,  Winston-Salem  27103 
Marcus  L.  Aderholdt,  M.D.41  (PD)  Vice-Chairman 
624  Quaker  Lane,  High  Point  27262 
Roy  A.  Agner,  Jr.,  M.D.80  (IM) 

611  Mocksville  Ave.,  Salisbury  28144 
James  D.  Anderson,  M.D.60  (OBG) 

1023  Edgehill  Rd.,  S.,  Charlotte  28207 
H.  Haynes  Baird,  M.D.60  (U) 

1012  Kings  Dr.,  Charlotte  28283 
John  Myers  Blount,  III,  M.D.80  (FP) 

415  Idlewood  Dr.,  Salisbury  28144 
Edward  H.  Camp,  M.D.44  (GS) 

Midway  Med.  Ctr.,  Canton  28716 
A.  J.  Crutchfield,  M.D.34  (IM) 

2240  Cloverdale  Ave.,  Ste.  93,  Winston-Salem  27103 


456 


Vol.  39,  No.  7 


Frederick  Payne  Dale,  M.D.54  (GS) 

P.O.  Box  1316,  Kinston  Cli.  N.,  Kinston  28501 
Louis  B.  Daniel,  Jr.,  M.D.63  (ORS) 

Pinehurst  Surg.  Cli.,  Pinehurst  28374 
J.  Elliott  Dixon,  M.D.74  (FP) 

215  E.  2nd  St.,  Ayden  28513 
Jack  Erwyn  Dunlap,  M.D.78  (ORS) 

4320  Fayetteville  Rd.,  Lumberton  28358 
John  I.  Fishbume,  Jr.,  M.D.34  (OBG) 

Bowman  Gray,  Dept.  OBGYN,  Winston-Salem  27103 
James  C.  Fuchs,  M.D.32  (CDS) 

Duke  Univ.  Med.  Ctr.,  Dept,  of  Surgery,  Durham  27710 
Lewis  J.  Gaskin,  M.D.92  (AN) 

Rex  Hosp.,  Dept.  Anes,  Raleigh  27603 
J.  Frank  Hammett,  Jr.,  M.D.44  (AN) 

104  Broadview  Rd.,  Waynesville  28786 
T.  Reginald  Harris,  M.D.23  (PUD) 

808  Schenck  St.,  Shelby  28150 
Hubert  B.  Haywood,  Jr.,  M.D.92  (OPH) 

201  Bryan  Bldg.,  Raleigh  27605 
Hector  H.  Henry,  II,  M.D.13  (U) 

102  Lake  Concord  Rd.,  NE,  Concord  28025 
David  S.  Johnston,  M.D.60  (ORS) 

1822  Brunswick  Ave.,  Charlotte  28207 
Patrick  D.  Kenan,  M.D.32  (OTO) 

Divn.  Otol.,  Duke  Univ.  Med.  Ctr.,  Durham  27710 
Ralph  V.  Kidd,  Jr.,  M.D.60  (IM) 

1928  Randolph  Rd.,  Charlotte  28207 
Larry  S.  Kilby,  M.D.97  (FP) 

1208  E.  St.,  North  Wilkesboro  28659 
Jesse  H.  Meredith,  M.D.34  (GS) 

Bowman  Gray,  Winston-Salem  27103 
Jasper  Burt  Perdue,  Jr.,  M.D.35  (GS) 

111  Jolly  St.,  Louisburg  27549 
Jerry  Miller  Petty,  M.D.60  (NS) 

1012  Kings  Dr.,  Ste.  101,  Charlotte  28283 
William  R.  Pitser,  M.D.34  (OTO) 

621  Nokomis  Ct.,  Winston-Salem  27106 
Gary  G.  Poehling,  M.D.34  (ORS) 

Bowman  Gray,  Dept.  Orth.  Surgery,  Winston-Salem  27103 
Jesse  Earle  Roberts,  M.D.34  (RHU) 

3333  Silas  Creek  Pkwy.,  Winston-Salem  27103 
Hal  M.  Stuart,  M.D.86  (FP) 

180-C  Parkwood  Dr.,  Elkin  28621 
Lawrence  K.  Thompson,  III,  M.D.32  (PS) 

1901  Hillandale  Rd.,  Durham  27705 
Roger  J.  Tolson,  M.D.70  (IM) 

1507  Rivershore  Rd.,  Elizabeth  City  27909 
Bernard  A.  Wansker,  M.D.60  (D) 

1900  Randolph  Rd.,  Ste.  400,  Charlotte  28207 
Richard  E.  Weiss,  M.D.11  (NS) 

311  Doctor’s  Bldg.,  Asheville  28801 

25.  Committee  on  Legislation  (28)  (President  & Secretary)  V-5 

(“"Executive  Committee) 

John  T.  Dees,  M.D.65  Chairman 
P.O.  Box  815,  Burgaw  28425 
John  R.  Baggett,  M.D.25 

709  Professional  Dr.,  New  Bern  28560 
Edward  G.  Bond,  M.D.21 
Chowan  Med.  Ctr.,  Edenton  27932 
“Don  C.  Chaplin,  M.D.1 

Kemodle  Clinic,  Burlington  27215 
Kenneth  E.  Cosgrove,  M.D.45 

510  7th  Ave.,  W.,  Hendersonville  28739 
J.  Dewey  Dorsett,  Jr.,  M.D.60 
1851  E.  Third  St.,  Charlotte  28204 


John  A.  Fagg,  M.D.34 

2901  Maplewood  Ave.,  Winston-Salem  27103 
Wilkinson  Davis  Fort,  M.D.84 

1000  N.  5th  St.,  Albemarle  28001 
Charles  Leroy  Garrett,  Jr.,  M.D.67 

P.O.  Box  1358,  Jacksonville  28540 
Charles  A.  Hoffman,  M.D.26 

513  Owen  Dr.,  Fayetteville  28304 
Edna  Hoffman,  M.D.26 

348  Valley  Rd.,  Fayetteville  28305 
John  H.  Hall,  M.D.41 

1100  Olive  St.,  Greensboro  27401 
Edward  K.  Isbey,  Jr.,  M.D.11 

Doctor’s  Park  Bldg.,  Asheville  28801 
H.  H.  Jett,  M.D.60 

2104  Randolph  Rd.,  Charlotte  28207 
Charles  G.  Kirby,  M.D.49 

925  Thomas  St.,  Statesville  28677 
William  Terry  Mason,  M.D.80 

102  Mocksville  Ave.,  Salisbury  28144 
James  Doyle  Medders,  M.D.35 

1 13  Jolly  St.,  Louisburg  27549 
Assad  Meymandi,  M.D.26 

1212  Walter  Reed  Rd.,  Fayetteville  28304 
Edwin  W.  Monroe,  M.D.74 

ECU,  Division  Health  Affairs,  Greenville  27834 
Charles  P.  Nicholson,  Jr.,  M.D.16 

3108  Arendell  St.,  Morehead  City  28557 
Jesse  Earl  Roberts,  M.D.34 

3333  Silas  Creek  Pkwy.,  Winston-Salem  27103 
Billy  W.  Royal,  M.D.32 

P.O.  Box  2387,  Chapel  Hill  27514 
Roger  Davis  Shetterly,  M.D.45 

708-D  N.  Fleming  St.,  Hendersonville  28739 
J.  David  Stratton,  M.D.60 

3535  Randolph  Rd.,  Room  202,  Charlotte  28211 
*Shahane  R.  Taylor,  Jr.,  M.D.41 

348  N.  Elm  St.,  Greensboro  27401 
Thomas  Bell  Woodworth,  M.D.26 

1657  Owen  Drive,  Fayetteville  28304 
D.  E.  Ward,  Jr.,  M.D.78  (President) 

2604  N.  Elm  Street,  Lumberton  28358 
Jack  Hughes,  M.D.32  (Secretary) 

923  Broad  St.,  Durham  27705 

26.  Committee  on  Marriage  Counseling  & Family  Life  Education 
(10)  VI-4 

Marianne  S.  Breslin,  M.D.32  Chairman 

Duke  Med.  Ctr.,  Box  3837,  Durham  27710 
Mary  Susan  Fulghum,  M.D.92 

815  Holt  Dr.,  Raleigh  27608 
James  S.  Forrester,  M.D.36 

Box  457,  Stanley  28164 
Mary  Jane  Gray,  M.D.32 

UNC  Student  Health  Serv.,  Infirmary  Bldg.,  Chapel  Hill 

27514 

James  D.  Mattox,  Jr.,  M.D.34 

1546  Overbrook  Ave.,  Winston-Salem  27104 
John  W.  Nance,  M.D.82 

403  Fairview  St.,  Clinton  28328 
John  F.  Steeger,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Dept,  of  OBG,  Durham  27710 
Stephen  J.  Weiler,  M.D.32 

Duke  Univ.  Med.  Ctr  , Box  3263,  Durham  27710 
Richard  C.  Taft,  M.D.74 

1705  W.  Sixth  St.,  Greenville  27834 
Luther  M.  Talbert,  M.D.32 

N.C.  Mem.  Hosp.,  Chapel  Hill  27514 
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27.  Committee  on  Maternal  Health  (14)  (5  Consultants)  (6-yr  terms) 
VI-5 

W.  Joseph  May,  M.D.34  (BG)  (1982)  Chairman  & Secretary 
300  S.  Hawthorne  Rd.,  Winston-Salem  27103 
William  A.  Peters,  Jr.,  M.D.70  (1st)  (1983) 

P.O.  Box  392,  Elizabeth  City  27909 
H.  Fleming  Fuller,  M.D.54  (2nd)  (1981) 

Kinston  Clinic,  N.,  Kinston  28501 
John  W.  Nance,  M.D.82  (3rd)  (1984) 

403  Fairview  St.,  Clinton  28328 
John  A.  Kirkland,  M.D.98  (4th)  (1982) 

Wilson  Clinic,  Wilson  27893 
John  C.  Rozier,  Jr.,  M.D.78  (5th)  (1983) 

4300  Fayetteville  Rd.,  Lumberton  28358 
Clifford  C.  Byrum,  M.D.92  (6th)  1979) 

3803  Computer  Dr.,  Raleigh  27609 
Joe  Don  Hughes,  M.D.81  (7th)  (1979) 

P.O.  Box  1208.  Rutherfordton  28139 
Harry  W.  Johnson,  M.D.41  (8th)  (1983) 

104  W.  Northwood  St.,  Greensboro  27401 
Mildred  T.  Keene,  M.D.'2  (9th)  (1984) 

2404  S.  Sterling  St.,  Morganton  28655 
Robert  L.  Rogers,  Jr.,  M.D.14  (9th)  (1982) 

328  S.  Mulberry  St.,  NW,  Lenoir  28645 
Arthur  S.  Morris,  Jr.,  M.D."  (10th)  (1981) 

62  Orange  St.,  Asheville  28801 
William  E.  Easterling,  Jr..  M.D.32  (UNC)  (1981) 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 
Ann  H.  Huizenga,  M.D.92  (1984) 

Divn.  of  Health  Serv.,  Box  2091,  Raleigh  27602 

Consultants: 

George  W.  Brumley,  Jr.,  M.D.32 

3415  Surrey  Rd.,  Durham  27707 
Edward  H.  Bishop,  M.D.32 

UNC,  Dept,  of  OBG,  Chapel  Hill  27514 
Robert  P.  Dillard,  M.D.74 

ECU,  Dept,  of  Ped.,  Greenville  27834 
John  1.  Fishbume,  Jr.,  M.D.34 

Bowman  Gray,  Dept  of  OBG,  Winston-Salem  27103 
Joseph  B.  Parker,  Jr.,  M.D.32 

Duke  Med.  Ctr..  Box  3837,  Durham  27710 

28.  Mediation  Committee  (5)  (Five  Immediate  Past  Presidents) 

George  G.  Gilbert,  M.D.11  Chairman 
1 Doctors  Park,  Asheville  28801 
E.  Harvey  Estes,  Jr.,  M.D.32  Secretary 
Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 
Jesse  Caldwell,  Jr.,  M.D.36 

114  W.  Third  Ave.,  Gastonia  28052 
Frank  R.  Reynolds,  M.D.65 

1613  Dock  Street,  Wilmington  28401 
James  E.  Davis,  M.D.32 

1200  Broad  St.,  Durham  27705 

29.  Committee  on  Medical  Aspects  of  Sports  ( 16 ) (2  Consultants ) V -6 

Frank  W.  Clippinger,  Jr.,  M.D.32  Chairman 
Duke  Med.  Ctr.,  Box  3935,  Durham  27710 
Frank  H.  Bassett,  III,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
James  F.  Bowman,  M.D.74 

604  Medical  Dr.,  Greenville  27834 
Basil  M.  Boyd,  Jr.,  M.D.60 

1822  Brunswick  Ave.,  Charlotte  28207 
Paul  L.  Burroughs,  Jr.,  M.D.92 

P.O.  Box  18136,  Raleigh  27609 
Harvey  E.  Christensen,  M.D.18 
Box  1 11C,  Fairgrove  Church  Rd.,  Conover  28613 


Joseph  L.  DeWalt.  M.D.32 

Iris  Lane,  Chapel  Hill  27514 
William  A.  Herring,  M.D.95 

30  Doctor's  Park,  Boone  28607 
James  D.  Hundley,  M.D.65 

315  N.  17th  St.,  Wilmington  28401 
A.  Tyson  Jennette,  M.D.98 

Carolina  General  Clinic,  Wilson  27893 
Joe  M.  McWhorter,  M.D.34 

2853  Fairmont  Rd.,  Winston-Salem  27106 
Thomas  L.  Presson,  M.D.41 

315  W.  Wendover  Ave.,  Greensboro  27401 
Donald  B.  Reibel.  M.D.92 

P.O.  Box  10707,  Raleigh  27605 
George  D.  Rovere,  M.D.34 

300  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Timothy  N.  Taft.  M.D.32 

UNC,  Div.  of  Orth.  Surgery,  Chapel  Hill  27514 
Wayne  B.  Venters,  M.D.67 
200  Doctors  Dr.,  Ste.  J.,  Jacksonville  28540 

Consultants: 

A1  Proctor,  Ph.D.,  N.C.  Dept.  Public  Instruction 
Sports  Medicine  Div.,  Education  Bldg.,  Raleigh  27603 
Mr.  Raymond  K.  Rhodes,  Director  of  Athletics 
N.C.  Dept.  Public  Instruction,  Raleigh  27603 


30.  Committee  on  Medical  Cost  Containment  (16)  (1  Consultant)  (3 
Subcommittees)  II-6 

Jesse  H.  Meredith,  M.D.34  Chairman 

Bowman  Gray,  Dept.  Surg.,  Winston-Salem  27103 
Robert  S.  Belk,  M.D.14 

315-A  Mulberry  St.,  SW,  Lenoir  28645 
Julian  T.  Brantley,  M.D.11 

602  Walter  Reed  Dr.,  Greensboro  27403 
Charles  A.  Burkhart,  M.D.34 

345  Westview  Dr.,  SW,  Winston-Salem  27104 
James  E.  Davis,  M.D.32 

1200  Broad  St.,  Durham  27705 
W.  Otis  Duck,  M.D.57 

Drawer  F,  Mars  Hill  28574 
Charles  H.  Duckett.  M.D.34 

Bowman  Gray,  Dept.  Fam.  Med.,  Winston-Salem  27103 
John  W.  Foust,  M.D.60 

3535  Randolph  Rd.,  Charlotte  28211 
Herbert  S.  Hamed,  Jr.,  M.D.32 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 
H.  Henry  Nicholson,  Jr.,  M.D.60 

1012  Kings  Dr.,  Ste.  708,  Charlotte  28283 
Stuart  M.  Sessoms,  M.D.32 

P.O.  Box  2291,  Durham  27702 
M.  Frank  Sohmer,  Jr.,  M.D.34 

2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 
H.  Frank  Starr,  Jr.,  M.D.41 

P.O.  Box  20727,  Pilot  Life  Ins.  Co.,  Greensboro  27420 
David  G.  Welton,  M.D.60 

3535  Randolph  Rd.,  101-W,  Charlotte  28211 
Alfred  L.  Yongue,  M.D.74 

Medical  Pavilion,  Greenville  27834 
J.  Paul  Young,  M.D.11 
3-G  Doctor’s  Park,  Asheville  28801 

Consultant: 

Mr.  Marion  Foster,  FYesident 
N.C.  Hosp.  Assn.,  P.O.  Box  10937,  Raleigh  27605 
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Subcommittees: 

Cost  Containment  for  Physician  Services 

H.  Frank  Starr,  Jr.,  M.D.41  Chairman 
P.O.  Box  20727,  Pilot  Life  Insur.  Co.,  Greensboro  27420 
Robert  S.  Belk,  M.D.14 

315-A  Mulberry  St.,  SW,  Lenoir  28645 
David  G.  Welton,  M.D.60 
3535  Randolph  Rd.,  101-W,  Charlotte  28211 

Containment  of  Hospital  & Extended  Care  Costs 

M.  Frank  Sohmer,  Jr.,  M.D.34  Chairman 
2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 
Stuart  M.  Sessoms,  M.D.32 
P.O.  Box  2291,  Durham  27702 

Public  Relations 

Charles  A.  Burkhart,  M.D.34  Chairman 
345  Westview  Dr.,  Winston-Salem  27104 
Julian  T.  Brantley,  M.D.41 

602  Walter  Reed  Dr.,  Greensboro  27403 
H.  Henry  Nicholson,  Jr.,  M.D.60 
1012  Kings  Dr.,  Ste.  708,  Charlotte  28283 

31.  Committee  on  Medical  Education  (20)  (1  Consultant)  III-5 

John  D.  Bridgers,  Sr.,  M.D.41  Chairman 
624  Quaker  Lane,  High  Point  27262 
Harry  Glenn  Buchanan,  M.D.61 

P.O.  Box  708,  Spruce  Pine  28777 
Donald  L.  Copeland,  M.D.34 

Dept.  Fam.  Med.,  Bowman  Gray,  Winston-Salem  27103 
Oscar  S.  Cunanan,  M.D.92 

305  A S.  Academy  St.,  Cary  27511 
Wallace  N.  Evans,  II,  M.D.92 

919  Kildare  Farm  Rd.,  Cary  2751  1 
Harold  L.  Godwin,  M.D.26 

1813  Lakeshore  Dr.,  Fayetteville  28305 
Susan  S.  Gutske,  M.D.92 

4100  Stranaver  Place,  Raleigh  27612 
Alvin  H.  Hartness,  M.D.26 

515  Owen  Dr.,  Fayetteville  28304 
Charles  M.  Howell,  Jr.,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
William  B.  Hunt,  Jr.,  M.D.25 

513  Haywood  Creek  Dr.,  New  Bern  28560 
Francis  B.  Lee,  M.D.90 

404  S.  Sutherland  Ave.,  Box  457,  Monroe  28110 
Paul  S.  Mabe,  Jr.,  M.D.79 

1123  S.  Main  St.,  Reidsville  27320 
Emery  C.  Miller,  Jr.,  M.D.34  (BG) 

Bowman  Gray,  Winston-Salem  27103 
Terrence  A.  Oddson,  M.D.32 

Duke  Med.  Ctr.,  Box  3808,  Durham  27710 
F.  M.  Simmons  Patterson,  M.D.74  (ECU) 

Box  7224,  Greenville  27834 
Richard  B.  Patterson,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Mary  Ann  H.  Taylor,  M.D.34 

4450  Green  Meadows,  Winston-Salem  27106 
Charles  R.  Vernon,  M.D.65 

7230  Wrightsville  Ave.,  Wilmington  28401 
William  H.  Waugh,  M.D.74 

Box  2701-ECU,  Greenville  27834 
William  B.  Wood,  M.D.32 
Rt.  8,  Box  108,  Chapel  Hill  27514 

Consultant: 

M.  Henderson  Rourk,  Jr.,  M.D.32 
Dept.  Ped.,  Duke  Med.  Ctr.,  Durham  27710 


32.  Medical-Legal  Committee  (10)  V-7 

Julius  Howell,  M.D.34  Chairman 

Bowman  Gray,  Winston-Salem  27103 
George  R.  Clutts,  M.D.41 

344  N.  Elm  St.,  Greensboro  27401 
Amed  Lee  Hinshaw,  M.D.32 

5020  Old  Farm  Rd.,  Durham  27704 
R.  Page  Hudson,  Jr.,  M.D.32 

Chief  Med.  Exam.  Office,  Box  2488,  Chapel  Hill  27514 
William  T.  Mason,  M.D.80 

102  Mocksville  Ave.,  Salisbury  28144 
Angus  M.  McBryde,  Jr.,  M.D.60 

1822  Brunswick  Ave.,  Charlotte  28207 
Edward  B.  McKenzie,  M.D.80 

709  Barker  St.,  Salisbury  28144 
Robert  L.  Rollins,  Jr.,  M.D.92 

Dorothea  Dix  Hosp.,  Box  7592,  Raleigh  27611 
Mr.  John  H.  Rutledge,  II32  (Student) 

Duke  University,  Box  2843,  Durham  27710 
Henry  D.  Severn,  M.D.11 
283  Biltmore  Ave.,  Asheville  28801 

33.  Committee  Advisory  to  Medical  Students  (8)  (2  Consultants)  II-7 

James  A.  Bryan,  II,  M.D.32  Chairman 
N.C.  Memorial  Hosp.,  Chapel  Hill  27514 
Dudley  B.  Anderson,  M.D.98 

Carolina  Clinic,  Inc.,  Wilson  27893 
H.  Vann  Austin,  M.D.63 

Pinehurst  Med.  Clinic,  Box  551,  Pinehurst  28374 
Robert  G.  Brame,  M.D.74 

ECU  Medical  School,  Dept.  OB/GYN,  Greenville  27834 
E.  Harvey  Estes,  Jr.,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 
Mr.  Sidney  M.  Gospe,  Jr.32  (Student)  (Pres.  Duke  AMSA) 
Duke  Med.  Ctr.,  Box  2755,  Durham  27710 
Axalla  J.  Hoole,  M.D.32 

N.C.  Memorial  Hospital,  Chapel  Hill  27514 
Mr.  Kurt  D.  Newman32  (Student)  (Duke) 

Rt.  2,  Box  291,  Chapel  Hill  27514 

Consultants: 

Mr.  Scott  Boone  (Student)  (Pres.  UNC  AMSA) 

234  McCauley  St.,  Chapel  Hill  27514 
Mr.  Paul  Colavita  (Student)  (Pres.  BG  AMSA) 

1950  Beach  St.,  Apt.  C3-12,  Winston-Salem  27103 

34.  Committee  on  Mental  Health  (25)  (2  Consultants)  VI-6 

Philip  G.  Nelson,  M.D.74  Chairman 
Medical  Pavilion,  Ste.  9,  Greenville  27834 
WilmerC.  Betts,  M.D.92 

3125  Glenwood  Prof.  Village,  Raleigh  27608 
R.  Jackson  Blackley,  M.D.92 

325  N.  Salisbury  St.,  Raleigh  27611 
John  A.  Ewing,  M.D.32 

N.C.  Memorial  Hosp.,  Chapel  Hill  27514 
Robert  W.  Gibson,  M.D.11 

1 Oak  Plaza,  Asheville  28801 
Daniel  Gottovi,  M.D.65 

1202  Medical  Ctr.  Dr.,  Wilmington  28401 
Alanson  Hinman,  M.D.34 

Bowman  Gray,  Dept.  Ped.,  Winston-Salem  27103 
James  Ray  Israel,  M.D.34 

Bowman  Gray,  Dept,  of  Psy.,  Winston-Salem  27103 
Charles  E.  Llewellyn,  Jr.,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Box  2173,  Durham  27710 
Hans  Lowenbach,  M.D.32 
Rt.  3,  Box  273,  Durham  27713 
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Donald  E.  Macdonald,  M.D.60 

100  Billingsley  Rd.,  Charlotte  28211 
James  L.  Mathis,  M.D.74 

ECU,  Dept,  of  Psy.,  Greenville  27834 
Eugene  S.  Mayer,  M.D.32 

618  Wells  Court.  Chapel  Hill  27514 
J.  Gray  McAllister,  III,  M.D.18 

24  2nd  Ave.,  NE,  Hickory  28601 
Harry  H.  McLean,  III,  M.D.74 

ECU,  Student  Health  Ctr.,  Greenville  27834 
Jonnie  H.  McLeod.  M.D.60 

UNC  Charlotte  Station,  Charlotte  28223 
Mary  Margaret  McLeod,  M.D.53 

Drawer  1047,  Sanford  27330 
Hervy  W.  Mead,  M.D.60 

1900  Randolph  Rd.,  Ste.  900,  Charlotte  28207 
James  W.  Osberg,  M.D.02 

8804  Katharina  Ct..  Raleigh  27612 
Robert  L.  Rollins,  Jr.,  M.D.92 

Dorothea  Dix  Hosp.,  Box  7592,  Raleigh  27611 
Billy  W.  Royal,  M.D.96 

P.O.  Box  2387.  Chapel  Hill  27514 
Ray  G.  Silverthome,  M.D.7 

408  East  12th  St.,  Washington  27889 
Nicholas  E.  Stratas,  M.D.92 

3900  Browning  PI.,  Ste.  201,  Raleigh  27609 
Charles  R.  Vernon,  M.D.65 

7230  Wrightsville  Ave..  Wilmington  28401 
N.  P.  Zarzar,  M.D.92 
3725  National  Dr.,  Raleigh  27612 

Consultants: 

Richard  H.  Williams,  Ph.D. 

Rt.  9,  Box  319,  Greenville  27834 
Richard  A.  Kiel.  Ph.D.,  Chief,  Health  Services 
N.C.  Dept,  of  Corrections,  831  W.  Morgan  St.,  Raleigh  27603 

35.  Committee  on  Nominations  (10)  (3-yr  term) 

Leon  W.  Robertson,  M.D.33  Chairman  (4th)  (1980) 

107  Med.  Arts  Mall,  Rocky  Mt.  27801 
L.  Everett  Sawyer.  M.D.70  (1st)  (1980) 

104  W.  Colonial  Ave.,  Elizabeth  City  27909 
Carl  J.  Hiller,  M.D.25  (2nd)  (1981) 

Drawer  1694,  New  Bern  28560 
Willis  E.  Mease,  M.D.67  (3rd)  (1980) 

Box  97,  Richlands  28574 
Charles  A.  Hoffman,  M.D.26  (5th)  (1980) 

513  Owen  Dr.,  Fayetteville  28304 
George  M.  Cooper,  Jr.,  M.D.92  (6th)  (1981) 

201  Bryan  Bldg.,  Raleigh  27605 
Philip  Naumoff,  M.D.60  (7th)  (1980) 

1012  Kings  Drive,  Charlotte  28283 
A.  J.  Crutchfield,  M.D.34  (8th)  (1979) 

2240  Cloverdale  Ave.,  Ste.  93,  Winston-Salem  27103 
Donald  D.  McNeill,  Jr.,  M.D.14  (9th)  (1980) 

502  Tremont  Park,  Lenoir  28645 
John  A.  Henderson,  M.D.11  (10th)  (1981) 

Rt.  5,  Box  197,  Rathfarnham  Rd..  Asheville  28803 

36.  Advisors  to  North  Carolina  Association  of  Medical  Assistants  (4) 

John  A.  Brabson,  M.D.60 

225  Hawthorne  Lane,  Charlotte  28204 
Royal  G.  Jennings,  M.D.41 

624  Quaker  Lane,  High  Point  27262 
Ernest  H.  Stines,  M.D.44 

Midway  Med.  Center,  Canton  28716 
Wayne  B.  Venters,  M.D.67 
200  Doctors  Dr.,  Ste.  J,  Jacksonville  28540 


37.  Committee  on  Occupational  & Environmental  Health  (14)  (3 
Consultants)  VI-7 

Charles  G.  Gunn,  Jr.,  M.D.34  Chairman 

Hanes  Corp.,  Box  5416.  Winston-Salem  27103 
M.  C.  Battigelli,  M.D.32 

UNC  Sch.  Med.,  Dept,  of  Med.,  Chapel  Hill  27514 
John  L.  Brockmann,  M.D.41 

606  N.  Elm  St.,  High  Point  27262 
Charles  P.  Ford,  Jr.,  M.D.54 

Box  800,  Kinston  28501 
Austin  P.  Fortney,  M.D.41 

Box  579,  Jamestown  27282 
Austin  T.  Hyde,  Jr..  M.D.81 

Box  970,  Norris-Biggs  Clin.,  Rutherfordton  28139 
Harold  R.  Imbus,  M.D.41 

Burlington  Ind.,  Box  21207,  Greensboro  27420 
Edward  E.  Landis,  Jr.,  M.D.60 

1350  Kings  Dr.,  Charlotte  28207 
Robert  E.  Lane,  M.D.21 

304  S.  Granville  St.,  Edenton  27932 
Charles  F.  Martin,  M.D.41 

1201  Maple  St.,  Greensboro  27405 
Carl  K.  Rust,  II,  M.D.65 

2702  Columbia  Ave.,  Wilmington  28401 
Albert  O.  Ryan,  M.D.88 

Box  200,  Pisgah  Forest  28768 
Llewellyn  W.  Stringer,  M.D.34 

3051  Trenwest  Dr.,  Winston-Salem  27104 
Charles  G.  Young.  M.D.79 
403  W.  Harrison  St.,  Reidsville  27320 

Consultants: 

Mr.  John  Lumsden 

Div.  Health  Serv.,  Box  2091,  Raleigh  27602 
David  A.  Fraser,  Sc.D. 

UNC  Sch.  Pub.  Hlth.,  Chapel  Hill  27514 
Bernard  Greenberg,  Ph.D. 

UNC  Sch.  Pub.  Hlth.,  Chapel  Hill  27514 

38.  Committee  on  Personnel  & Headquarters  Operation  (6)  (3  Ex 
Officio)  1-2 

A.  Hewitt  Rose,  Jr.,  M.D.92  Chairman 
3801  Computer  Dr..  Raleigh  27609 
T.  Tilghman  Herring,  M.D.98 

Wilson  Clinic,  Wilson  27893 
Elizabeth  P.  Kanof,  M.D.92 

1300  St.  Mary’s  St.,  Raleigh  27605 
John  S.  Rhodes,  M.D.92 

1300  St.  Mary’s  St.,  Raleigh  27605 
Louis  deS.  Shaffner.  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Charles  W.  Styron,  M.D.92 
615  St.  Mary’s  St.,  Raleigh  27605 

Ex  Officio: 

E.  Harvey  Estes,  Jr.,  M.D.32  (Past  President) 

Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 
D.  E.  Ward,  Jr..  M.D.78  (President) 

2604  N.  Elm  St.,  Lumberton  28358 
Jack  Hughes,  M.D.32  (Secretary) 

923  Broad  St.,  Durham  27705 

39.  Committee  on  Pharmacy  (7)  (3  Consultants)  V-8 

Charles  W.  Byrd,  M.D.43  Chairman 
Box  708,  Dunn  28334 
Julian  S.  Albergotti,  Jr.,  M.D.60 
Southern  Bell,  Med.  Ste.,  P.O.  Box  240,  Charlotte  28230 
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Charles  E.  Cummings,  M.D.11 

281  McDowell  St.,  Asheville  28803 
John  T.  Dees,  M.D.65 

Box  815,  Burgaw  28425 
T.  Reginald  Harris,  M.D.23 

808  Schenck  St.,  Shelby  28150 
Jerrill  L.  McEntire,  M.D.59 

Drawer  789,  Old  Fort  28762 
John  A.  Payne,  III,  M.D.37 
Box  157,  Sunbury  27979 

Consultants: 

Mr.  A.  H.  Mebane,  III,  Exec.  Director 
N.C.  Pharmaceutical  Assn.,  Drawer  151,  Chapel  Hill  27514 
Mr.  Clarence  B.  Ridout 

Divn.  Social  Services,  325  N.  Salisbury  St.,  Raleigh  27611 
Mr.  Eugene  Hackney,  Past  President 
N.C.  Pharmaceutical  Assn..  N.  Elm  Pharmacy,  Lumberton 
28358 

40.  Committee  on  Physicians’  Health  & Effectiveness  (21)  VI-8 

Theodore  R.  Clark,  M.D.63  Chairman 
P.O.  Box  1569,  Pinehurst  28374 
Stanley  S.  Bums,  Jr.,  M.D.60 

1600  E.  Third  Ave.,  Charlotte  28204 
A.  Eugene  Douglas,  Jr.,  M.D.78 

Box  552,  Lumberton  28358 
Robert  F.  Eaton,  M.D.15 

501  Sixth  Ave.,  W..  Hendersonville  28739 
John  A.  Ewing,  M.D.32 

N.C.  Memorial  Hosp.,  Chapel  Hill  27514 
Robert  W.  Gibson,  Jr.,  M.D.11 

1 Oak  Plaza,  Asheville  28801 
Harold  R.  Gollberg,  M.D.11 

73  W.  Kensington  Rd. , Asheville  28804 
Riley  M.  Jordan,  M.D.47 

116  Campus  Ave.,  Raeford  28376 
George  W.  Joyner,  M.D.76 

127  McArthur  St.,  Asheboro  27203 
Donald  E.  Macdonald,  M.D.60 

100  Billingsley  Rd.,  Charlotte  28211 
Charles  T.  Medlin,  M.D.92 

P.O.  Box  128,  Garner  27529 
Jack  E.  Mohr,  M.D.78 

P.O.  Box  403,  Lumberton  28358 
Philip  G.  Nelson,  M.D.74 

Medical  Pavilion,  Ste.  9,  Greenville  27834 
James  W.  Osberg,  M.D.92 

8804  Katharina  Court,  Raleigh  27612 
William  J.  Reid,  M.D.41 

1302  Summit  Ave.,  Greensboro  27405 
Christian  F.  Siewers,  M.D.26 

Southeastern  Reg.  Rehab.  Ctr. , Box  2000,  Fayetteville  28302 
J.  David  Stratton,  M.D.60 

3535  Randolph  Rd.,  Room  202,  Charlotte  28211 
Richard  G.  Stuelke,  M.D.32 

P.O.  Box  2894,  Durham  27705 
Charles  R.  Vernon,  M.D.65 

7230  Wrightsville  Ave.,  Wilmington  28401 
Julius  W.  Welbom,  Jr.,  M.D.41 

1 100  Olive  St.,  Greensboro  27401 
Robert  E.  Williford,  M.D.76 
208  Foust  St.,  Asheboro  27203 

41.  Medical  Society  Consultant  on  Podiatry  (1) 

Donald  B.  Reibel,  M.D.92 

P.O.  Box  10707,  Raleigh  27605 


42.  Committee  on  Professional  Insurance  (22)  1-3 
John  C.  Burwell,  Jr.,  M.D.41  Chairman 

1026  Prof.  Village,  Greensboro  27401 
Charles  M.  Hassell,  Jr.,  M.D.41  Vice-Chairman 
1200  N.  Elm  St.,  Greensboro  27420 
Richard  H.  Ames,  M.D.41 

1018  Prof.  Building,  Greensboro  27401 
H.  Robert  Brashear,  Jr.,  M.D.32 

N.C.  Mem.  Hosp.,  Chapel  Hill  27514 
Stanley  C.  Cox,  III,  M.D.63 

205  Crest  Rd.,  Southern  Pines  28387 
Thomas  B.  Dameron,  Jr.,  M.D.92 

P.O.  Box  10707,  Raleigh  27605 
Orion  T.  Finklea,  M.D.60 

1333  Romany  Rd.,  Charlotte  28204 
William  Blake  Garside,  M.D.92 

1112  Dresser  Ct.,  Raleigh  27609 
Lewis  J.  Gaskin,  M.D.92 

Dept.  Anes.,  Rex  Hospital,  Raleigh  27603 
Julius  A.  Green,  Jr.,  M.D.92 

Box  19366,  Raleigh  27609 
Robert  N.  Harper,  M.D.92 

3125  Glenwood  Prof.  Village,  Raleigh  27608 
David  H.  Jones,  M.D.92 

3900  Browning  PI.,  Raleigh  27609 
Larry  S.  Kilby,  M.D.97 

1208  East  Street,  North  Wilkesboro  28659 
William  B.  McCutcheon,  Jr.,  M.D.32 

1830  Hillandale  Rd.,  Durham  27705 
Willis  E.  Mease,  M.D.67 

Box  97,  Richlands  28574 
Kenneth  A.  Podger,  M.D.32 

1830  Hillandale  Rd.,  Durham  27705 
Ronald  A.  Pruitt,  M.D.1 

Kemodle  Clinic,  Graham-Hopedale  Rd.,  Burlington  27215 
Frank  Sabiston,  Jr.,  M.D.54 

Box  1316,  Kinston  28501 
Edward  F.  Shaver,  M.D.60 

1851  E.  Third  St.,  Charlotte  28204 
Robert  J.  Sullivan,  Jr.,  M.D.32 

306  Highview  Dr.,  Chapel  Hill  27514 
Samuel  H.  Walker,  M.D.11 

528  Biltmore  Ave.,  Asheville  28801 
W.  Howard  Wilson,  M.D.92 
230  Bryan  Bldg.,  Raleigh  27605 

43.  Committee  on  Rehabilitation  Medicine  (8)  IV-7 

Edwin  H.  Martinat,  M.D.34  Chairman 
3333  Silas  Creek  Parkway,  Winston-Salem  27103 
Stanley  S.  Atkins,  M.D.11 

283  Biltmore  Ave.,  Asheville  28801 
Carl  J.  Hiller,  M.D.25 

P.O.  Drawer  1694,  New  Bern  28560 
Charles  E.  Llewellyn,  Jr.,  M.D.32 

Duke  Med.  Ctr.,  Box  3173,  Durham  27710 
Robert  E.  Miller,  M.D.60 

1822  Brunswick  Ave.,  Charlotte  28207 
Christian  F.  Siewers,  M.D.26 
Southeastern  Reg.  Rehab.  Ctr.,  Box  2000,  Fayetteville 
28302 

Robert  L.  Timmons,  M.D.74 

1709  W.  Sixth  St.,  Greenville  27834 
William  C.  Trier,  M.D.32 

UNC  Sch.  Med.,  Div.  of  Plastic  Surg.,  Chapel  Hill  27514 

44.  Retirement  Savings  Plan  Committee  (7)  (3-yr.  term)  1-4 

Robert  W.  Williams,  M.D.65  (1979)  Chairman 
Rt.  5,  Box  360-A,  Wilmington  28403 
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W.  Lester  Brooks,  Jr.,  M.D.60  (1980) 

1851  E.  Third  St.,  Charlotte  28204 
George  W.  James,  M.D.34  (1980) 

205  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Samuel  E.  Warshauer,  M.D.65  (1979) 

1514  Doctors  Circle,  Wilmington  28401 

45.  Committee  on  Social  Services  Programs  (Including  Medicaid) 
(11)  IV-8 

E.  Stephen  Edwards,  M.D.32  (P D)  Chairman 
1300  St.  Mary’s  St.,  Raleigh  27605 
Thomas  B.  Barnett,  M.D.32  (PUD) 

UNC  Sch.  Med.,  Dept,  of  Med.,  Chapel  Hill  27514 
Richard  W.  Furman,  M.D.95  (TS) 

State  Farm  Rd.,  Boone  28607 
Thomas  N.  Massey,  Jr.,  M.D.60  (IM) 

217  Travis  Ave.,  Charlotte  28204 
Campbell  W.  McMillan,  M.D.32  (PD) 

N.C.  Mem.  Hosp.,  Chapel  Hill  27514 
James  S.  Mitchener,  Jr.,  M.D.83  (GS) 

Box  1599,  Launnburg  28352 
Thomas  W.  Nicholson,  M.D.7  (CD) 

615  E.  12th  St.,  Washington  27889 
Jasper  B.  Perdue,  Jr.,  M.D.35  (GS) 

111  Jolly  St.,  Louisburg  27549 
Emery  L.  Rann,  M.D.60  (FP) 

1001  Beatties  Ford  Rd.,  Charlotte  28216 
Samuel  E.  Scott,  M.D.1  (FP) 

Rt.  2,  Burlington  27215 
G.  Reginald  Tucker,  Jr.,  M.D.91  (FP) 

Ruin  Creek  Rd.,  Vance  Med.  Arts  Bldg.,  Ste.  A,  Henderson 
27536 

46.  Committee  on  Traffic  Safety  (15)  (3  Consultants)  11-8 

George  Johnson,  Jr.,  M.D.32  Chairman 
N.C.  Mem.  Hosp.,  Chapel  Hill  27514 
Vernon  L.  Andrews,  M.D.62 
Box  8,  Mt.  Gilead  27306 


John  W.  Baker,  M.D.60 

2415  Tanglewood  Lane,  Charlotte  28211 
Daniel  S.  Currie,  M.D.26 

Ill  Bradford  Ave.,  Fayetteville  28301 
Gerald  L.  Ellison,  M.D.26 

495  Rayconda,  Fayetteville  28304 
Ormand  Drew  Grice,  M.D.25 

P.O.  Box  1089,  New  Bern  28560 
Michael  R.  Leone,  M.D.41 

3302  Madison  Ave.,  Greensboro  27403 
Hersey  E.  Miller,  M.D.49 

702  Hartness  Rd.,  Statesville  28677 
David  S.  Nelson,  M.D.34 

248  Flintshire  Rd.,  Winston-Salem  27103 
Fred  G.  Patterson,  M.D.32 

1001  S.  Hamilton  Rd.,  Chapel  Hill  27514 
Jack  M.  Rogers,  M.D.34 

Bowman  Gray,  Dept,  of  Psy.,  Winston-Salem  27103 
Joseph  D.  Russell,  M.D.98 

Carolina  Clinic,  Inc.,  Wilson  27893 
J.  Larry  Simpson,  M.D.34 

132-A  W.  Miller  St.,  Asheboro  27203 
Albert  Stewart,  Jr.,  M.D.26 

114  Broadfoot  Ave.,  Fayetteville  28305 
Kelly  Wallace,  Jr.,  M.D.74 

1705  W.  Sixth  St.,  Greenville  27834 

Consultants: 

Mr.  Grover  McKay,  Med.  Evaluation  Coord. 

Div.  of  Motor  Vehicles,  1 100  New  Bern  Ave.,  Raleigh  2761 1 
Myron  Wolbarsht,  Ph.D. 

Duke  Eye  Clinic,  Durham  27710 
Mr.  Douglas  Wooten,  Head 

Highway  Safety  Branch,  Epidemiology  Sec.,  Div.  Hlth. 
Serv.,  Box  2091,  Raleigh  27602 

47.  Representative  on  Governor’s  Coordinating  Council  on  Aging  (1) 

Joseph  J.  Combs,  M.D.92 
2125  White  Oak  Rd.,  Raleigh  27608 
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Classified  Ads 


PRIMARY  CARE  PHYSICIAN  (FP,  GP,  IM)  NEEDED  IMMEDI- 
ATELY — Excellent  growth  and  economic  potential  in  developing 
primary  care  practice.  Substantial  fiscal  and  staff  support  through 
RHI  grant  and  NHSC.  Modern  352  bed  hospital  20  minutes  away 
from  clinic,  with  extensive  specialist  support  adjacent  to  hospital. 
Very  good  continuing  education  program  on  site,  at  nearby  hospital 
and  AHEC  facilities,  and  at  four  medical  schools  two-four  hours 
away.  Twenty-four  hour  county  wide  EMS  system.  Many  recrea- 
tional opportunities  in  town,  beaches  an  hour  to  the  east,  and  the 
mountains  four  hours  to  the  west.  This  is  a prime  opportunity  for 
the  physician  interested  in  small  town  practice  with  ail  the  advan- 
tages of  an  urban  practice  nearby.  Send  inquiries  to:  Southeastern 
Medical  Services,  P.O.  Box  548,  Rowland,  North  Carolina  28383. 

FOR  RENT:  Approximately  1200  sq.  ft.  office  space  available  imme- 
diately. Excellent  location  — near  all  hospitals  in  Charlotte.  Con- 
tact: (704)  333-4880  in  p.m. 

WANTED  OB-GYN  to  join  sole  incorporated  Board  certified  indi- 
vidual in  Eastern  North  Carolina.  Excellent  hospital  facilities  and 
staff.  Starting  salary  $45,000  with  negotiation  upward  after  1st 
year.  For  further  information  reply  to:  Jack  E.  Mohr,  M.D.,  403 
W.  27th  Street,  Lumberton,  N.C.  28358  Phone:  (919)  739-2846. 

ADOLESCENT  MEDICINE  AND  ADOLESCENT  PSYCHIATRY 
— Age  38,  married,  2 children,  board  eligible  in  pediatrics  and 


psychiatry.  Seeking  a community  with  a teenaged  population  that 
needs  and  would  support  an  adolescent  practice.  Group  or  solo. 
Also  would  like  part-time  work  in  a school,  clinic,  or  hospital. 
Available  July  1979.  Contact:  R.  S.  Smith,  M.D.,  39  FaiHane 
Drive,  Wethersfield,  CT.  06109. 

ROXBORO,  N.C.  — Openings  for  G.P.  or  F.P.  to  join  established 
group.  Modem,  fully-equipped  office  building  adjacent  to  88  bed 
JCAH  hospital.  Income  guarantee  or  salary,  plus  opportunity  for 
buy-in.  Beautiful  rural  community  of  26,000  in  Central  Piedmont, 
less  than  30  miles  from  two  major  cities.  Excellent  consultation/ 
referral  relationship  with  local  medical  centers.  Contact:  R.  G. 
Fitzgerald,  M.D.  (919)  599-1131  or  P.  J.  Austin  (919)  599-2121. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modem  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 

Intemist/Hematologist/Oncologist,  age  34.  A.B.I.M.  Desires  hospital 
based  or  group  practice.  Access  to  academic  training  program 
preferred.  Will  consider  other  offers.  Available  7-1-79.  Contact: 
John  C.  Morrison,  M.D.,  4604  Lisann  Street,  San  Diego,  Califor- 
nia 92117,  Telephone:  (714)  272-4661. 


‘WHEN  YOUR  BACK  FEELS  GOOD  YOU’LL  FEEL  GOOD” 


SEALY  POSTUREPEDIC  ROYALE 


Choose  Extra  Firm  or  Gently  Firm. 
Specially  spaced  coils  concentrate 
firmness  where  body  weight  is  con- 
centrated. Exclusive  torsion  bar 
foundation  for  more  firmness. 
“Pillow-puff”  quilts  filled  with  lux- 
ury layer  of  Sealyfoam®*. 

FULL  SIZE  ea.  pc.  $159.95 
QUEEN  SIZE  2 -pc.  set  $379.95 
KING  SIZE  3-pc.  set  $549.95 
each  piece 
twin  size 


*13995 

“No  morning  backache  from  sleeping  on  a too-soft  mattress." 


* urethane  foar 


SEALY  OF  THE  CAROLINAS,  INC. 


(a  division  of  the  75-year  old  Peerless  Mattress  Co. 

Columbia,  S.C. 


Lexington,  N.C. 

Charlotte,  N.C. 

“ sleeping  on  a Sealy  is  like  sleeping  on  a cloud ” 


High  Point,  N.C. 
Greenville.  N.C. 


July  1978,  NCMJ 
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Now,  two  dosage  forms 

Nalfoir 

fenoprofen  calcium 

300-mg.  Pulvules"  and  600-mg.  Tablets 


Idista 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1978  Committee  Conclave 
Sept.  27-0ct.  1— Southern  Pines 


1979  Leadership  Conference 
February  2-3 


/ . 


1979  Annual  Sessions 
May  3-6 — Pinehurst 
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We  know 
a lot  about 
caring,  too. 

Because 
it’s  our 
business. 


And,  our  experiences  with 
you  in  the  past  have  illustrated 
the  dedication  you,  as  a 
professional,  administer  in 
your  practice. 

We  also  appreciate  the 
opportunity  to  offer  you,  as  a 
member  of  the  North  Carolina 
Medical  Society,  an  important 
insurance  plan. 

Disability  Income  Protection 
for  younger  doctors. 

A plan  that  can  help  protect 
one  of  your  most  cherished 
assets  — the  ability  to  earn 
a living. 

UNDERWRITTEN  BY 

Mutual 

^OmahaxL/ 

People  you  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaho 


That’s  what  caring’s  ail  about, 
isn’t  it? 

If  you’re  under  age  55  and  a 
member  of  the  North  Carolina 
Medical  Society,  just  fill  out  the 
coupon  below  and  mail  it  today. 
Mutual  of  Omaha  will  provide 
personal  service  in  furnishing 
the  full  details.  Of  course,  there 
is  no  obligation. 




1 Mutual  of  Omaha  Insurance  Company 
I Dodge  at  33rd  Street 
| Omaha,  Nebraska  68131 

| Please  send  me  complete  infor 
I mation  on  the  Disability  income 
I Protection  Plan  available  to  mem 
bers  of  the  North  Carolina  Medical 
Society  who  are  under  age  55. 

| NAME  

I ADDRESS  

I CITY 

|^STATE  ZIP. 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  maybe  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Flospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


Medical  Staff 
Richard  B.  Boren,  M.D. 
Psychiatrist-in-Chief 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Larry  T.  Burch,  M.D. 
Director,  In-Patient  Services 
Richard  M.  Aderhold,  M.D. 
Staff  Psychiatrist 
Flans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 


For  information,  please  contact 
Richard  V.  Woodard,  Administrator 


JCAH  Accredited 
BC/BS  participating 


Towards  Wholeness 


Tolinase 

tolazamide, Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


J-5695-6 

©1977  THE  UPJOHN  COMPANY 
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The  appearance  of  an  advertisement  in  this  publication  does 
not  constitute  any  endorsement  of  the  subject  or  claims  of 
the  advertisements. 

The  Society  is  not  to  be  considered  as  endorsing  the  views 
and  opinions  advanced  by  authors  of  papers  delivered  at  the 
Annual  Meeting  or  published  in  the  official  publication  of  the 
Society.  — Constitution  and  Bylaws  of  the  North  Carolina 
Medical  Society.  Chapter  IV,  Section  4.  page  4. 

NORTH  CAROLINA  MEDICAL  JOURNAL,  300  S. 
Hawthorne  Rd.,  Winston-Salem.  N.C.  27103,  is  owned  and 
published  by  The  North  Carolina  Medical  Society  under  the 
direction  of  its  Editorial  Board.  Copyright®  The  North 
Carolina  Medical  Society  1978.  Address  manuscripts  and 
communications  regarding  editorial  matter  to  this 
Winston-Salem  address.  Questions  relating  to  subscription 
rates,  advertising,  etc. , should  be  addressed  to  the  Business 
Manager,  Box  27167,  Raleigh,  N.C.  27611.  All  advertise- 
ments are  accepted  subject  to  the  approval  of  a screening 
committee  of  the  state  Medical  Journal  Advertising  Bureau, 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 


11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


DIAGNOSTIC  IMMUNOLOGY 


American  Medical  Laboratories,  Inc.  accounces  its  expanded  immunology  services  as 
support  to  researchers  and  clinicians. 


VIRAL  SEROLOGY  FUNGAL  TESTING 


Adenovirus  Group 
California  encephalitis 
Coxsackie  A1-A24 
Coxsackie  B1-B6 
CMV 

Eastern  equine  encephalitis 
Echovirus  Typing 
Epstein -Barr- VC  A 
Herpes  simplex  Type  1 and  2 
Influenza  Type  A,  B,  C 
Japanese  B encephalitis 
Lymphocytic  Choriomeningitis 
Mumps  - soluble  and  viral 


Mycoplasma  pneumoniae 
Parainfluenza  1,  2,  3 
Poliovirus  1,  2,  3 
Psittacosis-Ornithosis-LGV 
Reovirus  Group 
Respiratory  Syncytial  Virus 
Rubeola 

St.  Louis  encephalitis 

Vaccinia 

Varicella 

Venezuelan  equine  encephalitis 
Western  equine  encephalitis 


Aspergillus 

Blastomyces 

Coccidioides 

Histoplasma 

Candida 

RICKETTSIAL  AGENTS 

Rocky  Mt.  Spotted  fever 
Rickettsial  pox 
Murine  typhus 
Epidemic  typhus 
Q-Fever,  phase  I & II 


Our  laboratory  can  also  provide  customized  services  for  special  requirements  of 
individual  investigators. 

AML  is  a full-service  laboratory  with  an  extended  courier  service,  dedicated  to  providing 
prompt  and  accurate  results.  The  immunology  laboratory  and  its  staff  of  experienced 
technologists,  is  pathologist  supervised  and  CDC  and  CAP  certified. 


GENTLEMEN:  Please  send  me  additional  information  on: 
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□ Supporting  services 
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President D.  E.  Ward.  Jr.,  M.D. 

2604  N.  Elm  Street,  Lumberton  28358 

President-Elect J.  Benjamin  Warren,  M.D. 

Box  1465,  New  Bern  28560 

First  Vice-President Albert  Stewart,  Jr.,  M.D. 

114  Broadfoot  Ave.,  Fayetteville  28305 

Second  Vice-President 

Secretary • Jack  Hughes.  M.D. 

923  Broad  Street,  Durham  27705  (1979) 

Speaker Marvin  N.  Lymberis,  M.D. 

1600  E.  3rd  Street,  Charlotte  28204 

Vice-Speaker  Henry  J.  Carr,  Jr.,  M.D. 

603  Beamon  Street,  Clinton  28328 

Past-President E.  Harvey  Estes,  Jr.,  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 

Executive  Director William  N.  Hilliard 

222  N.  Person  Street.  Raleigh  2761 1 
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1 142  N.  Road  Street,  Elizabeth  City  27909  (1980) 

Vice-Councilor William  A.  Hoggard,  Jr.,  M.D. 
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Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 

3108  Arendell  St.,  Morehead  City  28557  (1979) 

Vice-Councilor  J.  Elliott  Dixon,  M.D. 

215  E.  2nd  Street,  Ayden  28513  (1979) 

Third  District E.  Thomas  Marshburn,  Jr.,  M.D. 

3208  Oleander  Drive.  Wilmington  28401  (1979) 

Vice-Councilor  Charles  M.  Hicks,  M.D. 

1914  Glen  Meade  Road,  Wilmington  28401  (1979) 

Fourth  District  Robert  H.  Shackelford,  M.D. 

P.O.  Box  649,  Mount  Olive  28365  (1980) 

Vice-Councilor  Lawrence  M Cutchin,  Jr.,  M.D. 

P.O.  Box  40,  Tarboro  27886  (1980) 

Fifth  District Bruce  B.  Blackmon.  M.D. 

P.O.  Box  8.  Buies  Creek  27506  (1981) 

Vice-Councilor Giles  L.  Cloninger,  Jr.,  M.D. 

Box  151,  Hamlet  28345  (1981) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Road.  Henderson  27536  (1980) 

Vice-Councilor C.  Glenn  Pickard.  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1980) 

Seventh  District  J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  Street,  Charlotte  28204  (1981) 

Vice-Councilor James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Avenue,  Charlotte  28205  (1981) 

Eighth  District  Ernest  B.  Spangler,  M.D. 

Drawer  X3,  Greensboro  27402  (1979) 


Vice-Councilor  Shahane  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  Street,  Greensboro  27408  (1979) 

Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Drive,  Lexington  27292  (1979) 

Vice-Councilor Benjamin  W.  Goodman,  M.D. 

24  2nd  Avenue,  W.,  Hendersonville  28739  (1979) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clin.,  Doctors  Dr..  Asheville  28801  (1981) 

Vice-Councilor  W.  Otis  Duck.  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 


Section  Chairmen — 1978-1979 

Anesthesiology  David  Brown,  M.D. 

Rt.  4.  Box  416,  Chapel  Hill  27514 

Dermatology Vade  G.  Rhoades,  M.D. 

2240  Cloverdale  Ave.,  Winston-Salem  27103 

Emergency  Medicine  

Family  Practice  Lyndon  K.  Jordan,  M.D. 

P.O.  Box  760.  Smithfield  27577 

Internal  Medicine Alfred  L.  Ferguson.  M.D. 

Doctors  Park,  Bldg.  6.  Greenville  27834 

Neurology  & Psychiatry Fred  H.  Allen.  M.D. 

1900  Brunswick  Avenue,  Charlotte  28207 

Neurological  Surgery Robert  L.  Timmons.  M.D. 

1709  W.  Sixth  Street,  Greenville  27834 

Nuclear  Medicine 

Obstetrics  & Gynecology John  A.  Kirkland 

Wilson  Clinic,  Wilson  27893 

Ophthalmology Maurice  B.  Landers,  111,  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  3802,  Durham  27710 

Orthopaedics John  A.  Powers,  M.D. 

1500  Elizabeth  Ave.,  Charlotte  28204 
Otolaryngology  & Maxillofacial 

Surgery  Ellison  F.  Edwards.  M.D. 

3535  Randolph  Rd.,  Charlotte  2821 1 

Pathology  Charles  L.  Wells.  M.D. 

Cape  Fear  Hospital,  P.O.  Box  2000,  Fayetteville  28302 

Pediatrics David  R.  Williams,  M.D. 

Southgate  Shopping  Ctr,  Thomasville  27360 
Plastic  & Reconstructive  Surgery  . . Abner  G.  Bevin.  Jr.,  M.D. 
UNC  Sch.  of  Med.,  Div.  of  Plastic  Surgery,  Chapel  Hill  27514 

Public  Health  & Education  Harry  T.  Phillips.  M.D. 

UNC,  School  of  Public  Health,  Chapel  Hill  27514 

Radiology  Robert  L.  Green.  M.D. 

3155  Maplewood  Avenue,  Winston-Salem  27103 

Surgery  

Urology  Thomas  L.  Griffin,  M.D. 

Carolina  Clinic,  Inc.,  Wilson  27893 
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If  you  were  suddenly  hit  by  a long 
crippling  disability , would  you  have 
adequate  tax  free  income  to  meet 
your  Financial  Needs?  ? ? 

If  you  do  not  have  the  full  $2 166/mo. 
benefit  available  through  your  Soci- 
ety  sponsored  program  then  you 
should  for  it  could  well  mean  the  dif- 
ference between  financial  ruin  and 
financial  independence. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C. — P.0.  Box  8500 — 27707 — 919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 

P.O.  Box  17824 — 28211 — 704-366-9359 


Dan  Haley  — Associate  — Greensboro,  N.C. 
P.O.  Box  5367-27403—919-299-0411 


Approved  Administrators  for  following  Professional  Groups. 


NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.’s  AND  BAR  GROUPS 


“We’ve  got  the 
remedy” 


If  you  are  considering  a change,  consider  the  Air  Force  Medical  Service.  The 
benefits  include: 

• An  excellent  salary 

• 30  days  of  paid  vacation  each  year 

• The  rank  and  prestige  of  an  Air  Force  Officer 

• Full  Air  Force  benefits  for  yourself  and  your  family 
You'll  have  none  of  the  overhead  expenses  be-j 

cause  we  take  over  the  management  and  adminis- 
trative tasks  you  must  now  perform. 

We  have  more  information  regarding  physi- 
cian appointments  in  the  Air  Force  Med- 
ical Service.  We'll  be  happy  to  share  the, 
information  with  you. 


Contact: 


C.  A.  ESTES  or  J.C.  DOTSON 
AF  Health  Professions  Recruiting 
310  New  Bern  Avenue,  Room  606 
Raleigh,  North  Carolina  27611 
919/755-4134  Please  Call  Collect. 


Air  Force.  A great  way  of  life. 


PRESIDENT'S  NEWSLETTER 


NORTH  CAROLINA  MEDICAL  SOCIETY 


No.  3 


August  1978 


The  first  North  Carolina  Medical  Society  "Think  Tank"  Planning  Conference  was 
held  in  Williamsburg,  Virginia,  July  27-30,  1978.  There  were  46  in  attendance 
including  physicians,  Auxiliary  officers,  staff,  and  wives.  Many  facets  of  our 
Society's  structure,  committees,  ideals,  future  plans,  and  meetings  were  discussed. 

Items  included:  Increased  participation  of  Commissioners  in  the  Executive  Council, 
changing  the  format  of  our  Annual  Meeting,  separating  the  Communications  and 
Legislation  Committees  from  their  Commission  into  separate  departments,  securing 
staff  personnel  to  work  completely  in  the  fields  of  communications  and  legislation, 
plans  to  delete  and  combine  some  of  our  committees,  and  increasing  specialty  section 
meetings  and  medical  school  reunions  at  the  Annual  Meeting.  We  discussed  encourag- 
ing Councilors  to  visit  each  county  society  meeting  in  their  district  and  more 
participation  of  the  Vice-Councilors  in  District  and  Council  activities.  It  was 
recommended  that  meetings  be  held  for  physicians  during  the  coming  year  to  include 
Legislative  Training,  AMA  Speech  Training,  and  Practice  Management  Seminars.  A 
Legislative  Seminar  is  planned  for  1979  and  increased  participation  of  the  county 
medical  societies  and  physicians  in  the  Medical  Society  Foundation,  Inc. , was 
suggested.  It  was  also  suggested  that  resolutions  from  a county  medical  society 
to  the  House  of  Delegates  be  signed  by  two  officers  of  the  county  society.  You 
will  be  hearing  about  these  and  many  more  items  at  the  Committee  Conclave  at 
Mid  Pines. 

I would  like  to  express  my  deepest  appreciation  to  the  following  who  attended  the 
conference:  Drs.  J.  Dewey  Dorsett,  Jr.,  James  Greenwood,  John  Felts,  Louis  Shaffner, 

John  T.  Dees,  John  S.  Rhodes,  Bruce  B.  Blackmon,  Ernest  B.  Spangler,  Marshall 
Redding,  Jack  Hughes,  John  Glasson,  Frank  Sohmer,  Jr.,  Marvin  Lymberis,  Ben  Warren, 
Josephine  Newell,  Edward  Eadie,  Tilghman  Herring,  Harvey  Estes,  and  Mrs.  Ann 
Frazier,  Mrs.  Mary  Leila  Andrews,  Mrs.  Mary  Jane  Means,  also  Mr.  William  Hilliard, 

Mr.  Gene  Sauls,  Mrs.  LaRue  King,  and  Mr.  Bruce  Balfe  (AMA). 

An  ad  hoc  Search  Committee  for  a Legislative  Staff  Member  has  been  appointed 
including:  Drs.  John  R.  Gamble,  Jr.,  John  T.  Dees,  A.  Hewitt  Rose,  Jr.,  and 

E.  Harvey  Estes,  Jr.',  Chairman. 

Some  of  the  surgeons  in  our  state  have  received  a letter  from  the  Prudential 
Insurance  Company  of  America  inviting  them  to  participate  as  panelists  in 
Prudential's  Elective  Surgical  Second  Opinion  Program.  The  company  states  as  soon 
as  the  panels  of  Board  Certified  specialists  have  been  established,  the  program 
would  be  offered  through  the  Prudential  Group  Class  in  your  area.  I encourage 
each  of  you  to  read  this  letter  carefully  before  signing  as  a panelist  for  there 
are  definitely  several  objectional  features  to  this  program. 

Items  from  around  the  state:  The  Medical  Society  is  proud  to  have  two  members 

on  the  Federated  Council  for  Internal  Medicine,  Dr.  Reginald  Harris  representing 
the  ASIM  and  Dr.  Joseph  E.  Johnson,  III,  representing  the  Professors  of  Medicine. 

Mrs.  Mary  Jane  Means,  Auxiliary  President,  has  been  appointed  Chairman  of  a 
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statewide  Committee  on  Immunization.  Mrs.  Martha  Martinat,  Auxiliary  Past 
President,  has  been  appointed  on  the  State  Committee  on  Drug  Abuse.  AMA-ERF 
collections  for  North  Carolina  through  our  Auxiliary  total  $22,000. 

Drs.  M.  Frank  Sohmer,  Jr.,  and  J.  Benjamin  Warren  have  been  appointed  to  repre- 
sent the  Society  on  the  North  Carolina  Statewide  Professional  Standards  Review 
Council.  Dr.  Theodore  R.  Clark,  Chairman  of  the  Committee  on  Physicians'  Health 
and  Effectiveness,  will  attend  the  Third  National  Conference  on  the  Impaired 
Physician  sponsored  by  the  AMA  in  Minneapolis,  Minnesota.  Dr.  John  T.  Dees, 
Burgaw,  N.C.,  has  been  appointed  Chairman  of  the  Committee  on  Legislation. 

Dr.  Philip  G.  Nelson,  Chairman  of  Committee  on  Mental  Health,  has  been  appointed 
by  the  Board  of  Trustees  of  AMA  to  the  ad  hoc  Task  Force  on  Mental  Health  in 
order  to  assist  the  AMA  Jail  Project  in  developing  guidelines  for  jail  medical 
care  in  the  area  of  mental  health.  Dr.  William  L.  London,  Durham,  will  serve  as 
the  Society's  representative  on  the  North  Carolina  Advisory  Committee  on 
Immunization. 

The  Committee  on  Medical  Aspects  of  Sports  held  their  annual  Sports  Symposium  at 
Wrightsville  Beach,  N.C.,  on  July  4th  weekend.  They  had  an  excellent  program 
and  the  largest  participation  of  physicians  in  any  of  the  previous  symposiums. 

As  a result  of  the  unfortunate  death  of  Archie  T.  Johnson,  Jr.,  M.D.,  First 
Vice-President  of  the  Society,  and  in  keeping  with  our  Bylaws,  Albert  Stewart, 
Jr.,  M.D.,  of  Fayetteville  has  been  elevated  from  Second  to  First  Vice-President. 

Many  thanks  from  the  Society  to  the  Honorable  James  T.  Broyhill  for  his  substi- 
tute bill  in  the  House  Commerce  Committee  in  regard  to  the  Administration's 
Federal  Cost  Control  Bill.  Congressman  Broyhill' s bill  would  give  our  State 
Voluntary  Cost  Containment  Committee  time  to  function  and  achieve  our  two 
percent  reduction  for  1978  and  1979. 

The  North  Carolina  Voluntary  Cost  Containment  Committee  has  been  appointed  by 
the  Medical  Society  and  the  North  Carolina  Hospital  Association  and  will  have 
their  first  meeting  August  22,  1978,  in  Raleigh.  Dr.  Jesse  Meredith,  Winston- 
Salem,  and  Dr.  John  Glasson,  Durham,  will  represent  the  Society. 

As  another  benefit  of  Society  membership,  an  agreement  has  been  negotiated  with 
Avis  Rent  A Car  System  to  provide  a significant  discount  to  all  members  of  the 
North  Carolina  Medical  Society.  Watch  for  an  announcement  in  the  BULLETIN  soon 
for  the  effective  date  and  for  details  about  the  program. 


Sincerely 


D.  E.  Ward,  Jr.,  M.D. 
President 


Your  Patient 

Saves  Dollars 
with  Generics 

by  PUREPAC 

Here's  Proof! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 

QUANTITY  BRAND  NAME"  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250  mg.) $8.70  . . Ampicillin (250  mg.) $2.40 . . $6.30 

100 Equanil  (400  mg.)(3  8.09  Meprobamate  (ioo  mg.  )<3  1.83  6.26 

100  Darvon  Comp.  65  (3  . . 7.83  Propoxyphene  HC1  Comp.  65  (3  4.63  3.20 

100 Pavabid  (iso  mg.) 11.73  Papaverine  HC1  T.R.aoo  mg.) 4.33  . 7.40 

100  Thorazine  (50  mg.) 6.03  Chlorpromazine  HC1(50  mg.) . . . 3.23  2.80 

100 Librium (io  mg.)(3 7.11  Chlordiazepoxide  HC1  (i0mg.)G. . 4.89  2.22 


The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 


Brand  names  are  registered  trademarks  of 
Bristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  G Co., 
Marion  Labs.,  Smith  Kline  G French  Labs., 
Roche  Labs,  respectively. 


Purepac 

FliTah^th  N.I  07707 


Elizabeth,  NJ  07207 
AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

A 

GROWING 

ORGANIZATION 

PHYSICIAN  OWNED  AND  DIRECTED 
SERVING  MORE  AND  MORE  — BETTER  AND  BETTER 


POLICIES  IN  FORCE  — PHYSICIANS  AND  SURGEONS 


10/23/75  12/31/75  12/31/76  12/31/77  5/1/78 

For  information  on  how  this  growing  North  Carolina 
company  can  serve  you  and  your  insurance  needs  and 
to  find  out  the  reasons  behind  this  growth 

CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

DOUGLASS  M.  PHILLIPS  — EXECUTIVE  VICE  PRESIDENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
Phone  919  828-9334 


brand  of 


cunetidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
in  packages  of  10. 


a SmithKIine  company 


Neosporin 

Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 


Bacitracin 


flF 

Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Escherichia 

Proteas 

Coryne  bacterium 

Streptococais 

Pneumococcus 


Staphylococcus 
Coryne  bacterium 
Streptococcus 
Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Wollcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 

Neosporin ''Ointment  (polymyxin  B-baritracin-neomycin). 


Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


Each  gram  contains:  Aerosponn"  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units,  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base), 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx  ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns  trophic  -iceration  and  other  extensive  conditions 
where  absorpi  - of  neomycin  is  possible.  In  burns 
where  more  th  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML 


SPECIAL  ARTICLE 


Dr.  Jerome  L.  Reeves 
on  Death  and  Dying 
An  Interview 

Hugh  A.  Matthews,  M.D. 


DURING  the  spring  of  1913  Dr. 

Jerome  L.  Reeves  nailed  his 
literal,  not  proverbial,  shingle  on 
the  one-room  office  door  in  the  old 
drugstore  in  the  town  of  Whittier, 
tucked  away  in  the  heart  of  North 
Carolina  Appalachia.  Arriving  by 
train,  he  brought  with  him  his  for- 
mal training,  mountain  heritage, 
compassion  for  people,  and  little 
else,  not  even  a blood  pressure  ap- 
paratus. 

Born  in  the  home  of  a Little 
Sandy  Mush  farmer  and  lay 
Methodist  preacher  in  the  north- 
western corner  of  Madison  County, 
the  inchoate  physician  was  later 
moved  down  to  the  Leicester  com- 
munity, where  public  school  was 
available  for  three  months  instead 
of  his  original  one  month.  After 
Camp  Academy  was  opened  the 
young  man  was  entered  into  this 
“subscription  school.”  Upon 
graduation,  he  studied  at  North 
Carolina  A and  M (now  N.C.  State 
University)  in  Raleigh  where  he  was 
“named”  to  the  Naval  Academy  at 
Annapolis.  After  one  year  at  Wertz 
Preparatory  School  in  Annapolis, 
he  studied  four  years  at  the  Naval 
Academy  and  then  four  years  at 
Vanderbilt  Medical  School, 
graduating  in  the  class  of  1913. 


Physician.  Health  Service  and  Adjunct  Professor,  School  ot 
Nursingand  Health  Sciences,  Western  Carolina  University. 
Cullowhee.  N.C.  28723. 


During  succeeding  years  he  was  re- 
currently in  Chicago  and  at  New 
York  Postgraduate  for  continued 
surgical  and  medical  training. 

After  three  years  in  Whittier,  “a 
more  seasoned  doctor”  moved  to 
Ravenford,  a lumber  camp  setting 
three  miles  out  from  the  village  of 
Cherokee.  His  beat  took  him  into  all 
the  counties  in  southwestern  North 
Carolina  now  often  referred  to  as 
the  State  of  Franklin  and  once  a part 
of  the  State  of  Franklanders  put 
down  by  the  North  Carolina  militia. 
Like  the  Franklanders,  he  traveled 
mostly  by  horse  and  foot.  “Without 
bridges,  wheels  had  a limited  use.” 

With  the  late  Dr.  Tidmarsh,  Dr. 
Reeves  was  co-founder  of  the  old 
Bryson  City  Hospital.  Dr.  Candler 
later  joined  the  two  in  beginning  the 
present  C.  J.  Harris  Community 
Hospital  in  Sylva. 

In  1928  Dr.  Reeves  established 
his  practice  in  Canton.  He  was  on 
the  medical  staff  of  Haywood 
County  Hospital  for  42  years  until 
his  reluctant  but  necessary  retire- 
ment in  1970  due  to  the  illness  of  his 
beautiful  wife.  Upon  his  retirement 
at  83,  he  was  as  respected  for  his 
decision-making  in  general  as  he 
was  for  his  medical  and  surgical 
skills.  In  his  practice  expertise  as  in 
his  enthusiasm  for  development,  he 
was  regarded  by  his  peers  as  one  of 
the  younger  men  (as  all  his  fellow 
physicians  will  attest). 


At  90,  Dr.  Reeves,  in  his  own 
words,  experienced  “the  event  of 
death”  and  “continued  the  life  pro- 
cess in  another  realm  of  existence.” 
This  interview,  which  took  place 
when  Dr.  Reeves  was  88,  was  the 
last  conversation  between  the 
teacher-physician  and  his  student. 

Dr.  Reeves:  Now,  what  are  you 
going  to  bull  about  today? 

Student:  The  lively  subject  of 
death  and  dying. 

Dr.  Reeves:  The  subject  may  be 
more  lively  than  you  think. 

Student:  1 am  aware  that  in- 
creasingly the  subject  has  become 
of  more  outward  concern  over  the 
country.  Human  resource  people  — 
social  service  personnel,  psycho- 
logical therapists,  nursing  groups, 
physicians,  others  — write  articles 
for  the  journals  and  hold  seminars 
and  workshops  on  the  grief  process 
and  related  subjects. 

Dr.  Reeves:  Yes,  I am  aware. 
And  nosy  doctors  come  by  to  talk 
with  me  about  it.  It  is  perhaps  in 
most  part  healthy.  Fear  of  death  is 
part  of  the  human  condition.  In  the 
present  day,  society  needs  to  talk 
about  death  more. 

Life  has  always  been  uncertain. 
Now  the  uncertainty  is  constantly 
before  the  public  on  TV  and  radio, 
the  newspapers  and  magazines.  The 
threat  of  nuclear  war  is  real  and 
epidemics  are  presented  as  it  we 
never  had  the  scourges  of  smallpox. 
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typhus,  and  others.  Before  techno- 
logical advance  in  information,  we 
didn’t  know  what  was  going  on  all 
over  the  world. 

Then,  our  systems  of  belief  have 
been  shaken.  In  general,  religious 
faith  is  less  a tool  in  managing  our 
fear  of  death.  The  Christian  faith 
and  other  religious  faiths  hold  that 
when  man  dies,  he  continues  the  life 
process.  A part  of  the  human  condi- 
tion is  that  we  can't  conceive  of  or 
tolerate  the  idea  of  nothingness  — 
of  ceasing  to  be. 

I've  thought  about  it.  Technology 
rather  than  Divine  Being  has  be- 
come our  god  more  than  we  know. 
Deep  underneath,  the  public  has 
faith  that  medical  technology  has 
control  over  life  and  death. 

People  tend  to  feel  resentful  to- 
ward the  doctor  when  a patient  dies. 
First,  there  is  disbelief,  mental 
shock  in  a way,  as  if  the  death  event 
in  life  couldn’t  happen,  as  if  the 
death  could  have  been  prevented. 
More  and  more  people  who  suffer 
loss  feel  hostile  toward  the  doctor  or 
hospital  and  feel  guilty  that  they 
hadn't  done  something  more  or  dif- 
ferent. 

Student:  Flasn’t  this  always  been 
true? 

Dr.  Reeves:  Of  course.  It’s  a 
matter  of  degree.  It  certainly  was 
true  when  I began  practice  back  in 
the  mountains  in  1913.  All  people 
didn’t  handle  grief  well.  Almost  all 
did.  They  accepted  death  as  an 
event  of  life  more  than  now  — in 
general,  that  is.  They  genuinely  felt 
that  the  inevitable  in  some  satisfy- 
ing way  was  God's  will,  that  loved 
ones  in  the  truest  sense  lived  on  and 
that  only  the  flesh  returned  to  dust. 
Death  wasn't  a finality  excepting  as 
an  event  in  a process.  . . . 

Something  else  occurs  to  me. 
Time  was  when  children  were  ac- 
quainted more  with  death  — not  in 
the  general  threatening  sense  as 
from  violence  of  TV,  but  in  an  im- 
mediate, at-home  loss.  Grandpar- 
ents and  infant  brothers  and  sisters 
died  right  in  the  home.  In  a rural 
society,  children  had  their  own 
animals  which  died  by  violence  or 
disease  or  by  useful  slaughter.  Birth 
and  death  were  almost  daily  imme- 
diate events  in  the  homestead.  Yes, 
this  must  make  a difference. 


Student:  What  about  TV  — vio- 
lence on  TV? 

Dr.  Reeves:  This  must  make  a 
difference  for  good  and  for  bad.  A 
bigger  difference  is  the  parents 
themselves. 

A bigger  difference  than  TV  is 
that  parents  often  are  not  there  and 
perhaps  a bigger  difference  is  what 
they  are  when  they  are  there. 

I think  about  it.  . . . But,  I have 
no  satisfactory  conclusions.  Things 
as  they  are,  what  would  children  do 
without  TV?  Programs  might  be 
different,  should  be  different.  . . . 
But,  who  is  to  say? 

Student:  You  say  that  persons 
often  react  to  death  first  with  disbe- 
lief or  denial,  then  with  some  degree 
of  hostile  feeling  toward  others  or 
toward  themselves,  and  perhaps 
guilt  feelings.  Then  they  accept  the 
reality  and  resolve  their  feelings  of 
hostility  and  guilt,  or  they  persist  in 
varying  degrees  of  denial,  hostility, 
and  guilt  feelings.  How  can  the 
doctor  or  others  help  in  resolving 
the  grief  process? 

Dr.  Reeves:  Well,  I didn’t  say  all 
of  that,  but  you  said  it  pretty  well. 
You  got  some  mighty  big  words  at 
the  university. 

I'm  no  authority,  but  I guess  I 
have  helped  most  by  being  there.  I 
could  never  leave  the  dying  and  the 
dead  to  the  granny  woman  or  the 
nurse,  as  important  as  they  are. 

The  doctor  has  never  done  all  he 
can  do.  There  is  more  to  medicine 
than  scalpels  and  the  pills. 

We  can  understand  that  when  the 
begrieved  are  refusing  to  accept  a 
loss  they  need  at  the  moment  to 
deny  it.  They  deserve  understand- 
ing at  this  time  and  not  argument.  A 
touch  of  the  hand  is  of  more  worth 
than  a medical  lecture  at  this  time. 

If  the  grieved  one  turns  upon  us, 
we  can  be  helpful,  even  if  un- 
comfortable, in  being  a punching 
bag.  When  we  understand  the 
grieved  patients  need  to  get  it  off  the 
chest,  we  can  accept  the  temporary 
punching-bag  role  with  less  hostility 
ourselves.  Almost  all  patients  who 
have  punched  me  have  been  sorry 
later.  We  should  be  there  off  and  on 
for  the  puncher  to  say  so  and  be 
prepared  to  accept  apology  with 
understanding. 

You  know,  doctors  might  con- 


tribute to  the  bad  responses  of  pa- 
tients and  their  loved  ones  to  death 
and  dying.  Doctors  and  all  the 
medical  people  can  do  so  much 
now,  so  much  that  we  lose  sight  that 
we  are  still  creatures  and  not  the 
Creator. 

I am  convinced  that  I have  never 
hurt  myself  or  any  who  depended 
upon  me  in  being  honest.  I have 
never  regretted  sharing  what  I knew 
and  what  I didn’t  know  with  a pa- 
tient and  the  family. 

Student:  I am  often  asked  at 
non-medical  workshops,  should  the 
physician  tell  the  patient  or  the  pa- 
tient’s family  that  a patient  has  an 
incurable  disease? 

Dr.  Reeves:  By  golly,  be  honest. 
I’ve  been,  and  you'd  better  be! 

That  does  not  involve  being 
crazy.  None  of  us,  dying  or  not, 
want  to  be  told  something  we  al- 
ready know,  most  particularly 
something  that  is  unpleasant.  And 
you  don’t  have  to  be  God  to  be  hon- 
est. 

I have  been  wrong  in  my  judg- 
ments but  never  sorry  in  being  hon- 
est. 

It  is  one  thing  to  say,  “You  have 
an  incurable  cancer.”  It  is  another 
to  say,  “The  best  that  we  know,  you 
have  cancer.  We  will  outline  a pro- 
gram for  you  to  do  all  that  can  be 
done  at  the  present  time.” 

Student:  How  about  old  people? 

Dr.  Reeves:  Be  honest!  Why 
single  out  old  people  for  dishonesty. 
The  family  may  pressure  you  not  to 
tell  grandma  or  grandpa.  Grandma 
and  grandpa  may  already  know.  If 
not,  in  my  experience,  the  old  peo- 
ple accept  bad  news  better  than  any 
other  group.  Survivors  of  the  fittest, 
they  are  more  acquainted  with  grief. 

Student:  You  said  that  perhaps 
the  greatest  contribution  the  physi- 
cian could  make  to  the  dying  and  the 
grieved  was  to  be  there.  In  present 
day  delivery  of  health  and  medical 
services  to  patients,  the  physician 
frequently  can't  “be  there”  with  the 
family  and  others  who  feel  loss.  For 
example,  the  vascular  surgeon  or 
surgical  team  often  is  one  hundred, 
three  hundred,  a thousand  miles 
away. 

Dr.  Reeves:  Yes,  that  is  true  and 
one  of  the  disadvantages  of  all  the 
advantages  in  the  advances  of  tech- 


480 


Vol.  39,  No.  8 


nology.  Hopefully,  the  movement 
will  continue  so  that  almost  all 
American  citizens  will  have  a family 
doctor. 

Still,  the  physician  isn't  and  never 
has  been  the  only  person  who  meets 
needs  of  people.  By  law  and  by  the 
way  things  are,  the  physician  is 
there  at  some  point  in  death.  Since 
he  has  the  opportunity,  he  has  the 
obligation  to  do  what  he  can  where 
he  is. 

As  keen  as  doctors  are,  they  can- 
not get  the  credit  for  the  great  ad- 
vances in  preventing  death  and 
human  suffering.  You  gave  an  ex- 
ample. I'll  give  an  example. 

Back  in  the  hills  before  and  during 
World  War  I,  a major  killer  of  in- 
fants and  little  children  was  intesti- 
nal parasites.  My  pills  and  potions 
never  changed  that.  The  change 
came  with  better  nutrition,  better 
hygiene,  and  a healthier  environ- 
ment. The  same  is  true  with 
typhoid,  typhus,  malaria,  and 
others. 

The  mental  health  workers  and 
social  services  people  and  others  — 


and  don’t  forget  ministers  — are 
helping  people.  It  is  good  that  these 
and  others  are  now  concerned  with 
people’s  needs  in  the  problem  area 
of  death  and  dying. 

When  the  community  was  more 
confined  and  less  complicated, 
perhaps  helping  people  didn’t  need 
as  much  as  now  to  learn  in  a formal 
way  how  to  understand  and  to  deal 
with  grief.  The  workshops  and  jour- 
nal articles  are  good. 

Doctors  might  need  to  refer 
grieved  people  more  often  to  other 
helpers.  We  might  learn  more  from 
them. 

Student:  Dr.  Reeves,  one  more 
question.  How  about  mercy  killing, 
euthanasia? 

Dr.  Reeves:  This  was  never  a per- 
sonal problem  for  me  and  perhaps 
wouldn’t  be  now.  There  is  a com- 
mon sense  difference  in  prolonging 
life  and  prolonging  death.  There  is  a 
common  sense  difference  in  giving 
life  supports  and  death  supports. 
There  is  a difference  in  giving  medi- 
cine to  end  life  and  in  withdrawing 
supports  which  delay  death.  When 


the  treatment  program  is  shared 
with  the  family  or  the  most  respon- 
sible member  or  members  of  the 
family,  misunderstanding  will 
rarely  or  never  occur. 

Student:  Yet,  misunderstanding 
does  occur  and  the  ethical  problem 
still  exists. 

Dr.  Reeves:  Well,  most  real  ethi- 
cal problems  are  not  solved.  I’m  not 
talking  about  whether  you  dance  or 
don’t  dance.  Real  ethical  problems 
have  something  to  do  with  human 
dignity,  human  worth.  These  prob- 
lems are  eternal  and  their  solution  is 
in  a process  and  not  a status. 

Student:  I’ll  think  about  that  one. 
1 don't  wish  to  tire  you  out. 

Dr.  Reeves:  It’s  you  that’s  tired. 

Student:  Well,  as  ever,  1 do  thank 
you. 

Dr.  Reeves:  What  for?  1 enjoyed 
the  visit. 

Student:  I am  grateful  that  you 
are  you  and  that  you  have  embraced 
me  in  all  my  practice  life.  You  have 
taught  me  much. 

Dr.  Reeves:  You  always  could  lay 
it  on.  1 didn’t  teach  you  that. 


I fixed  a musket  Barrel  to  the  pulmonary  Vein,  near  its  Entrance  into  the  left  Auricle;  and  tyed  the 
ascending  and  descending  Aorta 's  fast,  at  some  Distance  from  their  branching  off  from  each  other.  Then 
placing  the  Barrel  in  a perpendicular  Posture,  with  a Funnel  on  the  top  of  it,  I poured  in  melted  Bees-wax, 
till  the  Funnel  was  half  filled.  Yet  as  I had  found  by  Experience,  this  perpendicular  Height  of  melted 
Wax,  which  was  nearfour  Feet,  would  not  have  filled  the  Auricle  and  Ventricle,  it  1 had  not  at  the  same 
time  taken  care  to  pass  a small  brass  Pipe,  thro’  one  of  the  ascending  Branches  ot  the  Aorta,  into  the  left 
Ventricle;  thro’  which  the  Air  passed  off  as  the  Wax  entered  into  the  Ventricle,  the  brass  Pipe  being  at  the 
same  time  gradually  drawn  up  by  an  Assistant,  who  as  soon  as  all  the  Air  was  driven  out  tyed  that  Branch 
of  the  Aorta  to  prevent  the  flowing  out  of  the  Wax.  Statical  Essays:  Containing  Haemastaticks  by 
Stephen  Hales,  London,  1733. 
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CURRENT  THERAPY 


The  Use  of  Heparin  and 
Warfarin  as  Anticoagulants 


John  J.  Stuart,  Ph.D.,  M.D. 


HEPARIN 

HEPARIN  is  a mucopolysac- 
charide which  is  commercially 
derived  from  beef  lung  or  pork  in- 
testine. There  are  no  differences 
between  bovine  and  porcine  hepa- 
rin in  efficacy  or  antigenicity.  The 
anticoagulant  action  of  heparin  has 
been  shown  to  be  mediated  by  the 
plasma  protein  antithrombin  IIP 
which  will  slowly  react  with  and 
neutralize  any  activated  clotting 
factors  which  are  free  in  the  circu- 
lation. Heparin  binds  electrostati- 
cally to  the  antithrombin  III 
molecule  and  speeds  as  much  as  a 
hundred  times  its  rate  of  reaction 
with  activated  clotting  factors.  In 
the  absence  of  antithrombin  111, 
heparin  has  no  anticoagulant  activ- 
ity2 and  so  might  properly  be  called 
“antithrombin  III  cofactor.” 

Metabolism 

Heparin  is  extensively  bound  to 
fibrinogen  and  globulins  in  the 
blood.3  Its  volume  of  distribution  in 
therapeutic  dosage  is  confined  to 
the  plasma  volume.  Little  is  known 
about  the  effect  of  other  drugs  on  its 
protein  binding.  At  therapeutic  dos- 
age the  biological  half-life  of  heparin 
is  approximately  1 V2  hours,  al- 
though this  may  vary  considerably 
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from  individual  to  individual.4 
Heparin  is  metabolized  by  the  liver 
and  at  other  sites  in  the  body  pre- 
sently uncharacterized.  The  dosage 
should  be  diminished  in  patients 
with  severe  liver  disease  and  given 
only  with  great  caution  if  the  pro- 
thrombin time  is  prolonged  because 
of  liver  disease. 

There  is  disagreement  concerning 
the  role  of  renal  excretion  in  heparin 
metabolism.  Both  no  change5  and 
prolongation*  of  the  half-life  of 
heparin  have  been  reported  in 
uremic  and  anephric  patients.  An 
additional  consideration  in  an- 
ticoagulating patients  with  uremia  is 
the  qualitative  platelet  defect,  re- 
versible by  dialysis,  which  can  pre- 
dispose them  to  bleeding.  Therefore 
it  is  safest  to  keep  heparin  dosage  at 
the  lower  end  of  the  therapeutic 
range . 

Monitoring  Heparin  Dosage 

Controversy  surrounds  the  ques- 
tion of  how  to  determine  heparin 
dosage  and  assess  response.  Be- 
sides many  variables  which  affect 
the  accuracy  of  laboratory  tests, 
there  remains  the  problem  of  what  is 
“enough  but  not  too  much”  hepa- 
rin. Furthermore,  little  is  known 
about  ideal  dosage  in  relationship  to 
the  site  of  thrombosis  and  the  indi- 
vidual potential  for  “hypercoagula- 
bility.” 


Because  anticoagulated  patients 
may  bleed  despite  monitoring,  some 
feel  that  monitoring  tests  are  of  little 
predictive  value.  However,  most 
authorities  recommend  using  the 
whole  blood  clotting  time  (WBCT) 
or  the  activated  partial  thrombo- 
plastin time  (aPTT)  to  adjust  the 
dosage  of  heparin.  Either  test  ap- 
pears reliable  if  properly  per- 
formed. The  aPTT  takes  less  time 
and  does  not  have  to  be  performed 
at  the  bedside,  but  its  sensitivity  to 
heparin  varies  greatly  with  the 
source  of  the  thromboplastin.  The 
technique  of  performing  the  aPTT, 
whether  by  tilt  tube  or  an  automated 
method,  influences  the  result.  It  is 
important,  therefore,  for  a labora- 
tory to  test  the  sensitivity  and 
linearity  of  their  assay  system  and 
to  retest  it  at  intervals.  The 
therapeutic  aPTT  for  a heparinized 
patient  is  usually  given  as  1 V2  to  2'i 
times  the  normal  control,  a range 
which  may  not  apply  to  every  labor- 
atory. The  usual  therapeutic  range 
for  the  WBCT  is  2 to  3 times  the 
control  (20-30  min).7 

Administration  of  Heparin 

If  pulmonary  embolism  or  deep 
venous  thrombosis  is  suspected  but 
diagnostic  procedures  must  be  de- 
layed, the  patient  may  be  given 
heparin  which  can  be  discontinued 
if  the  diagnostic  studies  are  normal. 
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It  has  been  asserted  that  giving 
aeparin  by  continuous  intravenous 
.nfusion  provides  the  maximum 
combination  of  safety  and  efficacy,8 
although  a recent  trial  has  failed  to 
show  a difference  between  continu- 
ous infusion  and  bolus  injection.9 
Whether  the  increased  safety  of 
continuous  infusion  heparin  is  con- 
firmed, administration  of  heparin  by 
continuous  infusion  simplifies  the 
obtaining  of  blood  samples  for 
monitoring.  Continuous  infusion 
heparin  requires  more  nursing  care 
if  a constant  rate  of  infusion  is  to  be 
maintained  and  the  danger  of  over- 
heparinization from  too  rapid  ad- 
ministration avoided.  This  risk  may 
be  minimized  by  using  a small  100  cc 
reservoir  into  which  heparin  can  be 
placed  every  two  hours.  A continu- 
aus  infusion  pump  may  also  be 
used.  If  careful  observation  is  not 
possible,  however,  the  administra- 
tion of  heparin  every  four  hours  by 
intravenous  bolus  injection  is  pref- 
erable; 24,000  to  30,000  units  of 
heparin  is  given  every  24  hours  and 
a aPTT  or  WBCT  determined  just 
before  a dose  is  to  be  given. 

Before  a patient  is  given  heparin, 
the  prothrombin  time  ( PT ) , aPTT  or 
PTT  and  a platelet  count  should  be 
obtained  so  that  pre-existing 
coagulopathy  can  be  excluded.  A 
loading  dose  of  heparin  (100 
units/kg)  is  given  and  a continuous 
intravenous  infusion  begun.  Fifteen 
U per  kg  per  hour  should  be  given 
for  treatment  of  deep  venous 
thrombosis  while  20  U per  kg  per 
hour  may  be  employed  for  patients 
with  pulmonary  embolism  because 
of  the  evidence  that  they  are  initially 
resistant  to  heparin.10  Usually 
heparin  dosage  in  pulmonary  em- 
bolism must  be  decreased  after  24  to 
48  hours  as  the  patient’s  sensitivity 
to  heparin  increases.  Six  hours  after 
infusion  is  begun,  an  aPTT  is  ob- 
tained and  determined  daily  there- 
after. The  heparin  dose  should  be 
adjusted  to  keep  the  aPTT  between 
llA  and  2>/2  times  the  normal  aPTT 
control.  If  these  limits  are  ex- 
ceeded, the  aPTT  should  be  re- 
peated to  be  sure  that  a change  has, 
indeed,  occurred  before  altering 
dosage. 

Patients  with  deep  vein  throm- 
bophlebitis and/or  pulmonary  em- 


bolus should  be  treated  at  least  7 to 
10  days  with  intravenous  heparin.7 
If  warfarin  is  given  for  chronic  an- 
ticoagulation, it  should  be  started 
between  the  third  and  fifth  days. 
Before  warfarin  is  begun,  a PT  is 
obtained  to  be  sure  it  is  not  pro- 
longed, although  a continuous  infu- 
sion of  heparin  at  therapeutic  dos- 
age does  not  usually  prolong  the 
PT.8 

Warfarin  and  heparin  should  be 
given  concurrently  for  about  five 
days  because  a reliable  anticoagu- 
lant effect  by  warfarin  is  not 
achieved  for  at  least  five  days  after 
it  is  started.11  If  the  prothrombin 
time  is  then  in  the  therapeutic  range, 
(between  2 and  2Vi  times  the  con- 
trol). heparin  may  be  discontinued. 
If  swelling  and  pain  in  a phlebitic  leg 
persists  or  if  pulmonary  embolus 
recurs  during  heparin  administra- 
tion, the  drug  can  be  given  for  a 
longer  period  or  other  therapies 
employed.  The  patient’s  platelet 
count  should  be  determined  ap- 
proximately every  three  days  if 
heparin-induced  thrombocytopenia 
is  to  be  recognized;  if  this  appears, 
heparin  should  be  discontinued. 
Dextran  70  may  be  substituted, 
usually  in  a dose  of  500  cc/day  given 
at  100  cc/hour  intravenously.  Dex- 
tran has  a long  half-life  and  should 
not  be  used  in  patients  with  poor 
renal  or  cardiovascular  function  be- 
cause of  the  risk  of  inducing  fluid 
overload.  In  rare  instances,  Dex- 
tran has  caused  anaphylaxis.  It  is 
not  as  effective  as  heparin  but  con- 
tinuing heparin  administration  in 
the  face  of  thrombocytopenia  may 
lead  to  further  thrombotic  compli- 
cations as  well  as  hemorrhage.12-13 

Complications  of  Heparin  Therapy 

Hemorrhage,  the  major  compli- 
cation of  anticoagulant  therapy,  can 
occur  when  the  aPTT  is  in  the  pro- 
per range  although  it  is  more  likely 
to  occur  when  the  patient  has  obvi- 
ously been  given  too  much  heparin. 
Serious  hemorrhage  can  be  pre- 
vented if  the  stool  and  urine  are 
tested  regularly  for  blood  and  the 
hematocrit  measured  frequently.  If 
blood  is  detected  or  the  hematocrit 
drops  significantly,  the  dosage  of 
heparin  should  be  reduced.  Bleed- 
ing into  the  skin,  joint  spaces. 


pericardium  and  brain  can  be  the 
first  evidence  of  excessive  heparin. 
Thrombocytopenia,  possibly  im- 
mune-mediated,  may  occur  and  se- 
vere osteoporosis  has  been  ob- 
served in  patients  given  heparin  for 
more  than  three  months.14  A flow 
sheet  for  recording  the  PT,  aPTT, 
heparin  and  warfarin  dosage, 
hematocrit,  urinalysis  and  stool  ex- 
amination is  essential  for  adequate 
observation  and  control  of  therapy. 

Low-Dose  Heparin 

Heparin  can  be  given  subcutane- 
ously in  the  dose  of  5,000  U every  8 
to  12  hours  for  the  prevention  of 
venous  thrombosis.  It  is  not  effec- 
tive for  treating  an  established  ven- 
ous thrombosis  but  it  is  shown  to  be 
of  value  in  preventing  deep  vein 
thrombophlebitis  and  pulmonary 
embolus  when  given  preoperatively 
and  continued  until  the  patient  is 
ambulatory.15  It  is  also  efficacious 
in  preventing  these  complications  in 
elderly  bedridden  medical  patients 
with  stroke,  congestive  heart  fail- 
ure, cancer,  diabetes  and  myocar- 
dial infarction  but  is  of  questionable 
value  in  preventing  deep  vein 
thrombophlebitis  after  orthopedic 
surgery  on  the  legs.  When  low-dose 
heparin  is  given,  an  aPTT  should  be 
obtained  before  the  first  dose  and 
another  shortly  before  the  next  dose 
to  ascertain  whether  the  patient  is 
unusually  sensitive  to  heparin. 
Low-dose  heparin  does  not  gener- 
ally prolong  the  aPTT  outside  the 
normal  range.  If  such  a prolongation 
should  occur  in  a patient  scheduled 
for  surgery,  the  dosage  should  be 
reduced  or  omitted.  Low-dose 
heparin  has  been  associated  with 
thrombocytopenia  as  has  full  dose 
heparin.10  Therefore,  the  platelgt 
count  in  these  patients  should  be 
followed  closely. 

WARFARIN 

The  most  commonly  used  oral 
anticoagulant  is  warfarin,  a couma- 
rin  derivative,  although  other  drugs 
are  available  (Table  1).  It  is  a vita- 
min K antagonist  which  inhibits  the 
synthesis  of  biologically  active 
factors  II,  VII,  IX  and  X which  are 
involved  in  both  the  extrinsic  and 
intrinsic  pathway  of  coagulation. 
The  administration  of  warfarin  re- 
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Table  1 

Vitamin  K Antagonists 


Drug 

Bishydroxycoumarin 

Warfarin 

Acenocoumarin 

Amsindione 


Trade  Name 

Dicumarol 

Coumadin,  Panwarfm 

Sintrom 

Miradon 


suits  in  the  prolongation  of  both  the 
PT  and  the  PTT  (Fig.  1).  Tradi- 
tionally. the  PT  has  been  used  to  as- 
sess warfarin’s  anticoagulant  effect. 

Metabolism 

Warfarin  is  metabolized  entirely 
by  the  liver,  so  it  should  not  be  used 
in  patients  with  severe  liver  disease 
because  of  unpredictable  changes  in 
its  metabolism  and  because  of  the 
extreme  sensitivity  of  a damaged 
liver  to  its  action.  Its  anticoagulant 
action  is  slow  in  comparison  to 
heparin  because  of  the  prolonged 
half-life  of  factors  II  and  IX,  X (72 
hours  and  24  hours,  respectively). 
Factor  VII.  on  the  other  hand,  has  a 
short  half-life  (4  hours)  and  the  ad- 
ministration of  large  doses  of  warfa- 
rin completely  suppresses  factor 
VII  synthesis  so  that  its  concentra- 
tion approaches  zero  at  24  hours. 
This  results  in  a markedly  pro- 
longed PT  before  a significant  anti- 
thrombotic effect  can  be  demon- 
strated." For  this  reason  warfarin 
should  be  given  in  doses  of  10  to  15 
mg  daily  until  a therapeutic  PT  is 
achieved  rather  than  by  a large 
loading  dose  initially17. 

Therapeutic  Use  of  Warfarin 

Warfarin  decreases  the  rate  of 
recurrence  of  venous  thromboem- 


Intrinsic  Extrinsic 


Fig.  1.  The  extrinsic  and  intrinsic  coagula- 
tion pathways. 


holism  in  patients  who  have  been 
properly  treated  with  heparin  dur- 
ing the  acute  attack.18  In  the 
uncomplicated  case,  this  protection 
extends  for  three  months  after  the 
acute  episode.  Thereafter,  the  low 
rate  of  recurrence  of  venous  throm- 
boembolism is  the  same  in  patients 
who  are  not  taking  warfarin  as  in 
those  who  are.  For  this  reason, 
many  suggest  that  warfarin  be  given 
for  three  months  unless  cir- 
cumstances dictate  a change. 
Keeping  the  PT  in  the  therapeutic 
range  of  2 to  2 Vi  times  control  will 
minimize  the  possibility  of  hemor- 
rhage.19 As  in  monitoring  heparin 
effect,  periodic  measurement  of  the 
hemoglobin  and  examination  of 
urine  and  stool  for  blood  is  impor- 
tant, and  women  should  be  ob- 
served for  easy  bruising  and 
meno-metrorrhagia.  Warfarin  also 
interacts  with  many  commonly  ad- 
ministered drugs20  (Table  2).  As  few 
medications  as  possible  should  be 


DEFINITIONS 

Prothrombin  Time 
The  prothrombin  time  (PT)  mea- 
sures the  integrity  of  the  extrinsic 
pathway.  A commercially  available 
substitute  for  tissue  factor  (lipo- 
protein) is  added  to  citrated  patient 
plasma  which  is  then  recalcified 
and  the  time  to  clot  formation 
noted.  This  interval  is  reported 
along  with  the  value  for  a sample  of 
normal  plasma  (“control  value”). 
Normal  individuals  should  have  a 
PT  within  3 seconds  of  the  control. 
Partial  Thromboplastin  Time 
The  partial  thromboplastin  time 
(PTT)  measures  the  integrity  of  the 
intrinsic  pathway.  A commercially 
available  substitute  for  platelet  fac- 
tor 3 (phospholipid)  is  added  to  cit- 
rated patient  plasma  and  the  time 
to  clot  formation  noted.  When  an 
“activator”  such  as  kaolin  is  also 
present,  the  test  is  the  activated 
partial  thromboplastin  time  (aPTT). 
The  aPTT  is  more  sensitive  to  hepa- 
rin and  more  widely  used.  The  PTT 
should  be  compared  with  a normal 
range  established  in  each  labora- 
tory. 

Whole  Blood  Clotting  Time 
Also  called  the  Lee-White  test, 
the  whole  blood  clotting  time 
(WBCT)  measures  the  time  neces- 
sary for  freshly  drawn  blood  to  clot 
in  a glass  tube.  When  used  to 
monitor  heparin  effect,  the  WBCT 
should  be  compared  before  and 
after  heparin  administration. 


Table  2 

Drug  Interactions  With  Warfarin 

Potentiates  Diminishes  Causes  Separate 

Warfarin  Warfarin  Effect  Hemostatic  Defect 

Clofibrate  Barbiturates  Aspirin 

Phenylbutazone  Glutethimide  Heparin 

Rifampin  Dextran 

Cholestyramine  Dipyridamole 


given  patients  who  are  taking  warfa- 
rin. Aspirin  and  aspirin  containing 
compounds  should  be  avoided,  not 
because  of  their  effect  on  the  sen- 
sitivity of  the  patient  to  warfarin, 
which  is  minimal  at  low  doses,  but 
because  they  induce  a second 
hemostatic  lesion,  a qualitative 
platelet  defect,  which  will  increase 
the  patient's  likelihood  of  bruising 
and  bleeding.  Most  difficulties  with 
hemorrhage  or  recurrent  throm- 
bosis are  related  to  the  failure  of  the 
physician  to  check  the  PT  often 
enough.  In  the  beginning,  weekly  or 
twice  weekly  checks  may  be  neces- 
sary. If  stability  is  achieved,  the 
frequency  of  determinations  can 
then  be  reduced. 

Subcutaneous  heparin  may  be 
given  instead  of  warfarin  for  long- 
term anticoagulation.  Flere  the  pa- 
tient is  taught  to  inject  his  own 
heparin,  the  usual  dose  being  10,000 
to  15,000  units  subcutaneously 
b.i.d.  Studies  to  ascertain  the  effec- 
tiveness of  this  program  are  in  prog- 
ress. 

How  and  When  to 
Reverse  Anticoagulation 

When  heparin  must  be  discon- 
tinued because  of  bleeding  in  a pa- 
tient with  normal  liver  function,  the 
blood  level  of  heparin  will  be  practi- 
cally zero  after  four  hours.  There- 
fore, if  the  hemorrhage  is  minor, 
discontinuing  heparin  may  be  suffi- 
cient. When  bleeding  is  more  seri- 
ous, protamine  sulfate,  a basic 
polyamine  which  combines  with  the 
heparin  molecule  rendering  it  in- 
capable of  binding  to  antithrombin 
III,  may  be  injected.  Protamine 
sulfate,  50  mg  in  5 ml  bacteriostatic 
water  for  a concentration  of  10 
mg/ml,  is  given  intravenously  at  a 
rate  not  to  exceed  5 mg/min.  One 
milligram  should  be  injected  for 
every  100  units  of  heparin  thought 
to  be  circulating.  The  amount  of  re- 
sidual heparin  can  be  estimated  by 


484 


Vol.  39,  No.  8 


remembering  that  the  plasma  half- 
life  of  heparin  is  approximately  IV2 
hours.  The  injection  of  protamine  in 
excess  of  that  needed  to  neutralize 
the  circulating  heparin  should  be 
avoided  since  protamine  sulfate 
may  itself  act  as  an  anticoagulant. 
When  the  PT  is  excessively  long, 
the  likelihood  of  serious  hemor- 
rhage and  the  need  for  continued 
anticoagulation  must  be  weighed.  A 
young  person  with  a PT  in  the  range 
of  40-50  seconds,  who  is  not  bleed- 
ing, may  tolerate  this  state  well. 
Simply  discontinuing  warfarin  may 
be  all  that  is  necessary  to  bring  the 
PT  into  the  required  range.  Elderly 
people  with  the  PT  similarly  pro- 
longed are  more  likely  to  have  dis- 
astrous bleeding,  especially  into  the 
central  nervous  system,  and  should 
be  treated.  If  a patient  requires  con- 
tinuing therapy,  the  PT  may  be 
brought  into  the  proper  range  by 
administering  fresh  frozen  plasma 
which  replaces  the  factors  II,  VII, 
IX  and  X.  Because  factor  VII  has  a 
short  half-life  of  four  hours  and 
warfarin  has  a half-life  of  36  hours, 
plasma  may  be  needed  twice  daily 
to  keep  the  PT  in  the  desirable 
range.  The  disadvantage  of  using 
plasma  is,  of  course,  the  risk  of 
hepatitis.  If  the  patient  no  longer 
needs  warfarin,  its  effect  may  be  re- 
versed by  the  administration  of  vi- 
tamin K.  When  the  PT  is  markedly 
prolonged,  vitamin  K is  usually  best 
given  intravenously  since  intramus- 
cular administration  may  result  in  a 
hematoma.  It  may  be  given  safely 
intravenously  if  10  to  20  mg  are  dis- 


solved in  20-30  ml  fluid  and  given 
over  20  to  30  minutes.  Anaphylactic 
reactions  have  occurred  when  vi- 
tamin K was  given  as  an  IV  bolus.21 
Correction  of  the  prolonged  PT  by 
this  means  will  take  8 to  24  hours. 
Therefore,  if  the  patient  is  bleeding 
heavily,  the  immediate  administra- 
tion of  fresh  frozen  plasma,  2 to  3 
units,  is  indicated  in  addition  to  vi- 
tamin K for  immediate  reversal  of 
the  prolonged  PT. 

Anticoagulation  Failures 

Recurrent  venous  thromboem- 
bolism while  the  patient  is  taking 
heparin  or  warfarin  should  not 
automatically  be  interpreted  as  an 
anticoagulant  failure.  Often  it  will 
be  found  that  the  anticoagulation  is 
inadequate.  Monitoring  drug  dos- 
age should  assure  adequate  treat- 
ment. In  definite  anticoagulant  fail- 
ure, vena  caval  interruption  may  be 
carried  out  or  another  anticoagulant 
used.  After  inferior  vena  cava  liga- 
tion or  insertion  of  a vena  caval  um- 
brella, anticoagulation  must  be 
continued,  if  possible,  because  em- 
bolization may  occur  through  col- 
laterals that  develop  after  the  vena 
cava  is  obstructed.  With  warfarin 
failure  subcutaneous  heparin  may 
be  added,  as  may  antiplatelet  agents 
such  as  dipyridamole,  aspirin,  or 
sulfinpyrazone.  The  efficacy  of 
such  regimens  has  not  been  ade- 
quately studied.  In  general,  vena 
caval  interruption  has  fallen  from 
favor  recently  because  of  the  mor- 
bidity of  surgery,  post-operative 
complications  from  obstruction  of 


venous  return  and  eventual  de- 
velopment of  venous  collateral 
channels  through  which  emboli  can 
again  pass  to  the  lungs.  The  most 
widely  accepted  indication  for  vena 
caval  interruption  is  severe  throm- 
bocytopenia or  active  cerebral  or 
gastrointestinal  bleeding  in  a patient 
with  documented  pulmonary  em- 
bolus. 
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I chose  this  Method  of  injecting  from  a perpendicular  Height  rather  than  by  a Syringe,  both  because 
1 was  by  this  means  assured  of  the  Force  with  which  the  injected  Cavity  of  the  Heart  was  dilated,  which  is 
more  uncertain  with  a Syringe;  and  also  because  this  dilating  Force  from  the  perpendicular  Height, 
continued  acting  uniformly  till  the  Wax  was  grown  stiff  and  hard.  Statical  Essays.  Containing  Haema- 
staticks  by  Stephen  Hales,  London,  1733. 
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Thyroid  Function  Testing:  An  Introduction 
to  the  Thyrotropin-Releasing  Hormone 
(TRH)  Stimulation  Test 


Denis  I.  Becker,  M.D. 


ABSTRACT  The  recently  intro- 
duced thyrotropin-releasing  hor- 
mone (TRH)  Stimulation  Test  has 
proven  useful  in  the  evaluation  of 
many  types  of  thyroid  disease  per- 
mitting more  accurate  diagnoses  and 
facilitating  definitive  therapy.  Three 
cases  which  demonstrate  its  value  to 
practicing  physicians  are  presented. 

INTRODUCTION 

THYROID  function  testing,  with 
indirect  measurement  of  free 
thyroxine  secretion  (as  with  the 
total  thyroxine),  circulating  thy- 
roid-binding globulin  (the  T.i  uptake 
test),  and  thyrotropin  (TSH)  secre- 
tion permits  diagnosis  of  most  cases 
of  hypothyroidism  — primary  (thy- 
roprivic),  secondary  (pituitary),  or 
tertiary  (hypothalamic).  Radio- 
iodine uptake  is  rarely  needed  in  the 
diagnosis  of  thyroid  hypo-  and  hy- 
persecretory states  except  when 
hyperthyroidism  is  associated  with 
thyroiditis  or  thyroid  hormone  ad- 
ministration. The  T.i  concentration 
can  help  elucidate  those  cases  of  T a 
toxicosis.  Antithyroglobulin  and 
antimicrosomal  antibodies  and  the 
sedimentation  rate  are  useful  in  the 
evaluation  of  patients  with  thyroid- 
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itis  (which  can  present  as  hyperthy- 
roidism). Lastly,  thyroid  scanning 
with  iodine  isotopes  131  or  123,  or 
Pertechnetate  is  useful  in  evaluating 
a thyroid  nodule  or  when  occult 
thyroid  malignancy  is  suspected. 

Few  other  tools  are  needed  for 
confident  evaluation  of  potential 
thyroid  pathophysiology.  The  PB1 
is  occasionally  useful  in  evaluating 
thyroiditis  (or  states  of  exogenous 
iodine  excess)  when  compared  to  a 
simultaneously  obtained  total  Ti. 
The  perchlorate  discharge  test  may 
be  useful  in  evaluating  goiterous 
patients.  Assays  for  reverse  T:s  are 
being  used,  along  with  TSH  and  Tj 
assays,  to  screen  for  congenital 
hyperthyroidism.  Assays  for  LATS 
are  being  used  in  selected  patient 
groups  in  the  evaluation  of  Graves’ 
disease.  The  TSH  stimulation  test 
occasionally  gives  valuable  infor- 
mation when  used  in  association 
with  the  radioiodine  uptake  study 
and  scanning.  The  T.i  suppression 
test  is  a classical  tool  to  evaluate 
patients  with  suspected  autono- 
mous thyroid  function. 

While  the  T3  suppression  test  is 
not  identical  to  the  thyrotropin- 
releasing hormone  (TRH)  stimula- 
tion test,  it  has  been  virtually 
supplanted  by  this  latter  procedure. 
It  is  the  purpose  of  this  paper  to 
further  acquaint  the  clinician  with 


the  TRH  stimulation  test,  with 
specific  emphasis  on  its  utility  for 
facilitating  definitive  diagnosis  in 
the  office. 

THE  TRH  STIMULATION  TEST 

An  understanding  of  the  TRH 
stimulation  test  is  contingent  upon  a 
familiarity  with  the  principle  gov- 
erning regulation  of  most  endocrine 
glands:  negative  feedback.  Thyro- 
tropin releasing  hormone,  a hypo- 
thalamic factor,  is  released  to 
stimulate  the  anterior  pituitary  se- 
cretion of  thyroid  stimulation  hor- 
mone (TSH)  which  in  turn  promotes 
thyroxine  synthesis  and  release 
from  the  thyroid  gland.  In  states  of 
thyroxine  deficiency  (as  in  primary 
hypothyroidism)  TSH  is  elevated; 
conversely,  in  states  of  thyroxine 
excess  (as  in  either  primary  hyper- 
thyroidism or  iatrogenic  hyper- 
thyroidism) the  secretion  of  TSH  is 
suppressed.  In  this  latter  condition, 
administration  of  exogenous  TRH 
cannot  bring  about  TSH  secretion, 
while  in  states  of  thyroxine  deple- 
tion, there  is  an  exaggerated  re- 
sponse of  the  pituitary  to  TRH 
stimulation.1  The  test  is  performed 
with  the  patient  supine,  with  fre- 
quent blood  pressure  recordings  to 
monitor  the  often  significant  tran- 
sient hypertension  following  ad- 
ministration. The  patient  is  in- 
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formed  that  nausea  or  flushing  is 
often  momentarily  experienced. 
TRH*  is  rapidly  injected  intraven- 
ously in  a dosage  of  500  meg  with 
venous  sampling  done  before  the 
injection  and  again  at  30  minutes  for 
TSH  assay. 

USES  OF  THE  TRH 
STIMULATION  TEST 

One  of  the  most  useful  indications 
for  the  TRH  stimulation  test  is  to 
clarify  the  diagnosis  of  hyper- 
thyrodism2  (whether  due  to 
thyroiditis  or  exogenous  adminis- 
tration of  thyroid  hormone.)  The  Ts 
suppression  test,  which  has  been 
used  to  confirm  the  diagnosis  of 
autonomous  thyroid  function,  is 
often  hazardous,  as  with  an  elderly 
patient  with  suspected  thyrocardiac 
disease.3  The  TRH  stimulation  test 
can  lead  more  quickly  to  a definitive 
diagnosis,  with  little  risk  to  the  pa- 
tient. In  thyroxine  excess  there  will 
be  no  increase  in  circulating  TSH 
after  TRH  administration.  This  re- 
flects the  negative  feedback  sup- 
pression of  pituitary  responsive- 
ness. Cases  1 and  2 demonstrate  the 
utility  of  the  TRH  stimulation  test  in 
clarifying  the  diagnosis  of  possible 
hyperthyroidism,  thus  allowing  the 
physician  to  recommend  definitive 
therapy. 

CASE  HISTORY  NO.  I 

E.  F.,  a 59-year-old  female  with  a 
two-year  history  of  back  pain,  was 
seen  by  her  orthopedic  surgeon  who 
noted  that  the  patient  felt  that  she 
was  getting  shorter.  There  was  no 
history  of  weight  loss,  palpitations, 
heat  intolerance  or  change  in  bowel 
habit.  On  physical  examination  she 
was  extremely  frail,  exhibited 
marked  dorsal  kyphosis,  and  ap- 
peared older  than  her  stated  age. 
Her  heart  rate  was  90  and  regular. 
Her  skin  was  dry  and  her  thyroid 
was  finely  nodular  and  symmetric 
weighing  about  25  gms.  The  T-i  by 
radioimmunoassay  was  14.0  mcg/dl 
(normal  4-12),  T:s  uptake  51%  (nor- 
mal 38-58)  and  a 24-hour  radioactive 
iodine  uptake  was  30%.  The 
baseline  TSH  level  was  3.9  mlU/ml 


*Protireline  (Thypinone)  is  the  synthetic  tripeptide  believed 
to  be  structurally  identical  with  naturally-occurring 
thyrotropin-releasing  hormone  and  is  supplied  by  Abbott 
Laboratories,  Chicago,  Illinois. 


and  the  value  30  minutes  after  500 
meg  of  TRH  was  3.7  mlU/ml.  This 
was  interpreted  to  be  consistent 
with  the  patient’s  hyperthyroidism 
which  was  thought  to  be  contribu- 
ting to  her  severe  postmenopausal 
osteoporosis,  demonstrated  radio- 
graphically. After  definitive  treat- 
ment with  6 mCi  of  radioactive 
iodine,  the  patient  became 
euthyroid,  her  strength  improved, 
and  her  back  pain  resolved. 

CASE  HISTORY  NO.  2 

L.T.,  a 32-year-old  female,  pre- 
sented with  the  chief  complaint  of 
increasing  nervousness  of  eight 
years  duration.  She  was  referred  by 
her  gynecologist,  who  has  been 
seeing  her  for  dysmenorrhea,  be- 
cause of  a history  of  recent  weight 
loss  of  six  pounds  and  complaints  of 
increased  perspiration.  The  results 
of  a screening  thyroid  panel  (in- 
cluding T4  by  radioimmunoassay 
and  T.3  uptake)  were  reported  to  be 
at  the  upper  limits  of  normal.  Ap- 
proximately two  weeks  before 
being  seen  in  consultation  she  had 
had  a normal  oral  cholecystogram 
for  the  evaluation  of  abdominal 
pain.  Her  blood  pressure  was 
114/78,  heart  rate  100  and  regular, 
her  skin  was  dry,  there  was  no 
tremor,  and  her  thyroid  was  normal 
to  palpation.  A baseline  TSH  was 
1.8  mlU/ml  and  the  TSH  level  30 
minutes  after  TRH  500  meg  I.V. 
was  20.2  mlU/ml.  While  this  patient 
might  have  been  hyperthyroid  be- 
fore this  evaluation,  as  with  hyper- 
thyroiditis, the  TRH  stimulation 
test  conclusively  ruled  out  thyroid 
disease  and  allowed  her  physician 
to  focus  on  the  treatment  of  her 
anxiety. 

Hypothyroidism  may  be  a very 
subtle  diagnosis.  When  total  T4  and 
T.3  resin  uptake  are  depressed,  with 
inappropriately  low  TSH,  hypo- 
thalamic hypothyroidism  may  be 
differentiated  from  pituitary  hypo- 
thyroidism by  the  TSH  response  to 
TRH  administration.4  A more 
common  indication  for  the  TRH 
stimulation  test  is  the  evaluation  of 
a patient  with  symptoms  suggesting 
hypothyroidism,  who  presents  with 
a low  normal  T4  and  a high  normal 
TSH  determination.  An  exag- 
gerated response  to  TRH  may  be 


the  most  sensitive  indicator  of  eariy 
hypothyroidism  in  this  instance. 
Case  3 is  a good  example  of  this. 

CASE  HISTORY  NO.  3 

M.P.,  a 50-year-old  female  with 
multisystemic  nonspecific  com- 
plaints, had  a routine  thyroid 
screening  panel  when  she  men- 
tioned that  she  had  discontinued  her 
long-standing  thyroid  replacement 
therapy  years  earlier;  she  had  not 
accepted  the  reassurances  of  her 
personal  physician  that  there  was 
no  proved  association  between 
breast  cancer  and  thyroid  hormone 
therapy.  Her  physicial  examination 
was  entirely  normal.  Her  T4  by 
radioimmunoassay  was  4.9  mcg/dl 
(normal  4-12),  T:s  uptake  was  47% 
(normal  38-58).  Her  TSH  was  10.5 
mlU/ml  (normal  0-12).  Her  border- 
line low  T4  associated  with  the  bor- 
derline high  TSH  led  to  a TRH 
stimulation  test  with  a baseline  TSH 
value  of  8.8  mlU/ml  and  a 30-minute 
specimen  for  TSH  which  was  re- 
ported to  have  greater  than  100 
mlU/ml.  This  was  considered  to  be 
an  excessive  response,  indicative  of 
early  thyroid  insufficiency,  and  the 
patient  was  given  a lifetime  pre- 
scription for  L-thyroxine,  0.15  mgm 
daily,  with  a detailed  explanation  of 
the  controversy  regarding  thyroid 
hormone  replacement  and  breast 
cancer. 

In  patients  taking  average  main- 
tenance doses  of  thyroxine  re- 
placement therapy,  especially  those 
with  histories  of  significant  cardiac 
disease,  the  TRH  stimulation  test 
may  also  serve  to  evaluate  the  ade- 
quacy of  replacement  therapy  when 
symptoms  of  hypothyroidism  per- 
sist. 

It  should  be  appreciated  that 
TRH  stimulation  is  also  followed  by 
a rise  of  triiodothyronine  about 
three  hours  after  administration,  so 
that  T.-i  measurement  can  provide  an 
alternative  index  of  thyroid  respon- 
siveness.’ Release  of  prolactin  is 
also  consistently  stimulated  by 
TRH  administration,  so  that  it  may 
be  assayed  in  the  evaluation  of  the 
hypothalamic-pituitary  axis. 11  Fi- 
nally, although  the  TRH  stimulation 
test  gives  information  similar  to  the 
traditional  T.t  suppression  test,  the 
two  tests  are  not  identical.  For  in- 
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stance,  it  is  entirely  possible  for  a 
patient  with  Graves'  disease  treated 
by  subtotal  thyroidectomy  to  have 
an  autonomous  remnant  which  is 
insufficient  to  render  the  patient 
even  euthyroid,  in  this  case  the  pa- 
tient could  have  a negative  T3  sup- 
pression test  reflecting  the  auton- 
omy, yet  have  a response  to  TRH 
administration,  reflecting  the  lack 
ofTSH  suppression.7 

It  is  the  rapidity,  convenience, 
safety  and  absolute  definitiveness 


of  the  TRH  stimulation  test  that 
recommends  it  to  the  diagnostician. 
While  most  cases  of  thyroid  disease 
can  be  diagnosed  by  tests  such  as 
total  T-i,  T 3 uptake,  and  TSH,  this 
relatively  new  test,  available  for  lit- 
tle more  than  a year,  will  better  de- 
fine problems  that  previously  were 
either  undiagnosed  or  merely  ap- 
proached empirically. 
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Now  this  Velocity  is  only  the  Velocity  of  the  Blood  at  its  first  entering  into  the  Aorta,  in  the  Time  of 
the  Systole;  in  consequence  of  which  the  Blood  in  the  Arteries,  being  forcibly  propelled  forward,  with  an 
accelerated  Impetus,  thereby  dilates  the  Canal  of  the  Arteries,  which  begin  again  to  contract  at  the 
instant  the  Systole  ceases:  By  which  curious  Artifice  of  Nature,  the  Blood  is  carried  on  in  the  finer 
Capillaries,  with  an  almost  even  Tenor  of  Velocity,  in  the  same  manner  as  the  spouting  Water  of  some 
fire-Engines,  is  contrived  to  flow  with  a more  even  Velocity,  notwithstanding  the  alternate  Systoles  and 
Diastoles  of  the  rising  and  failling  Embolus  or  Force;  and  this  by  the  means  of  a large  inverted  Globe, 
wherein  the  compressed  Air  alternately  dilating  or  contracting,  in  Conformity  to  the  workings  to  and  fro 
of  the  Embolus,  and  thereby  impelling  the  Water  more  equably  than  the  Embolus  alone  would  do,  pushes 
it  out  in  a more  nearly  equal  Spout.  — Statical  Essays:  Containing  Haemastaticks  by  Stephen  Hales, 
London,  1733. 
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Editorials 


MANNING  THE  DOGMATIC  STATIONS 

No  man , however  strong,  can  serve  ten  years  as 
schoolmaster,  priest,  or  senator  and  remain  fit  for 
anything  else.  All  the  dogmatic  stations  in  life  have 
the  effect  of  fixing  a certain  stuffiness  of  attitude 
forever,  as  though  they  mesmerized  the  subject. 
— Adams,  Henry.  The  education  of  Henry  Adams. 
1918. 

One  of  the  phenomena  of  our  day  is  a renewed 
appreciation  of  the  physical  body,  sometimes  at  the 
expense  of  the  spiritual  one.  Psychiatrists  have  told  us 
that  our  bodies  speak  to  us  through  symptoms  which  if 
interpreted  correctly  can  often  clarify  difficulties  and 
even  purify  our  thoughts.  In  the  abortion  argument  a 
woman  is  said  to  have  a right  to  her  own  body  which 
allows  her  to  share  it  with  a man  and  even  to  reject  the 
consequences  of  such  a union.  If  this  position  be  ex- 
tended, it  then  permits  the  acceptance  of  suicide  as  a 
legitimate  means  of  disposing  of  one's  body  and  for 
relieving  life’s  vagaries  and  vicissitudes. 

By  appropriating  the  term  pro-life,  those  opposing 
abortion  have  of  course  scored  a verbal  point;  their 
opponents  can  hardly  afford  to  be  characterized  as 
anti-life.  But  we  should  not  be  deceived  by  such  chi- 
mera. Political  platforms  are  made  of  planks  labelled 
God,  Country  and  Motherhood  by  carpenters  who 


often  don’t  know  a plane  from  a level.  Of  contending 
about  these  problems  there  will  be  no  end  but  there 
does  need  to  be  some  place  or  state  of  mind  in  the 
United  States  where  the  uncertain,  the  hesitant  or 
even  the  thoughtful  can  seek  asylum  for  the  sifting  of 
the  thundering  herd  of  data  hurled  at  us  and  for  the 
identification  of  the  chaff  which  must  be  blown  away 
so  that  the  wisdom  of  our  body  can  be  headed.  For 
there  is  a wisdom  of  the  body  which  has  evolved 
through  time;  it  speaks  softly  and  encourages  the  rec- 
ognition of  limits.  It  asks  for  sound  hypophyses  ca- 
pable of  examination,  pleads  for  verifiable  data,  ap- 
preciates reproducibility  and  recognizes  that  failure 
must  be  identified  so  that  programs  encouraging  it  can 
be  abandoned.  In  an  age  of  social  engineering,  it  is 
saddening  to  realize  that  most  of  our  political  bodies 
and  our  activists  are  not  concerned  about  developing 
ways  to  find  out  whether  any  of  our  programs  are 
really  succeeding.  If  we  as  physicians  were  so  slip- 
shod in  caring  for  our  patients,  we  could  hardly  sur- 
vive in  the  marketplace.  If  we  are  to  help  others  learn 
of  the  wisdom  of  their  own  bodies,  it  is  necessary  that 
we,  unlike  priests,  educators  and  Army  officers,  avoid 
the  dogmatic  stations  in  life  and  resist  unfortunate 
fashions  in  modem  medicine. 

J.H.F. 
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NEW  MEMBERS 

of  the  State  Society 


Barber.  Tracy  Ezra.  MD,  (OM)  Route  #1,  Box  5,  Lexington  27292 
Bell.  William  Reed,  Jr..  MD,  (INTERN-RESIDENT)  2013  Persh- 
ing St.,  Durham  27705 

Bennett.  Ms.  Stephanie  Rae  (STUDENT)  250  S.  Estes  Drive, 
Chapel  Hill  27514 

Brantly,  Edgar  Clayton,  Jr..  MD,  (IM)  323  Bethel  Drive,  Salisbury 
28144 

Brecht,  Ms.  Kathryn  Lynn  Press  (STUDENT)  3502-1  Wimberly 
Ln.,  Winston-Salem  27106 

Brown.  David  Robert,  MD,  (AN)  Route  #4,  Box  416,  Chapel  Hill 
27514 

Cannon,  Woodward,  MD,  (GS)  1300  St.  Mary’s  St..  Raleigh  27605 
Catlin.  Roger  William,  MD,  (AN)  4630  Grinding  Stone  Dr.,  Raleigh 
27604 

Daly.  John  Thomas,  MD.  (PTH)  P.O.  Box  15337.  Durham  27704 
Dugan.  Michael  Joseph.  MD,  N.  Ivy  Avenue,  Siler  City  27344 
Edkins,  Ms.  Patricia  Teague,  (STUDENT)  724  Poplar  Street, 
Carrboro  27510 

Faber,  Mr.  David  Ray,  II  (STUDENT)  Route  #3,  Box  94-A, 
Greenville  27834 

Faison.  Ms.  Hattie  Mae  (STUDENT)  4216  Garrett  Rd.  Apt.  1-30, 
Durham  27705 

Garfinkel,  Daniel,  MD.  ( FP)  1200  N.  Elm  Street,  Greensboro 27420 
Grosshandler,  Stanley  Louis,  MD,  (AN) 4905  Richland  Dr.,  Raleigh 
27612 

Hamrick,  Harvey  James,  MD,  (PD)  Univ.  of  N.C.,  Chapel  Hill 
27514 

Hollingsworth,  Mr.  Kenneth  Edward,  (STUDENT)  1814  Milan  St., 
Durham  27704 

Johns,  Mr.  Peter  Mercer  (STUDENT)  22-C  Langston  Park,  Stancill 
Dr.,  Greenville  27834 

Jones,  Dennis  Eblen  Darnell,  MD,  (OBG)  308  Queen  Anne's  Road, 
Greenville  27834 

Lanier.  Verne  Clifton,  Jr.,  MD,  ( PS)  1320  Broad  St.,  Durham  27705 
Lee,  Mr.  Kenneth  Stuart,  (STUDENT)  P.O.  Box  2044,  Greenville 
27834 

More.  Joseph,  MD,  (P)  1 106  Rollingwood  Street,  Wilson  27893 
Nemeroff,  Mr.  Charles  Barnet  (STUDENT)  Rt.  #3,  Box  240, 
Chapel  Hill  27514 

Powell,  Mr.  Bayard  Lowery  (STUDENT)  108  Henderson  St., 
Chapel  Hill  27514 

Rice,  John  Russell,  MD,  (RHU)  Box  3383,  Duke  Medical  Center, 
Durham  27710 

Slotnick,  Lawrence  Sheldon.  MD  (PUD)  1018  N.  Elm  St..  Greens- 
boro 27401 

Vaughn,  Richard  Sidney.  MD,  (FP)  #7  Doctor’s  Park,  Greenville 
27834 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  Wayne  County  Hosptial  and  Burroughs 
Wellcome  Company  are  accredited  by  the  American  Medical  As- 
sociation. Therefore  CME  programs  sponsored  or  co-sponsored  by 
these  schools  automatically  qualify  for  AMA  Category  I credit 


toward  the  AMA’s  Physician  Recognition  Award,  and  for  North 
Carolina  Medical  Society  Category  A credit.  Where  AAFP  credit 
has  been  requested  or  obtained,  this  also  is  indicated. 

2.  The  "place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion." 


PROGRAMS  IN  NORTH  CAROLINA 
October  2-6 

Microvascular  Surgery  Workshop 
Credit:  40  hours 

For  Information:  M.  Henderson  Rourk,  Jr.,  M.D..  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 


October  4-5 


Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 
Fee:  None 
Credit:  12  hours 

For  Information:  Richard  Kerecman,  M.D.,  P.O.  Box  795,  Hun- 
tersville 28078 


October  4-5 


Seminar  on  Diabetes 
Fee:  None 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


October  12 

Recent  Advances  in  the  Treatment  of  Malignant  Hyperthermia 
Place:  Burroughs  Wellcome  Company 

For  Information:  Stanley  Grosshandler,  M.D.,  Director  of  Con- 
tinuing Education,  Burroughs  Wellcome  Company,  Research 
Triangle  Park  27709 


October  12-14 

North  Carolina  and  South  Carolina  Orthopedic  Association  Annual 
Meeting 

Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  Cecil  Neville,  M.D.,  Pinehurst  Surgical  Center, 
Pinehurst  28374 


October  13-14 

Alumni  Scientific  Session 
Fee:  None 

For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


October  13-14 

Practical  Ophthalmology  and  Primary  Care 

Place:  Islander  Motor  Hotel,  Emerald  Isle  Beach 

For  Information:  David  Eifrig,  M.D.,  Department  of  Ophthalmol- 
ogy, UNC  School  of  Medicine,  Chapel  Hill  27514 

October  13-15 

Update  in  Obstetrics  and  Gynecology 

Place:  Blockade  Runner  Motor  Hotel,  Wrightsville  Beach 

For  Information:  Luther  Talbert,  M.D.,  Department  of  Obstetrics 
and  Gynecology,  UNC  School  of  Medicine,  Chapel  Hill  27514 

October  16-18 

North  Carolina  Office  of  Emergency  Medical  Services  Annual 
Meeting 

Place:  Sheraton  Inn,  Charlotte 

For  Information:  Mr.  Chris  Gentile,  North  Carolina  Office  of 
Emergency  Medical  Services,  1330  St.  Mary’s  Street,  Raleigh 
2761 1 
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File  Great  Laxative  F Escape 


« dioctyl  sodium  sulfosuccinate 

* ; 

Oolace  means  escape— from  laxative  stimulation, 
from  laxative  harshness,  from  laxative  habit 
Colace  gently  helps  soften  stools  for  easy,  pain- 
less, unstrained  elimination.  It’s  the  grealiaxatiye 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid. 


PHARMACEUTICAL  DIVISION 


*1978  Mead  Johnson  & Company  • Evansville.  Ii 
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IMS  asthmatic 

isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg  Elixir:  alcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  bronchospastic 
conditions  such  os  bronchial  osrhmo.  chronic  bronchitis,  and 
pulmonary  emphysema 

Wornings:  Do  nor  administer  more  frequently  rhon  every 
6 hours,  or  within  1 2 hours  after  rectal  dose  of  any  prep- 
aration containing  theophylline  or  aminophylline.  Do  not 
give  other  compounds  containing  xanthine  derivatives 
concurrently. 

Precautions:  Use  with  caution  in  ponenrs  with  cardiac 
disease,  hepatic  or  renal  impairment.  Concurrent  adminis- 
tration with  certain  antibiotics,  i.e.  clindamycin,  erythromy- 
cin, rroleondomycm,  may  result  in  higher  serum  levels  of 
theophylline.  Plosmo  prothrombin  and  factor  V moy 
increase,  bur  any  clinical  effecr  is  lilxely  to  be  small.  Metabo- 
lites of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxymdoleocetic  acid  readings,  when  determined 
with  mrrosonaphrol  reagent.  Safe  use  in  pregnancy  has  not 
been  established.  Use  in  case  of  pregnancy  only  when 
clearly  needed. 

Adverse  Reactions:  Theophylline  moy  exert  some  stimulat- 
ing effecr  on  the  central  nervous  system.  Its  adminisrrorion 
moy  cause  local  irritation  of  the  gastric  mucosa,  with  possi- 
ble gastric  discomfort,  nousea.  ond  vomiting.  The  frequency 
of  adverse  reactions  is  related  to  the  serum  theophylline 
level  and  is  not  usually  o problem  or  serum  theophylline 
levels  below  20  /xg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  packs  of  100:  Elixir  in  bottles  of  1 pint  and  1 gallon. 
See  package  insert  for  complete  prescribing  information. 
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October  17-22 

30th  Annual  Workshop  and  Scientific  Program  of  the  Society  for 
Clinical  and  Experimental  Hypnosis 
Place:  Grove  Park  Inn.  Asheville 

Sponsors:  Department  of  Psychiatry  and  the  Department  of 
Psychology  of  UNC  and  the  Office  of  Continuing  Education, 
UNC  School  of  Medicine,  and  the  School  of  Dentistry 
For  Information:  Shirley  Sanders,  Ph.D.,  Office  of  Continuing 
Education,  236  MacNider  Building  202-H.  UNC  School  of  Medi- 
cine, Chapel  Hill  27514 

October  18 

Recent  Developments  in  Gastroenterology 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  5 hours;  AMA  Category  1 

For  Information:  F.M.  Simmons  Patterson.  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

October  27-28 

Cardiovascular  Medicine  and  Surgery:  A Harvey  Quartercentenary 
Meeting 

Credit:  11  hours 

For  Information:  M.  Henderson  Rourk,  Jr..  M.D.,  Director,  Con- 
tinuing Medical  Eeucation,  Duke  University  Medical  Center, 
Durham  27710 

October  27-28 

Second  Annual  Hospice  Symposium 
Place:  Royal  Villa,  Greensboro 

For  Information:  Hospice  of  North  Carolina,  P.O.  Box  11452, 
Winston-Salem  27106 

November  2-4 

Ambulatory  Pediatric  Society  Meeting 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

November  8 

“Practical  Pediatrics” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Credit:  3 hours,  AMA  Category  1 

For  Information:  F.  M.  Simmons  Patterson.  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

November  10 

Seminar  on  Aging 
Fee:  $35 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Eucation,  Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

November  16-18 

30th  Annual  Scientific  Assembly  of  the  North  Carolina  Academy  of 
Family  Physicians 
Place:  Sheraton  Inn,  Charlotte 
Fee:  $30 

For  Information:  Mr.  Edwin  Davis,  Executive  Director,  North 
Carolina  Academy  of  Family  Physicians,  P.O.  Drawer  11268, 
Raleigh  27604 

November  29 

Nutrition  in  Medical  Care  1978 
Place:  Lee  County  Hospital,  Sanford 

Sponsors:  Lee  County  Medical  Society  and  Eaton  Laboratory 
Fee:  $6.00  for  non-M.D.'s 
Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D. , Director  of  Continuing  Medical 
Education  Lee  County  Hospital,  Sanford  27330 


December  1-2 

American  College  of  Physicians  — North  Carolina  Society  ot  Inter- 
nal Medicine  Annual  Meeting 
Place:  Sheraton  Inn,  Charlotte 

For  Information:  Norman  H.  Garrett,  M.D.,  1038  Professional  Vil- 
lage, Greensboro  27401 

December  2 

Pregnancy,  Birth,  and  Infancy:  Origins  of  Attachment 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 


tinuing Edication,  Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

December  11-15 

Industrial  Toxicology 

For  Information:  Mario  Battigelli,  M.D.,  Department  of  Medicine, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

December  13 

Office  Gynecology 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

January  10 

Immunological  Aspects  of  Malignancy 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  Assistant  Dean  for 
Continuing  Education,  East  Carolina  University  School  of  Medi- 
cine, Greenville  27834 

January  26-27 

Clinical  Urology 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

February  1-3 

Womack  Surgical  Society  Meeting 
Place:  Berry  hill  Hall 

For  Information:  Noel  McDevitt,  M.D.,  Department  of  Surgery, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

February  2-3 

North  Carolina  Conference  for  Medical  Leadership 
Place:  Sheraton  Crabtree  Motor  Inn,  Raleigh 
Sponsors:  North  Carolina  Medical  Society 

For  Information:  Mr.  William  N.  Hilliard.  Executive  Director, 
North  Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  2761 1 

February  14 

Psychopharmacology  Update 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education.  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

February  16-20 

Basic  Electroencephalography 
Credit:  30  hours 

For  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.  Director,  Continu- 
ing Medical  Education.  Duke  University  Medical  Center,  Dur- 
ham 27710 

February  19-23 

Microvascular  Surgery  Workshop 

Credit:  40  hours  „ „ _ „ 

For  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director*  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

March  9-10 

Frank  R.  Lock  Symposium  in  Obstetrics  and  Gynecology 
Place:  Bowman  Gray  School  ot  Medicine 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

March  14 

Recent  Advances  in  Surgical  Care 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson.  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 
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ITEMS  OF  SPECIAL  INTEREST 


October  21-22 

AMA  Regional  Continuing  Medical  Education  Program 
Place:  The  Great  Smokies  Hilton 
Credit:  12  hours 

For  Information:  AMA  Department  of  Meeting  Services,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610 

October  23-27 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Southhampton  Princess  Hotel,  Bermuda 
Fee:  $250 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

October  26-29 

Annual  Fall  Meeting,  North  Carolina  Society  of  Internal  Medicine 
Place:  Kiawah  Island,  South  Carolina 

For  Information:  Jack  B.  Hobson,  M.D.,  1351  Durwood  Drive, 
Charlotte  28204 

December  7-10 

Thirty-Second  American  Medical  Association  Winter  Scientific 
Meeting 

Place:  Las  Vegas 

For  Information:  Department  of  Meeting  Services,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago,  Il- 
linois 60610 

February  12-16 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Acapulco  Princess  Hotel,  Mexico 

Sponsor:  Department  of  Radiology,  Duke  University  Medical 
Center 
Fee:  $250 

For  Information:  Robert  McLelland,  M.D.,  Radiology  Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

PROGRAMS  IN  CONTIGUOUS  STATES 

October  4-6 

Recent  Advances  in  Pulmonary  Medicine 

Place:  University  of  Tennessee  Center  for  the  Health  Sciences, 
Memphis 

Credit:  15  hours;  Category  I 

For  Information:  Mrs.  Grace  Wagner,  Conference  Coordinator, 
University  of  Tennessee  Center  for  the  Health  Sciences,  800 
Madison  Avenue,  Memphis,  Tennessee  38163 

October  27-28 

Southeastern  Regional  Meeting,  American  College  of  Physicians 
Place:  Savannah  Inn  and  Country  Club,  Savannah,  Georgia 
For  Information:  NichoIasE.  Davies,  M.D.,  FACP,  35  Collier  Road 
N.W.,  Atlanta,  Georgia  30309 

November  2-3 

Clinical  Evaluation  and  Management  of  Chronic  Pain 
Place:  University  of  Tennessee  Center  for  the  Health  Sciences, 
Memphis 

Credit:  10  hours;  Category  I 

For  Information:  Mrs.  Grace  Wagner,  Conference  Coordinator, 
University  of  Tennessee  Center  for  the  Health  Sciences,  800 
Madison  Avenue,  Memphis,  Tennessee  38163 

November  5-8 

Second  Annual  Symposium  on  Computer  Applications  in  Medical 
Care 

Place:  Washington,  D.C. 

Sponsors:  Medical  College  of  Virginia  Department  of  Continuing 
Medical  Education,  George  Washington  University  Medical 
Center,  Georgetown  University  Medical  School,  IEEE  Compu- 
ter Society 

For  Information:  Department  of  Continuing  Medical  Education. 
Medical  College  of  Virginia,  MCV  Station.  Richmond,  Virginia 
23298 


The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  "WHAT?  WHEN?  WHERE?”,  P.O,  Box 
27167,  Raleigh  2761 1 , by  the  Kith  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A "Request  tor  Listing"  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


INAUGURAL  REMARKS  MAY  6,  1978 

The  definition  of  a good  speech  — is  a beginning  and 
a conclusion  not  too  far  apart. 

1 accept  this  overwhelming  responsibility  as  your 
president  with  a great  feeling  of  humility  and  respect 
for  those  who  have  preceded  me.  As  president-elect 
this  past  year  I have  attempted  to  learn  as  much  as  1 
can  from  Mary  Ueila  Andrews.  Martha  Martinat  and 
any  of  our  past  presidents  I could  reach  by  telephone 
or  letter.  I thank  all  of  you  for  your  patience  and 
counsel. 

Our  immediate  past  president,  Mary  Leila  An- 
drews, has  had  a tremendously  successful  year.  She 
has  been  so  good  to  keep  me  informed  of  all  plans  and 
projects  helpful  to  me  this  next  year.  Her  warmth  of 
personality  and  her  tireless  efforts  on  our  behalf  have 
endeared  her  to  all  who  have  met  her  here  in  North 
Carolina  and  nationally.  She  never  gets  hurried  or  ruf- 
fled or  impatient.  1 thank  her,  as  we  all  should,  for  her 
graciousness  in  representing  North  Carolina,  even 
though  she  first  called  South  Carolina  as  home. 

Each  of  our  presidents  has  added  special  flavoring 
to  her  leadership.  It  will  be  hard  to  live  up  to  the 
contributions  these  ladies  have  made. 

I believe  our  theme  for  the  coming  year  — “Our 
Adolescents  — Their  Changing  World”  — is  both 
timely  and  of  great  importance  to  the  development  of 
these  fully-matured  citizens.  Our  youth  of  today  face 
more  temptations,  frustrations  and  challenges  than 
ever  before.  The  media,  through  violence,  sex,  and 
outspoken  interviews  with  controversial  people,  are 
constantly  flinging  subjects  at  them  that  many  of  us 
used  to  keep  within  the  family  unit  for  discussion  and 
mediation.  Communications  within  the  family  are 
suffering  due  to  the  fast  pace  of  our  social  activities 
and  school  activities  outside  the  home.  Our  physician 
spouses’  hours  at  home  are  undependable  due  to  the 
nature  of  their  profession.  Everyone  eats  at  a different 
time  and  sometimes  a different  place.  The  frequent 
adolescent  rebellion  against  parental  authority  must 
have  a reason  and  therefore  an  answer.  Perhaps  we 
can  come  to  understand  it  this  year  with  further  study 
and  emphasis  on  these  problems. 

Membership  is  more  vital  now  than  ever  before.  We 
have  more  than  4,100  practicing  physicians  in  North 
Carolina  and  2.922  auxiliary  members.  So  1,200  are 
missing  from  our  rolls.  I hope  we  will  find  and  interest 
many  of  these  valuable  individuals  this  coming  year. 
We  now  have  10  delegates  to  the  national  convention. 
Shall  we  try  for  1 1 ? 

Legislation  adverse  to  medicine  is  creeping  closer 
and  closer.  We  have  to  wake  up  to  this  fact  before  it  is 
too  late.  Our  physician  husbands  or  wives  have  to 
wake  up  to  this  fact  before  it  is  too  late.  We  can  no 
longer  sit  back  and  let  George  or  Jenny  do  it  — or  leave 
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the  management  of  the  practice  of  medicine  to  the 
professional  politician.  We  must  get  out  and  work  at 
the  precinct  level  for  candidates  friendly  to  medicine. 
You  can  easily  find  out  who  these  candidates  are. 
Write  letters,  send  telegrams  and  make  personal  visits 
to  show  your  support.  It  is  not  always  easy  tor  them  to 
fight  for  what  they  believe  is  right.  But  do  get  in- 
volved. The  saying  goes,  “They  are  going  to  do  it  to 
us”;  but  by  being  involved  we  can  make  it  more  palat- 
able for  the  sake  of  high  quality  medical  care. 

We  have  come  a long  way  from  the  strictly  social 
gatherings,  even  though  these  certainly  are  fun  and 
have  an  important  place  in  our  lives.  Many  of  our 
members  now  serve  on  the  boards  of  schools, 
churches  and  hospitals.  We  are  leaders  in  civic  or- 
ganizations. In  some  states  across  the  country,  auxil- 
iary members  serve  in  their  state  house  or  senate. 
Why  can’t  that  come  about  in  North  Carolina?  We 
certainly  have  the  material  and  the  know-how. 

We  work  for  the  Red  Cross  and  we  are  active  in 
hospital  auxiliaries.  We  work  with  mental  health  or- 
ganizations and  reach  to  recovery  programs.  We 
sponsor  child  abuse  programs  and  have  developed 
fantastic  health  museums  for  the  education  of  our 
youth.  We  fought  for  the  life  of  the  School  Health 
Education  Bill  providing  a trained  health  education 
coordinator  in  each  school  system  in  the  state.  So  we 
are  a busy,  productive  organization. 

The  American  Medical  Association  Educational 
and  Research  Fund  (AMA-ERF)  continues  to  need 
our  strong  support.  Contributions  to  this  tund  go  to 
our  medical  schools  to  provide  assistance  for  their 
programs  directed  primarily  toward  improving  the 
background  of  medical  students.  Many  of  these  stu- 
dents would  have  difficulty  continuing  their  studies 
without  the  support  of  AMA-ERF.  Each  dollar  con- 
tributed provides  $12  in  low-interest  loans  to  students. 

So  you  can  see,  we  have  a great  legacy  to  build  on  — 
let’s  do  it!  It  will  take  all  of  us  working  together.  No 
job  is  small  or  meaningless.  It  takes  many  spokes  to 
keep  the  wheels  of  progress  moving  forward. 

I would  like  to  thank  those  who  have  accepted 
board  positions  and  the  officers  you  have  chosen  to 
serve  with  me.  A leader  is  only  as  strong  as  those  who 
surround  her.  However,  she  must  remember  to  look 
back  to  be  sure  there  are  still  followers. 

I would  also  like  to  publicly  thank  Mr.  Hilliard, 
LaRue  King  and  the  headquarters  staff  for  their  sup- 
port this  past  year  and  I ask  for  their  counsel  during 
the  next  12  months.  It  will  be  deeply  appreciated. 

Do  let  me  come  and  visit  you.  I have  had  a great  time 
this  year  at  the  meetings  I have  attended  so  far.  1 have 
managed  to  get  myself  lost  four  times  and  barely  es- 
caped receiving  a speeding  ticket,  but  I have  only  been 
locked  in  the  ladies  room  once. 

With  the  encouragement  of  my  family  and  our 
friends,  I hope  to  represent  the  North  Carolina  Medi- 
cal Society  Auxiliary  with  humility  and  dignity.  The 
former  is  no  problem  but  the  latter  might  be.  I have  a 
special  friend  who  has  so  much  contidence  in  me  that 


she  gave  me  a book  of  blunders  just  so  1 won’t  be 
perfect. 

1 will  close  with  the  story  of  the  daughter  of  a fa- 
mous surgeon  who  always  introduced  hersell  as  Dr. 
Baker’s  daughter.  Her  mother  decided  to  correct  her, 
on  the  grounds  that  it  sounded  somewhat  snobbish. 
“After  this,”  her  mother  instructed  her  “just  refer  to 
yourself  as  Mary  Jane  Baker.”  Several  days  later  a 
colleague  of  the  physician  visiting  in  their  home  asked, 
“Aren't  you  Dr.  Baker’s  daughter?”  ”1  always 
thought  I was,”  the  girl  responded,  “but  my  mother 
says  not!” 

Mrs.  Robert  L.  Means,  President 


News  Notes  from  the- 

bowman  gray  school 

OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine  has  made  10 
appointments  to  the  fulltime  and  seven  appointments 
to  the  part-time  faculty. 

Appointed  to  the  fulltime  faculty  are  Dr.  James  A. 
Burdette,  professor  of  family  medicine;  Shirley  S. 
Crump,  instructor  in  anesthesia  (nurse  anesthesia); 
Dr.  J.  Charles  Eldridge,  assistant  professor  of 
physiology  and  pharmacology;  Dr.  Barry  T. 
Hackshaw,  instructor  in  medicine  (cardiology);  Dr. 
James  Alan  Koufman,  instructor  in  surgery  (otolaryn- 
gology); Dr.  Maw-Shing  Liu,  associate  professor  of 
physiology;  Dr.  Ian  A.  MacPhail,  associate  professor 
of  family  medicine;  Dr.  Bradley  B.  F.  Sakran,  assis- 
tant professor  of  family  medicine;  Dr.  David  W. 
Strevel,  instructor  in  dentistry  and  instructor  in  health 
systems  analysis;  and  Dr.  Edward  H.  Stullken,  Jr., 
assistant  professor  of  anesthesia. 

Those  appointed  to  the  part-time  faculty  are  Dr. 
Thavij  David  Burapavong,  clinical  instructor  in 
surgery  (plastic  surgery);  Dr.  James  M.  Coopei , clini- 
cal instructor  in  obstetrics  and  gynecology;  Dr.  Fran- 
cis B.  Dove,  Jr.,  associate  in  medicine;  Dr.  Richard  C. 
Finn,  clinical  instructor  in  obstetrics  and  gynecology; 
Dr.  William  A.  Hough  III,  clinical  instructor  in  medi- 
cine; Dr.  W.  Thomas  Rowe,  clinical  instructor  in 
medicine  (rheumatology):  and  Dr.  Michael  H.  Rubin, 
clinical  instructor  in  medicine  (gastroenterology). 


Grant  from  the  National  Science  Foundation  will 
permit  new  research  at  Bowman  Gray  on  how  a virus 
is  able  to  transfer  genetic  material  from  one  living  cell 
to  another  and  how  the  body  produces  and  regulates  a 
hormone  which  influences  blood  pressure. 

A two-year,  $39,782  grant  has  been  made  to  Dr. 
Henry  Drexler,  professor  of  microbiology,  to  study 
the  transfer  of  genetic  material  from  one  bacteria  to 
another  using  the  T1  virus. 

Dr.  Kenneth  A.  Gruber,  assistant  protessor  ot 
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physiology,  has  received  a two-year,  $53,916  grant  to 
study  a hormone,  vasopressin. 

* * * 

A substance  which  helps  prevent  the  rejection  of 
transplanted  kidneys  will  be  available  to  North  Caro- 
lina hospitals  as  a result  of  a new  program  developed 
at  Bowman  Gray. 

Kidney  transplant  programs  at  North  Carolina 
Baptist  and  Charlotte  Memorial  Hospitals  will  be  the 
first  to  use  the  Bowman  Gray-produced  substance, 
called  Anti-Thymocyte  Globulin  (ATG). 

The  new  program  involves  making,  testing  and  dis- 
tributing ATG  as  well  as  a clinical  research  project  to 
determine  exactly  how  ATG  should  be  used  for 
maximum  patient  benefit. 

The  ATG  will  be  obtained  from  rabbit  serum. 
Studies  done  elsewhere  have  shown  that  ATG  pro- 
duced in  rabbits  is  well  tolerated  and  effective. 

ATG  acts  against  a type  of  white  blood  cell,  T- 
lymphocyte,  which  is  a key  to  the  kidney-rejection 
process. 

The  use  of  ATG  permits  physicians  to  reduce  the 
dosage  of  the  two  drugs  most  commonly  used  to  fight 
kidney  rejection.  Those  drugs  tend  to  make  the  body 
more  susceptible  to  infection  and  to  certain  types  of 
cancer. 

* * * 

Dr.  Vardaman  M.  Buckalew,  professor  of  medicine 
and  physiology,  will  conduct  research  on  a rare,  in- 
herited disease  through  a grant  from  the  March  of 
Dimes. 

The  one-year  birth  defects  research  grant  will  allow 
work  on  renal  tubular  acidosis  (RTA). 

Because  of  work  Buckalew  has  done  in  the  past,  he 
believes  he  has  found  a clue  as  to  why  there  is  an 
excess  of  calcium  in  the  urine  of  RTA’s  victims. 

Through  testing  the  relatives  of  patients  with  RTA, 
he  found  that  there  is  an  abnormally  high  absorption  of 
calcium  from  some  children's  diets.  Early  long-term 
exposure  to  that  excess  calcium  plus  a genetic  predis- 
position to  RTA  could  lead  to  the  disease. 

Buckalew  will  test  his  idea  about  calcium  from  the 
diet  through  metabolic  studies  and  will  compare  the 
safety  and  effectiveness  of  different  drug  treatments 
aimed  at  controlling  calcium  excretion. 


Dr.  Eben  Alexander,  Jr.,  professor  of  neuro- 
surgery, has  been  elected  to  serve  on  the  Council  on 
Medical  Education  of  the  American  Medical  Associa- 
tion. 

* * * 

Dr.  Ed  Byrum,  Jr.,  assistant  professor  of  surgery 
(emergency  medicine),  has  been  appointed  to  the 
committee  to  work  with  the  North  Carolina  Industrial 
Commission  by  the  North  Carolina  Medical  Society. 

* * * 

Dr.  Robert  J.  Cowan,  associate  professor  of  radiol- 
ogy, was  elected  chairman  of  the  Section  on  Nuclear 
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For  complete  information,  consult  Official  Package 
Circular.  (12)  TEGOPEN  9/1 1/'/ 

Indications:  Although  the  principal  indication  for  cloxa 
cillin  sodium  is  in  the  treatment  of  infections  due  tc 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all,  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  to  any  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  m a 
few  patients  for  whom  pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h 

Children:  50  mg./Kg./day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N.B.:  INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100,  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg./5ml.  in  100  ml.  and 
200  ml.  bottles. 
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(cloxacillm  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.t 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  significance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.J 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 
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Medicine  at  the  annual  meeting  of  the  North  Carolina 
Medical  Society. 

* * * 

Dr.  Robert  A.  Diseker,  associate  professor  of  com- 
munity medicine,  has  been  presented  a Community 
Service  Award  by  the  Forsyth  Health  Planning  Coun- 
cil for  leadership  and  dedicated  service  as  a member 
of  the  Board  of  Directors. 

Dr.  Charles  H.  Duckett,  associate  professor  of  fam- 
ily medicine,  has  been  reappointed  chairman  of  the 
North  Carolina  Medical  Society  Insurance  Industry 
Committee. 

* * * 

Kate  Garner,  instructor  in  human  development,  has 
been  appointed  to  the  steering  committee  for  the  Gov- 
ernor’s Conference  on  Youth,  1978-79. 


Patricia  Gibson,  instructor  in  pediatric  neurology, 
has  been  appointed  chairman  of  the  Education  Com- 
mittee of  the  Professional  Advisory  Board  of  the 
Epilepsy  Association  of  North  Carolina.  She  also  has 
been  elected  to  the  Board  of  Directors  of  the  North- 
west North  Carolina  Epilepsy  Association. 

sf:  % :$< 

Dr.  Frederick  Glass,  associate  professor  of  surgery 
(emergency  medicine),  has  been  appointed  to  the 
North  Carolina  Medical  Society  ’s  Committee  on  Dis- 
aster and  Emergency  Medical  Care;  Committee  on 
Blue  Shield-Professional  Service  Commission;  and 
the  Committee  on  Hospital  and  Professional 
Relations-Professional  Service  Commission. 

ifC 

Gale  L.  Harkness,  instructor  in  community  medi- 
cine (allied  health),  was  appointed  chairman  of  plan- 
ning for  the  1979  annual  conference  for  the  North 
Carolina  Academy  of  Physician  Assistants  to  be  held 
in  Winston-Salem. 

* * * 

Dr.  James  C.  Leist,  assistant  professor  of  commu- 
nity medicine,  has  been  re-elected  chairman  of  the 
Regional  Continuing  Education  Committee,  North 
Central  Region.  Division  of  Mental  Health  Services, 
Department  of  Human  Resources. 

* * * 

Dr.  James  G.  McCormick,  research  associate  pro- 
fessor of  otolaryngology,  is  the  new  president-elect  of 
the  North  Carolina  Chapter  of  the  Society  for  Neuro- 
science. 

* * * 

Dr.  Jesse  H.  Meredith,  professor  of  surgery,  has 
been  reappointed  chairman  of  the  Cost  Containment 


Committee  of  the  North  Carolina  Medical  Society.  He 
also  was  re-appointed  to  membership  on  the  society’s 
Insurance  Industries  Committee. 

* * * 

Dr.  Isadore  Meschan,  professor  of  radiology,  re- 
ceived the  Gold  Medal  Award  from  the  American 
College  of  Radiology,  meeting  in  San  Diego,  Calif. 

* * * 

Dr.  Richard  T.  Myers,  professor  and  chairman  of 
the  Department  of  Surgery,  was  elected  vice  president 
of  the  North  Carolina  Chapter  of  the  American  Col- 
lege of  Surgeons  at  the  organization’s  spring  meeting 
at  Wrightsville  Beach. 

* * * 

Dr.  Richard  C.  Proctor,  professor  and  chairman  of 
the  Department  of  Psychiatry,  and  Dr.  David  J. 
Goode,  associate  professor  of  psychiatry,  have  been 
appointed  to  the  board  of  directors  of  the  North  Caro- 
lina Foundation  for  Mental  Health,  Inc. 

* * * 

Celia  Snavely,  instructor  in  medicine  (medical  so- 
cial work),  has  been  elected  to  the  board  of  trustees  of 
the  Kidney  Foundation  of  North  Carolina,  1978-79. 

* * * 

Dr.  Richard  W.  St.  Clair,  professor  of  pathology 
(physiology),  has  been  asked  to  serve  as  a member  of 
the  National  Heart,  Lung  and  Blood  Institute’s  Re- 
search Review  Committee  B for  a four-year  term. 

5*C  % % 

Dr.  Mary  A.  Taylor,  assistant  professor  of  commu- 
nity medicine,  has  been  appointed  to  the  Medical 
Education  Committee  of  the  North  Carolina  Medical 
Society. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Recipients  of  the  1978  Morehead  Fellowships  in 
medicine  at  Chapel  Hill  are  Stanley  Spencer  Hamaker 
of  Richmond,  Va.,  Constance  M.  Kalinowski  of  Lo- 
cust Valley,  N.Y.,  and  Kathi  Kemper  of  Vienna,  Va. 
Morehead  Fellowships  are  valued  at  $3,500  a year  plus 
tuition  and  fees  for  four  years  of  study. 

The  UNC-CH  Morehead  medical  fellowships  were 
established  in  1966  by  the  John  Motley  Morehead 
Foundation.  They  are  awarded  annually  to  attract 
students  of  superior  academic  ability,  leadership  po- 
tential and  character  who  are  highly  motivated  toward 
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the  field  of  medicine  and  who  show  promise  of  dis- 
tinction in  that  field. 


The  university  has  been  notified  by  the  National 
Institutes  of  Health  of  approval  of  a grant  application 
for  more  than  $1.9  million  to  assist  the  School  of 
Medicine's  long-standing  research  program  in  disor- 
ders of  blood  coagulation. 

The  grant,  to  be  funded  for  five  years  beginning  next 
January,  is  the  renewal  of  a program  of  research  that 
began  in  1961 . 

Principal  investigator  of  the  program,  “Structure- 
Function  and  Genetic  Studies  of  Factors  VIII  and 
IX, ” is  Dr.  John  B.  Graham,  alumni  distinguished 
professor  of  pathology.  The  grant  will  support  the 
research  activities  of  13  faculty  members  associated 
with  his  division  of  research  in  thrombosis  and 
hemostasis  of  the  pathology  department. 

The  researchers  will  be  investigating  blood-clotting 
factors  linked  to  hemophilia.  The  research  is  expected 
to  shed  light  on  thrombosis  also. 

Drs.  Emily  Barrow,  Robert  Elston,  Howard 
Reisner  and  Graham  will  investigate  the  genetics  of 
Factors  VIII  and  IX,  looking  especially  at  the  fre- 
quencies of  the  genes  causing  hemophilia,  where  they 
are  located  on  the  chromosomes  and  how  to  identify 
their  carriers. 

Researchers  examining  the  chemical  structure  and 
biological  function  of  Factor  IX  by  comparing  genetic 
variants  of  this  enzymic  clotting  factor  with  the  nor- 
mal factor  include  Drs.  Harold  Roberts,  Roger 
Lundblad,  Frederick  Dombrose,  Howard  Reisner, 
Claudia  Noyes,  Henry  Kingdom  Kuo-San  Chung  and 
Jonathan  Goldsmith. 

Drs.  Robert  Wagner  and  Herbert  Cooper  will  con- 
tinue their  fundamental  biochemical  studies  of  the 
structure  of  Factor  VIII  and  its  reactions  with 
platelets.  Dr.  Kingdon  will  attempt  to  modify  Factor 
VIII  chemically  in  order  to  improve  its  therapeutic 
properties. 


Faculty,  students  and  house  staff  were  honored  for 
their  outstanding  achievements  at  the  school  of  medi- 
cine’s annual  Student/Faculty  Day  celebration. 

Faculty  and  house  staff  recipients  and  their  awards 
are:  Dr.  John  C.  Parker,  professor  of  medicine.  The 
Professor  Award;  Dr.  Frederick  G.  Dalldorf,  profes- 
sor of  pathology,  Basic  Science  Teaching  Award;  Dr. 
J.  Fogan  Irvin,  professor  and  chairman  of  biochemis- 
try and  nutrition,  the  Central  Carolina  Bank  Ex- 
cellence in  Teaching  Award;  Dr.  Robert  C.  Hartmann, 
third-year  resident  in  medicine,  the  Henry  C.  Ford- 
ham  Award;  and  Dr.  Francis  S.  Collins,  first-year 
resident  in  medicine,  the  Outstanding  Intern  Award. 

Student  winners:  Third-year  students  David 
Franklin  Craig  of  Asheville  who  received  the  Frank 
Fee  Dameron  Award  and  Natalie  Forraine  Sanders  of 
Durham  who  won  the  Heusner  Pupil  Award;  second- 
year  students  Edward  Hiltner  Bertram  III  of  Char- 


lotte, who  won  the  Deborah  C.  Leary  Award,  Donald 
Campbell  Whiteside  of  Charlotte,  second-place  award 
for  excellence  in  the  student  research  paper  program 
and  Marcus  Eugene  Carr  Jr.  of  Greensboro,  the 
William  DeB  MacNider  Award;  first-year  student 
Charles  Barnett  Nemeroff  of  New  York  City,  third- 
place  award  for  excellence  in  the  student  research 
paper  program. 

:fc  % % 

Dr.  William  A.  Richey,  chief  resident  of  the  de- 
partment of  radiology  at  North  Carolina  Memorial 

Hospital,  was  elected  in  May  as  chairman  of  the 
American  Association  of  Academic  Chief  Residents  in 
Radiology. 

* * * 

Dr.  Joseph  S.  Pagano,  professor  of  medicine  and 
bacteriology  and  immunology  and  director  of  the 
Cancer  Research  Center,  presented  “Epstein-Barr 
Virus  Infection  of  Epithelial  Cells  and  Lymphocytes” 
and  Dr.  Arthur  H.  Lockwood,  assistant  professor  of 
anatomy,  presented  “Biological  Regulation  of  Mi- 
crotubule Assembly  and  Function”  at  the  1CN/UCLA 
Symposium  on  Cell  Reproduction  in  Keystone,  Colo. 

5fC 

Dr.  W.  Ray  Gammon,  assistant  professor  of  der- 
matology, presented  “Immunofluorescence  and  the 
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Diagnosis  of  Systemic  and  Skin  Diseases”  at  the  Dur- 
ham County  General  Hospital. 

:fc  sjc 

Dr.  Clayton  E.  Wheeler  Jr.,  chairman  of  dermatol- 
ogy and  Drs.  Robert  A.  Briggaman  and  W.  Mitchell 
Sams  Jr.,  professors  of  dermatology,  attended  the 
annual  meeting  of  the  American  Dermatological  As- 
sociation in  West  Palm  Beach.  Fla.  Sams  gave  a report 
on  the  activities  of  the  Society  for  Investigative  Der- 
matology, reviewed  the  “Immune  Mechanisms  in  Ur- 
ticaria” and  attended  a meeting  of  the  editorial  board 
of  the  Archives  of  Dermatology.  Dr.  Sams  also  at- 
tended a meeting  in  St.  Louis  of  a task  force  to  advise 
the  National  Institute  of  Arthritis,  Metabolism  and 
Digestive  Diseases  on  “Priorities  and  Needs  for  Re- 
search in  Dermatology.”  Dr.  Wheeler  was  among 
those  invited  to  evaluate  the  graduate  training  pro- 
gram of  the  department  of  dermatology  at  the  Univer- 
sity of  Minnesota,  which  he  visited  recently.  He  also 
attended  the  spring  meeting  of  the  American  Board  of 
Medical  Specialties  in  Chicago  as  a representative  of 
the  American  Board  of  Dermatology.  Dr.  Briggaman 
presented  “Epidermal-Dermal  Junction”  and  “Blis- 
tering Diseases  of  Childhood”  to  the  department  of 
dermatology  of  Brown  University  and  participated  in 
teaching  rounds  with  the  faculty  and  residents. 

* * * 

Dr.  George  Johnson  Jr.,  professor  and  chief  of  vas- 
cular surgery,  presented  "The  Surgical  Treatment  of 
Esophageal  Varices”  and  “The  Red  Cell  and  the  Sur- 
geon” at  the  University  of  South  Carolina  at  Charles- 
ton, where  he  was  visiting  professor  for  post-graduate 
courses  in  April. 

Jo  Ann  Flair,  coordinator  of  the  Patient  Education 
Center,  presented  “Patient  Education  — The  North 
Carolina  Experience”  at  the  annual  meeting  of  the 
Iowa  Hospital  Association  in  Des  Moines. 

* * * 

Dr.  William  G.  Thomas,  associate  professor  of 
surgery,  otolaryngology  and  audiology  and  director  of 
the  Hearing  and  Speech  Center,  has  been  appointed 
by  the  N.C.  Department  of  Labor  to  serve  on  the 
Advisory  Council  of  the  Occupational  Safety  and 
Health  Association  for  1978-1980. 

Sfc  ^ ifj 

Dr.  Michael  C.  Magee,  chief  resident  in  urology, 
presented  “Mesonephric  Duct  Induced  Mullerian 
Duplication”  at  the  Southeastern  Section  of  the 
American  Urology  Association  in  Louisville,  Ken- 
tucky. The  paper  included  a new  classification  of  em- 
bryologic  abnormalities  of  the  genito-urinary  and  re- 
productive systems. 

% % 

Dr.  Carl  W.  Gottschalk,  Kenan  professor  of  medi- 
cine and  physiology  and  one  of  the  world’s  foremost 


kidney  researchers,  is  the  1978  recipient  of  the  O.  Max 
Gardner  Award.  The  award  is  the  only  statewide 
honor  given  by  the  board  of  governors  of  the  Univer- 
sity of  North  Carolina  and  is  presented  annually  to  a 
faculty  member  of  the  16-campus  UNC  system  who, 
during  the  current  scholastic  year,  has  made  the 
greatest  contribution  to  mankind.  Gottschalk  has  been 
influential  in  national  planning  for  dialysis  and  kidney 
transplantation  treatment  of  patients  with  kidney  dis- 
ease. He  is  also  a Career  Investigator  of  the  American 
Heart  Association. 

* * * 

Dr.  Fred  W.  Ellis,  professor  of  pharmacology,  par- 
ticipated in  the  medical-scientific  meetings  of  the 
National  Council  on  Alcoholism  in  St.  Louis.  Ellis 
was  co-chairman  of  a workshop  session  on  ex- 
perimental studies  of  the  fetal  alcohol  syndrome.  He 
presented  a paper  on  morphologic  abnormalities  in  the 
beagle  model  of  this  syndrome  and  was  a panel 
member  for  discussion  of  the  topic.  Ellis  and  Dr. 
James  R.  Pick,  director  of  the  division  of  laboratory 
animal  medicine,  are  co-investigators  in  studies  of 
alcohol  effects  on  fetal  development. 

* * * 

Dr.  Herbert  J.  Proctor,  associate  professor  of 
surgery,  presented  “Central  Nervous  System  Dys- 
function After  Hypoxia  and  Hypotension”  at  the 
Pre -Congress  Program  of  the  European  Society  for 
Surgical  Research  in  Copenhagen  and  Stockholm. 

* * * 

Dr.  Jack  B.  Peacock,  assistant  professor  of  surgery 
and  director  of  the  Military  Assistance  to  Safety  and 
Traffic  program,  was  presented  the  Order  of  the 
Longleaf  Pine  award  by  the  governor  while  attending  a 
celebration  at  Ft.  Bragg  of  the  500th  MAST  mission  by 
the  57th  Medical  Detachment. 

* * * 

C.  N.  Stover,  assistant  dean  for  business  affairs, 
chaired  a panel  on  excesses  in  federal  regulations  and 
paperwork  at  a meeting  of  the  Association  of  Ameri- 
can Medical  Colleges’  Southern  Section,  Group  on 
Business  Affairs,  in  San  Antonio. 

* * * 

Mary  M.  Horres,  associate  director  of  the  Health 
Sciences  Library,  is  co-chairing  the  program  com- 
mittee for  the  North  Carolina  Governor’s  Conference 
on  Libraries  and  Information  Services  to  be  held  in 
October. 

>rc 

Samuel  Hitt,  director  of  the  Health  Sciences  Li- 
brary, testified  before  the  House  Subcommittee  on 
Health  and  the  Environment  on  behalf  of  the  renewal 
of  the  Medical  Library  Assistance  Act. 

* * * 

Dr.  John  T.  Sessions,  professor  of  medicine,  was  a 
member  of  the  guest  faculty  for  “Update  Gastroen- 
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terology  — 1978,”  the  University  of  Mississippi’s  first 
three-day  gastroenterology  course  for  the  practicing 
physicians.  Sessions  spoke  on  “Clinical 
Pathophysiologic  Correlates:  Gastrin,  Acid,  An- 
tacids”; “Duodenal  Drainage”;  “Gallstones  and 
Chenodeoxycholic  Acid”  and  “Current  Concepts  of 
Therapy:  Inflammatory  Bowel  Disease.”  He  served 
on  panels  discussing  “Who  Should  Have  Surgical  Ap- 
proach to  Reflux  Esophagitis?”;  “What  is  Proper 
Therapy  for  Duodenal  Ulcer  Today?”;  “Peritoneaos- 
copy.  Pancreatic  Biopsy.  Transhepatic  Cholangio- 
grams”  and  “Is  Endoscopy  Being  Over-Utilized? 
When.  What,  Who,  How?” 


Dr.  Mary  Ellen  Jones  has  been  appointed  professor 
and  chairman  of  the  Department  of  Biochemistry  and 
Nutrition.  She  comes  to  Chapel  Hill  from  the  School 
of  Medicine  at  the  University  of  Southern  California 
where  she  has  been  a professor  of  biochemistry  since 
1971.  Before  that  she  was  an  associate  professor  and 
then  professor  in  the  UNC-CH  departments  of 
biochemistry  and  zoology  for  five  years.  After  re- 
ceiving her  B.S.  degree  from  the  University  of 
Chicago  and  her  Ph.D.  degree  from  Yale  University, 
she  taught  in  the  graduate  Department  of  Biochemis- 
try at  Brandeis  University. 

* * * 

A portrait  of  the  late  Dr.  Ernest  H.  Wood  has  been 
presented  to  the  Department  of  Radiology.  Dr.  Wood 
served  as  professor  of  radiology  and  the  department’s 
first  chairman  from  1952  to  1965.  The  portrait  was 
presented  by  the  E.  H.  Wood  Radiological  Society, 
comprised  of  residents  who  trained  at  UNC-CH  while 
Wood  was  chairman.  It  will  hang  in  the  departmental 
library,  which  will  be  named  for  Wood. 


Dr.  Frank  T.  Stritter,  associate  professor  in  the 
medical  school’s  office  of  medical  studies  and  in  the 
School  of  Education,  has  been  elected  chairman  of  the 
Southern  Regional  Group  on  Medical  Education,  a 
component  of  the  Association  of  Medical  Colleges. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


One  of  the  world’s  most  highly  respected  eye  sur- 
geons has  accepted  an  appointment  as  chairman  of  the 
Department  of  Ophthalmology  here. 

Dr.  Robert  Machemer,  currently  associate  profes- 
sor of  ophthalmology  at  the  University  of  Miami’s 
Bascom  Palmer  Eye  Institute,  will  succeed  Dr.  Joseph 
A.  C.  Wadsworth  in  the  position  Sept.  1. 

Wadsworth,  who  founded  the  Duke  Eye  Center, 
will  continue  his  practice  and  teaching  responsibilities 
at  Duke.  In  March  he  turned  65,  the  mandatory  age  at 


which  department  heads  give  up  administrative 
duties. 

Machemer,  45,  is  a native  of  Muenster,  Germany. 
He  received  his  medical  education  at  the  universities 
of  Muenster  and  Freiberg  and  at  the  University  of 
Vienna  in  Austria. 

After  serving  an  internship  at  Rodalben  Hospital  in 
1961 , he  spent  a year  as  a fellow  in  general  pathology 
at  Freiberg  and  then  completed  his  residency  in 
ophthalmology  at  the  eye  clinic  of  the  University  of 
Goettingen  in  1965. 

The  surgeon  came  to  the  United  States  in  1966  as  a 
research  fellow  at  the  Bascom  Palmer  Eye  Institute 
and  was  named  to  the  University  of  Miami  School  of 
Medicine  faculty  in  1968. 

Machemer  and  his  wife.  Dr.  Christel  Machemer,  a 
psychiatrist,  have  a 15-year-old  daughter  named  Ruth. 

* * * 

Directors  of  nursing  services  have  been  appointed 
for  what  will  be  known  as  the  north  division  and  the 
south  division  of  Duke  Hospital  when  its  new  hospital 
opens  next  year. 

They  are  Mary  Ann  Peter,  who  will  direct  nursing  in 
the  north  division,  and  Evelyn  B.  Wicker,  who  will  be 
responsible  for  the  hospital’s  south  division.  Both  are 
registered  nurses  who  also  have  master’s  degrees. 

Mrs.  Peter,  wife  of  Dr.  Robert  H.  (Jess)  Peter,  co- 
director of  Duke’s  Cardiovascular  Laboratory , moves 
to  her  new  post  from  directorship  of  Duke’s  Quality 
Assurance  Program  in  Nursing.  Mrs.  Wicker  has  been 
supervisor  of  Duke’s  Ambulatory  Nursing  Service. 

Duke’s  north  division  will  include  the  39-bed  Eye 
Center,  which  opened  in  1973,  and  the  new  616-bed 
Duke  Hospital  North,  which  will  admit  its  first  pa- 
tients about  a year  from  now.  In  addition  to  ophthal- 
mology patients  at  the  Eye  Center,  Duke  North  will 
contain  inpatient  services  for  medicine,  surgery  and 
pediatrics.  The  emergency  department  also  will  be 
located  there. 

The  south  division  will  include  the  present  hospital, 
333  beds  of  which  will  be  retained  for  inpatients  in 
obstetrics-gynecology,  psychiatry  and  inpatient  re- 
habilitation. Duke  South  will  house  ambulatory  ser- 
vices. It  also  will  include  a 20-bed  inpatient  unit  in  the 
Edwin  A.  Morris  Clinical  Cancer  Research  Building. 

Inpatient  areas  in  the  four  units  — Duke  North, 
Duke  South,  the  Eye  Center  and  the  Morris  Building 
— will  be  known  collectively  as  Duke  University 
Hospital  and  will  have  1 ,008  beds,  an  increase  of  about 
100  beds  over  the  present  capacity. 

* * * 

Dr.  Kenneth  L.  Pickrell,  professor  of  plastic, 
maxillofacial  and  oral  surgery,  has  been  named  to  the 
Society  of  Scholars  at  The  Johns  Hopkins  University. 

The  society  honors  former  postdoctoral  fellows  at 
Johns  Hopkins  who  have  gained  marked  distinction  in 
their  fields  of  academic  or  professional  interest. 

Pickrell  received  his  M.D.  from  Hopkins  in  1935. 
He  completed  postdoctoral  training  and  served  on  the 
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hospital  staff  there  until  1944  when  he  was  appointed 
professor  and  chief  of  the  Division  of  Plastic,  Maxil- 
lofacial and  Oral  Surgery  here.  He  gave  up  adminis- 
trative responsibilities  as  chief  of  his  division  in  1975 
but  continues  in  practice  at  Duke. 

* * * 

The  National  Institute  of  General  Medical  Sciences 
has  awarded  a $128,000  grant  to  a Duke  scientist  who 
hopes  to  help  physicians  be  more  accurate  in  pre- 
scribing medications  for  their  older  patients. 

Dr.  Gerald  M.  Rosen,  associate  professor  of  phar- 
macology, will  use  the  grant  to  support  a three-year 
study  of  drug  metabolism. 

* * * 

Five  Duke  physicians  have  been  honored  by  the 

American  College  of  Obstetricians  and  Gynecologists 
(ACOG). 

First  prize  in  the  organization’s  annual  clinical  and 
basic  science  competition  was  awarded  to  Drs.  Mar- 
cos J.  Pupkin,  David  A.  Nagey,  David  W.  Schomberg 
and  M.  Carlyle  Crenshaw  Jr. 

One  of  two  academic  training  fellowships  awarded 
for  the  year  1978-79  by  the  ACOG  and  the  Ortho 
Pharmaceutical  Corp.  of  Ruritan,  N.J.,  was  given  to 
Dr.  Arnold  Grandis,  chief  resident  in  obstetrics  and 
gynecology. 

* * * 

A Duke  professor  has  received  the  highest  award  of 
the  German  Medical  Association. 

Dr.  Siegfried  Heyden,  professor  of  community  and 
family  medicine,  was  honored  for  the  two-year  cancer 
education  and  screening  program  he  directed  at  19 
textile  plants  of  the  Cannon  Mills  Co.  The  program 
concluded  last  fall.  Twenty-four  cases  of  cancer  were 
detected,  18  in  early  stages. 

In  1975,  he  won  the  association’s  Hufeland  Prize  for 
his  health  education  efforts  in  Swiss  schools  and  de- 
partment stores.  He  was  awarded  the  association’s 
silver  medal  in  the  same  year  for  studies  of  heart 
disease  and  cancer  epidemiology. 

* * * 

On  July  1 , Dr.  Calvin  R.  Peters,  assistant  professor 
of  plastic  surgery  became  program  director  in  the  De- 
partment of  Plastic  Surgery  at  the  Cleveland  (Ohio) 
Clinic. 

* * * 

Promotions  to  associate  professor: 

Drs.  Peter  Cresswell  and  Jeffrey  R.  Dawson,  im- 
munology; Dr.  Gerald  Rosen,  pharmacology;  Dr. 
James  H.  Carter,  psychiatry;  Dr.  Lazaro  Mandel, 
physiology. 

Promotions  to  assistant  professor: 

Dr.  Harold  A.  Ziesat  Jr.,  medical  psychology;  and 
Drs.  Judith  C.  Andersen,  Thomas  M.  Bashore,  David 
S.  Caldwell,  John  R.  Rice,  James  K.  Roche  and  Ali 
Soroush,  medicine. 


Appointments  to  assistant  professor: 

Dr.  Stephen  H.  Ladwig  (M.D.  Northwestern  ’72), 
radiology;  Dr.  Edmund  C.  Blach  (M.D.  U.  of 
Capetown  ’46),  anesthesiology;  Dr.  Gary  N.  Foulks 
(M.D.  Columbia  ’70),  ophthalmology;  Dr.  Edward 
Ganz  (M.D.  Chicago  ’67),  surgery. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Researchers  at  the  ECU  School  of  Medicine  and 
Pitt  County  Memorial  Hospital  are  participating  in  a 
collaborative  study  examining  the  levels  of  pollutants  , 
to  which  bottle  and  breast-fed  babies  are  exposed.  The 
project  is  funded  by  a $54,946  grant  to  the  ECU  De- 
partment of  Pediatrics  from  the  National  Institute  of 
Environmental  Health  Sciences,  Research  Triangle 
Park.  Similar  grants  have  been  awarded  to  Wake 
Medical  Center  and  Durham  General  Hospital. 

The  study  will  use  statistics  gathered  from  200 
breast-fed  and  200  bottle-fed  babies,  according  to  Dr. 
Jon  B.  Tingelstad,  chairman  of  the  pediatrics  depart- 
ment and  local  principal  investigator.  Participants  will 
be  volunteers  from  the  community  contacted  through 
local  physicians’  offices  and  Uamaze  classes. 

The  infant  feeding  project  is  designed  to  measure 
the  levels  of  polychlorinated  biphenyls  in  milk  fed  to 
infants.  Examinations  and  tests  will  be  used  to  see  if 
there  is  a pattern  between  exposure  to  PCBs,  a by- 
product of  plastic  production,  and  infant  development 
and  health. 

Samples  of  the  mother's  blood,  cord  blood  and  pla- 
cental tissue  will  be  used  to  measure  the  level  of  pol- 
lutants the  baby  was  exposed  to  during  pregnancy. 
The  infant  will  then  be  monitored  for  the  first  six 
months  of  life  to  examine  the  effect  of  the  substances! 
on  the  baby’s  development. 

^ ^ ^ 

ECU’s  continuing  medical  education  program  has: 
received  accreditation  from  the  Liaison  Committee  on 
Continuing  Medical  Education.  The  accreditation  will 
permit  the  medical  school  to  grant  credits  to  physi- 
cians participating  in  the  school’s  continuing  educa- 
tion programs.  Dr.  F.  M.  Simmons  Patterson,  assis- 
tant dean  for  continuing  medical  education,  will 
administer  the  program. 

Prior  to  receiving  the  accreditation,  the  School  of 
Medicine  offered  credits  for  programs  co-sponsored 
with  the  Eastern  Area  Health  Education  Center  and 
the  University  of  North  Carolina  School  of  Medicine. 

The  LCCME  granted  the  accreditation  on  a provi- 
sional basis  for  two  years. 

* * * 

Dr.  Donald  R.  Hoffman,  associate  professor  of 
pathology,  conducted  postgraduate  courses  in  food 
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illergy  at  five  hospitals  and  medical  schools  during 
une.  The  one-day  sessions  were  sponsored  by 
Georgetown  University,  Washington,  D.C.;  Tufts 
University  and  St.  Elizabeth's  Hospital,  Boston, 
idass.:  the  Los  Angeles  Society  of  Allergy  and  Clini- 
:al  Immunology,  Anaheim,  Calif.;  the  Cleveland  Al- 
lergy Society  and  Mt.  Sinai  Hospital,  Cleveland, 
)hio;  and  Henry  Ford  Hospital,  Detroit,  Mich. 

5jC  SfC 

Twenty-one  students  seeking  health  related  careers 
•nrolled  in  ECU’s  first  summer  program  for  future 
iloctors,  nurses  and  allied  health  professionals.  Spon- 
sored by  the  medical  school’s  Center  for  Student  Op- 
portunities, the  eight-week  program  for  minority  and 
jlisadvantaged  students  stressed  the  basic  sciences 
find  reading  and  learning  skills. 


Thomas  L.  Beatty,  Jr.  of  Charlotte  has  received  the 
Huffman  Award  for  demonstrating  the  highest  level  of 
academic  achievement  and  personal  stature  in  the 
first-year  class  at  the  School  of  Medicine.  Established 
in  1972  in  honor  of  Mr.  and  Mrs.  Charles  F.  Huffman, 
the  award  was  the  first  to  be  presented  at  the  medical 
school. 

* * * 

Dr.  Bryon  T.  Burlingham,  professor  and  chairman 
of  the  Department  of  Microbiology,  presented  “The 
Physical  Characterization  of  Incomplete  Coxsackie 
Virus  B4’’  at  a meeting  of  the  American  Society  for 
Microbiology  held  in  Las  Vegas.  Dr.  James  E.  Akers, 
instructor,  presented  “Physical  Properties  of  Cox- 
sackie Virus  B4.’’  Their  research  is  part  of  the  School 
of  Medicine’s  continuing  study  of  the  mechanisms  of 
pathogenesis  of  viral  myocarditis. 


Month  in 
Washington 


i The  Congress  recessed  for  the  Fourth  of  July  holi- 
day without  the  House  Commerce  Committee  taking 
final  action  on  the  administration’s  proposed  hospital 
cost  containment  legislation.  May  and  June  saw 
bitter  struggles  within  the  committee,  including  one 
n which  the  White  House  agreed  to  back  a new  $75 
nillion  Veterans  Administration  hospital  in  Camden, 
N.J.,  after  Rep.  James  Florio  (D-N.J.)  decided  to  back 
[he  cost  containment  bill. 

The  two  month  struggle  has  pitted  the  Carter  Ad- 
ministration’s attempt  to  place  an  artificial  cap  on 
(hospital  revenues  — an  imposition  of  controls  on  just 
one  part  of  the  economy  — against  a voluntary  effort 
group  (VE)  comprised  of  the  American  Medical  As- 
sociation, the  American  Hospital  Association  and  the 
Federation  of  American  Hospitals. 


The  American  Medical  Association  has  supported 
the  overall  goals  of  the  wide-ranging  disease 
prevention-health  promotion  bill  introduced  by  Sen. 
Edward  Kennedy  (D-Mass.). 

“Basic  to  success  must  be  a major  and  continuing 
effort  to  educate  the  American  people  in  healthful 
lifestyles  and  the  importance  of  preventive  medi- 
cine,’’ testified  Lowell  H.  Steen,  M.D.,  a member  of 
the  AMA  Board  of  Trustees.  “Because  results  of  such 
activities  will  not  be  visible  overnight,  we  recommend 
a long-term  commitment  to  these  endeavors,”  said 
Dr.  Steen. 


The  bill  provides  a new  program  of  federal  formula 
grants  to  states  to  assist  them  in  meeting  the  costs  of 
planning  and  providing  health  services.  These  state 
programs  would  be  directed  at  reducing  the  five  lead- 
ing causes  of  mortality  within  the  state  through  sys- 
tems of  early  detection,  screening  and  prevention.  A 
state  could  also  receive  formula  funds  for  programs 
designed  to  reduce  the  five  leading  causes  of  morbid- 
ity within  the  state. 

Special  project  grants  would  also  be  available  for; 
(1)  treatment  of  hypertension;  (2)  immunization  of 
children;  (3)  community  fluoridation  programs;  (4) 
prevention  of  illnesses  caused  by  environmental  fac- 
tors; (5)  prevention  of  rodent-borne  diseases;  (6) 
physical  fitness  activities;  and  (7)  lead-based  paint 
poisoning  prevention. 

Dr.  Steen  said  the  AMA  is  pleased  that  the  states 
would  have  a major  role  in  determining  priorities  for 
the  disposition  of  funds.  “We  have  long  stressed  the 
importance  of  state  and  local  action  in  health  matters 
and  we  are  encouraged  by  this  proposal.” 

The  proposed  level  of  funding  might  not  be  suffi- 
cient to  reduce  the  rates  of  mortality  or  morbidity  in  a 
state  effectively.  Dr.  Steen  said.  “It  would  indeed  be 
unfortunate  for  Congress  to  develop  a major  disease 
prevention  initiative,  yet  to  fund  it  inadequately  so 
that  the  effort  might  not  get  off  the  ground.”  He 
suggested  that  initially  funds  be  concentrated  on  dis- 
ease prevention  programs. 

Dr.  Steen  said  programs  such  as  those  anticipated  in 
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the  bill  could  substantially  improve  health,  but  “we 
should  not  be  deceived  into  believing  that  these  pro- 
grams are  a cure-all.  Basic  to  success  must  be  a major 
and  continuing  effort  to  educate  the  American  people 
in  healthful  lifestyles  and  the  importance  of  preventive 
medicine.” 

* * * 

Immediately  following  the  Supreme  Court  decision 
in  the  Bakke  case,  C.  H.  William  Ruhe,  M.D.,  AMA’s 
Senior  Vice-President,  made  these  comments  on  be- 
half of  the  Association: 

The  Supreme  Court  ruling  seems  to  permit  medical 
schools  to  continue  using  race  as  one  factor  in  de- 
teiming  admission  criteria.  We  hope  that  medical 
schools  will,  therefore,  continue  to  use  those  selective 
admissions  programs  designed  to  increase  the  num- 
bers of  minority  students.  It  is  only  through  such 
programs  that  we  can  hope  to  increase  the  numbers  of 
minorities  in  the  practice  of  medicine. 

The  American  Medical  Association  has  long  been  in 
support  of  programs  designed  to  increase  minority 
representation  in  medical  schools  and  in  the  practice 
of  medicine.  This  position  was  reaffirmed  in  St.  Louis 
at  the  Association's  Annual  Meeting  through  ac- 
ceptance of  a manpower  report  of  the  AMA  Council 
on  Medical  Education.  The  report  addressed  the  issue 


of  “Black  and  Other  Minority  Group  Physicians' 
with  the  opening  statement:  “The  inadequate  repre 
sentation  of  minority  groups  in  the  medical  professior 
and  in  medical  school  enrollments  remains  of  concerr 
to  the  AMA.” 

* * * 

The  House  Ways  and  Means  Health  Subcommittee 
has  approved  the  Clinical  Laboratory  Improvemenl 
Act. 

The  new  provision  would  prohibit  percentage  con- 
tracts with  hospital-based  physicians  unless  the 
charges  were  “reasonable”  in  terms  of  what  the  hos- 
pital would  have  paid  for  such  services  if  the  physiciar 
had  been  employed  by  the  hospital,  and  the  cost  ol 
other  “reasonable  expenses”  incurred  by  physicians 
in  performing  the  services.  This  provision  would  be 
applicable  to  clinical  laboratories  outside  of  a hospital. 

The  Health  Subcommittee  also  approved  language 
which  provides  that  “if  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  imposes  standards  for  hospi- 
tal laboratories  that  are  at  least  equivalent  to  the  na- 
tional standards,  the  Secretary  of  HEW  (or  the  state, 
in  the  case  of  a state  with  primary  enforcement  re- 
sponsibility) could  deem  a laboratory  in  a JCAH- 
accredited  hospital  to  be  in  compliance  with  the  na- 
tional lab  standards.” 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 


if  there 
are  problems 
and  there 
is  drinking... 
drinking 
may  be  the 
only  Problem/ 
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by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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The  CLIA  bill  extending  federal  regulations  over 
nical  labs  has  passed  the  Senate  and  the  House 
)mmerce  Committee  which  sent  it  to  Ways  and 
eans.  All  the  bills  are  similar.  The  physician  office 
emption  in  Senate  was  not  mandatory.  The  House 
emption  is  automatic  for  groups  of  five  or  fewer,  or 
r any  size  group  if  tests  are  done  by  the  physicians 
;mselves. 

SjC 

Rep.  Paul  G.  Rogers,  57-year-old  Florida  Democrat 
lose  name  is  often  synonymous  with  health  legisla- 
>n  on  Capitol  Hill,  has  decided  to  quit  the  House 
:er  12  terms.  Chairman  of  the  House  Interstate  and 
ireign  Commerce  Committee’s  Subcommittee  on 
:alth  and  Environment,  Congressman  Rogers  has 
ined  the  reputation  of  a knowledgeable,  tough  but 
vays  fair,  prime  mover  of  health  legislation  in  the 
>use. 

Facing  no  important  opposition  at  home  (parts  of 
oward  and  Palm  Beach  counties),  Rogers  said  he 
;rely  wants  to  try  “a  change  of  career”  and  is  "open 
offers.” 

Candidates  to  succeed  him  include  Reps.  David 
tterfield  (D-Va.),  Richardson  Preyer  (D-N.C.)  and 
nes  Scheuer  (D-N.Y.),  ranking  members  of  the 
bcommittee. 


The  House  approved  a $55  billion  money  bill  for  the 
:alth.  Education  and  Welfare  Department,  both 
>re  and  less  than  the  Administration  requested.  The 
nfusion  arose  because  the  House  added  $641  million 
specific  programs,  but  also  voted  a $1  billion  gen- 
ii chop  that  may  prove  meaningless.  Another  $17 
lion  of  HEW  programs  must  go  through  the  appro- 
iations  mill,  since  the  House  is  deferring  action  on 
jse  programs  until  their  extended  authorizations  are 
proved  later  this  year. 

An  amendment  denying  federal  funds  for  Medicaid 
ortion  payments  unless  the  mother's  life  is  imper- 
il was  adopted  by  the  House  ensuring  still  another 
ntroversial  go-around  with  the  Senate  on  the  emo- 
nal  issue. 

The  rather  muddled  budget  situation  saw  HEW 
cretary  Joseph  Califano  writing  letters  to  lawmak- 
s deploring  “meat  ax”  cuts  on  the  one  hand  and 
reatening  a Presidential  veto  for  too  fat  a bill  on  the 
her. 

The  $1  billion  “out”  in  effect  was  a challenge  to 
ilifano’s  report  earlier  this  year  charging  that  fraud, 
aste  and  abuse  is  costing  the  department  more  than 
i billion  a year.  If  that's  the  case,  the  House  was 
ying,  then  at  least  $1  billion  ought  to  be  saved 


through  cracking  down  on  the  waste.  However,  no 
specific  program  reductions  were  required,  nor  will 
any  services  apparently  be  cut. 

Much  of  the  increase  over  the  Carter  budget  voted 
by  the  House  was  for  health  manpower  and  general 
education  outlays,  which  the  Administration  wanted 
trimmed.  The  National  Institutes  of  Health  received 
$305.7  million  more  than  the  budget  figure. 

Many  of  the  health  program  appropriations  were 
sought  by  the  American  Medical  Association  which 
had  urged  that  key  programs,  especially  in  the  health 
manpower  and  national  health  service  corps  areas,  not 
be  slashed. 

Rep.  Robert  Giaimo,  (D-Conn.),  chairman  of  the 
House  Budget  Committee,  recently  told  the  AM  A that 
“with  a few  notable  exceptions,  we  adopted  the  same 
strategy  you  outlined  . . . for  funding  health  pro- 
grams.” 

“With  respect  to  programs  which  support  health 
care  services,  training  of  health  manpower  and 
biomedical  lesearch,  the  committee  recommended 
adding  $250  million  to  the  President’s  budget  re- 
quest,” said  Giaimo.  “This  total  is  in  line  with  your 
recommendations,  with  the  exception  of  the  health 
professions  education  program  for  which  you  suggest 
fairly  sizeable  increases.” 

The  Budget  Committee  chairman  also  said  in  a letter 
to  James  Sammons,  M.D.,  AMA  Executive  Vice 
President,  that  “I  am  pleased  on  the  whole  that  the 
AMA  recognizes  the  need  to  constrain  the  rising  costs 
of  health  care  programs  and  has  joined  with  hospital 
associations  to  reduce  the  rate  of  increase  in  hospital 
costs.” 


The  F.  Edward  Hebert  Naval  Regional  Medical 
Center  in  New  Orleans  is  a $22  million  white  elephant 
that  should  be  abandoned  by  the  Navy,  reports  the 
General  Accounting  Office.  The  Defense  Department 
agrees  with  the  findings. 

The  GAO,  Congress’  investigative  agency,  said  the 
west-bank  installation  has  a daily  average  patient  load 
of  23,  less  than  10  percent  of  the  250-bed  capacity.  The 
potential  for  increasing  the  work  load  significantly  “is 
virtually  nonexistent,”  said  GAO. 

No  blame  was  assessed  by  the  GAO  in  its  findings 
on  the  new  installation  that  was  dedicated  in  1976  to 
Rep.  F.  Edward  Hebert  (D-La.),  former  chairman  of 
the  House  Armed  Services  Committee. 

Annual  operating  and  payroll  costs  for  the  hospital 
amount  to  more  than  $7  million.  GAO  suggested  the 
facility  be  used  by  the  state  of  Louisiana  for  a planned 
adolescent  mental  health  care  installation,  or  that  it  be 
leased  to  Westbank  Medical  Center,  Limited,  which 
operates  a nearby  for-profit  hospital. 


gust  1978,  NCMJ 


505 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


Classified  Ads 


FACULTY  POSITION  with  Physician  Assistant  Training  Program 
and  appointment  in  Department  of  Family  Practice.  Licensed 
physician  with  experience  in  General  Practice  or  Family  Practice. 
Diplomate  of  American  Board  of  Family  Practice  preferred.  For 
information  write  or  call:  Director,  Physician  Assistant  Training 
Program.  Bowman  Gray  School  of  Medicine  of  Wake  Forest  Uni- 
versity, 1990  Beach  Street,  Winston-Salem,  North  Carolina  27103 
(919)  727-4356.  An  Equal  Opportunity  Employer. 

PHYSICIAN  NEEDED  to  take  over  large,  well-established  Family 
Practice.  Present  Physician  moving  out  of  state.  Ideal  set-up  in  a 
beautiful  Coastal  North  Carolina  city.  Will  introduce  and  help  set 
up  in  practice,  sharing  a new  two-man  clinic.  Can  supply  all  medi- 
cal equipment  and  office  personnel  if  desired.  Available  soon. 
Contact  Wm.  J.  Mattox,  M.D.,  1602  Doctors  Circle,  Wilmington, 
N.C.  28401.  Telephone:  (919)  763-5471. 

PRIMARY  CARE  PHYSICIAN  (FP,  GP,  IM)  NEEDED  IMMEDI- 
ATELY — Excellent  growth  and  economic  potential  in  developing 
primary  care  practice.  Substantial  fiscal  and  staff  support  through 
RHI  grant  and  NHSC.  Modern  352  bed  hospital  20  minutes  away 
from  clinic,  with  extensive  specialist  support  adjacent  to  hospital. 
Very  good  continuing  education  program  on  site,  at  nearby  hospital 
and  AHEC  facilities,  and  at  four  medical  schools  two-four  hours 
away.  Twenty-four  hour  county  wide  EMS  system.  Many  recrea- 


tional opportunities  in  town,  beaches  an  hour  to  the  east,  and  the 
mountains  four  hours  to  the  west.  This  is  a prime  opportunity  for 
the  physician  interested  in  small  town  practice  with  all  the  advan- 
tages of  an  urban  practice  nearby.  Send  inquiries  to:  Southeastern 
Medical  Services,  P.O.  Box  548,  Rowland,  North  Carolina  28383. 

WANTED  OB-GYN  to  join  sole  incorporated  Board  certified  indi- 
vidual in  Eastern  North  Carolina.  Excellent  hospital  facilities  and 
staff.  Starting  salary  $45,000  with  negotiation  upward  after  1st 
year.  For  further  information  reply  to:  Jack  E.  Mohr,  M.D.,  403 
W.  27th  Street,  Lumberton,  N.C.  28358  Phone:  (919)  739-2846. 

ROXBORO,  N.C.  — Openings  for  G.P.  or  F.P.  to  join  established 
group.  Modern,  fully-equipped  office  building  adjacent  to  88  bed 
JCAH  hospital.  Income  guarantee  or  salary,  plus  opportunity  for 
buy-in.  Beautiful  rural  community  of  26,000  in  Central  Piedmont, 
less  than  30  miles  from  two  major  cities.  Excellent  consultation/ 
referral  relationship  with  local  medical  centers.  Contact:  R.  G. 
Fitzgerald,  M.I).  (919)  599-1131  or  P.  J.  Austin  (919)  599-2121. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 


TEGA-SPAN  CAPELLETS 

TEGA-SPAN  CAPELLETS  FOR  MORE  ADVANCED  NICOTINIC  ACID 

THERAPY 

Each  capsule  contains:  . . . 400  mg  of  pure  pelletized 
Nicotinic  Acid 

INDICATIONS:  Tega-Span  is  indicated  where  reduction  of  serum  chloresterol  and  total 
lipid  levels  in  hypercholesteremia  and  hyperlipemia  is  desirable.  It  may  also  be  useful  in 
reducing  xanthomatous  tissue  cholesterol  deposits. 

DOSAGE  AND  ADMINISTRATION:  Usual  dose  is  one  or  two  capellets  twice  daily  with  or 
after  meals.  Since  lower  doses  may  control  hyperlipidemia  in  some  patients,  the  dosage 
should  be  individualized  according  to  the  effect  on  serum  lipid  levels.  It  is  also  to  be  noted 
that  adverse  reactions  appear  with  greater  frequency  early  in  therapy;  in  order  to  avoid 
these  it  may  be  best  to  start  the  drug  at  low  levels  and  increase  dosage  gradually. 

Federal  Law  prohibits  dispensing  without  a prescription 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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CAROLINAS’  HOUSE  OF  SERVICE 


Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phene  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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The  Official  Journal  of  the  NORTH  CAROLINA  MEDICAL  SOCIETY  □ □ □ September  1978,  Vol.  39,  No.  9 

IN  THIS  ISSUE: 

CURRENT  CONCEPTS:  Management  of  Lung  Cancer:  Frederick  Richards  II,  M.D.,  Hyman  B.  Muss,  M.D.,  Douglas  R.  White,  M.D., 
Carolyn  Ferree,  M.D.,  John  Stuart,  M.D.,  M.  Robert  Cooper,  M.D.,  and  Charles  L.  Spurr,  M.D. 

The  Late  Results  of  Surgical  Treatment  of  Lung  Cancer:  Joseph  W.  Cook,  M.D.,  Francis  Robicsek,  M.D.,  Harry  K.  Daugherty,  M.D.,  Jay 
G.  Selle,  M.D.,  and  Paul  W.  Sanger,  M.D. 


Now,  two  dosage  forms 

Nalfon* 

fenoprofen  calcium 

300-mg.  Pulvules  and  bOO-mg*  Tablets 

E3 


□ ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1C' 


FRANC!! 


u 10/0 


1979  Leadership  Conference 
February  2-3 


1979  Annual  Sessions 
May  3-6 — Pinehurst 


mm 


dvantage 


Each  capsule  contains 
mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 


Plications  in  providing 
MPLibrium®  (chlordiaz- 
potent  antisecretory  and 
uarzan®  (clidinium  Br)  for 
[ahowel  syndrome*  and 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g  , operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not,  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  / e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 


NOW  AVAILABLE! 

History  of 

"Medicine  in 
North  Carolina" 

1524-1960 

IN  TWO  VOLUMES 
$25.00  PER  SET 


Available  from 

North  Carolina  Medical  Society 
P.  0.  Box  27167 
Raleigh,  N.  C.  27611 


Enclosed  is  $ for sets  of 

MEDICINE  IN  NORTH  CAROLINA  at  $25  per  set. 

MAIL  TO:  North  Carolina  Medical  Society 
P.  O.  Box  27167 
Raleigh,  N.  C.  27611 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  liv;ng  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

rt"  3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Medical  Staff 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Bruce  W.  Rau,  M.D. 

Staff  Psychiatrist 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 
Larry  T.  Burch,  M.D. 
Courtesy  Staff 
Glenn  N.  Burgess,  M.D. 

Courtesy  Staff 
Edward  Weaver,  M.D. 
Courtesy  Staff 

For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 

Towards  Wholeness 
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Of  all  brands,  lowest... Carlton  Box:  less  than  0.5  mg.  tar 
Warning:  The  Surgeon  General  Has  Determined  an(j  q .05  mg.  nicotine  av.  per  cigarette,  FTC  Report  May  78. 

That  Cigarette  Smoking  Is  Dangerous  to  Your  Health.  gox.  |_ess  t^an  g 5 mg.,'tar",  0.05  mg.  nicotine,-  Soft  Pack  and  Menthol:  1 mg.  "tar" , 

0.1  mg.  nicotine  av.  per  cigarette,  FTC  Report  May  '78. 
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Office  based 
x-ra’ 

for  the  medical 
practitioner. 


Features: 

• 500MA  at  100KV 

• 400MA  at  110KV 
•300MA  at  125KV 

• Push  Button  MA  Selection 

• Filament  Stabilizer 

• Space  Charge  Compensation 

• Double  Focal  Spot 

• 1/120  (8ms.)  second  phase  triggered  solid  state  timer 

• 100  Steps  K.V.  Regulation 

• Protective  Circuitry 

• Automatic  Shutoff 

• Solid  State  Transformer 

• Four  Way  Floating  Table  Top 

• DHEW  Certified 

• Electric  Locks 

• Integrated  Tube  Protection 

• Two  year  X-ray  Tube  Warranty 

• One  year  free  service 

• Two  year  free  service  travel 

• 24  hr.  Breakdown  response 

• Five  Year  Parts  Warranty 


Thinking  about  x-ray  equipment? 
If  not,  perhaps  now  is  the  time. 


The  system  shown  above  with  a four  way  floating  table 
top  can  be  yours  for  about  $15,000.00.  Equipment  prices 
range  from  $10,000.00  to  $19,000.00  depending  upon 
options  selected.  The  equipment  is  manufactured  by 
Bennett  X-ray,  Freeport,  Long  Island,  N.Y.  Hundreds 
now  installed.  Ask  for  our  users  list. 

The  finest  equipment,  best  warranty  and  service 
coupled  with  the  most  competitive  pricing  combine  to 
make  B&B  X-Ray  the  supplier  of  choice  for  many 
physicians  offices  throughout  the  Carolinas. 


B&B  X-Ray  is  a full  line  x-ray  equipment  and 
accessory  distributor.  We  are  also  the  exclusive  distributor 
for  Bennett  X-Ray  office  based  radiographic  equipment  in 
the  Carolinas.  (300  or  500MA  systems) 

From  a simple  upgrade  to  complete  equipment  installa- 
tion B&B  X-Ray  is  the  company  to  meet  your  x-ray  needs. 

CONTACT  US  TODAY.  Call  Collect. 

T&TxTaT 

857  W.  John  Street  • P.  O.  Box  802 
Matthew,  N.  C.  28105  • Phone  704/847-8521 


MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY 

OF  NORTH  CAROLINA 

A 

GROWING 

ORGANIZATION 

PHYSICIAN  OWNED  AND  DIRECTED 
SERVING  MORE  AND  MORE  — BETTER  AND  BETTER 


POLICIES  IN  FORCE  — PHYSICIANS  AND  SURGEONS 


10/23/75  12/31/75  12/31/76  12/31/77  5/1/78 

For  information  on  how  this  growing  North  Carolina 
company  can  serve  you  and  your  insurance  needs  and 
to  find  out  the  reasons  behind  this  growth 

CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

DOUGLASS  M.  PHILLIPS  — EXECUTIVE  VICE  PRESIDENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
Phone  919  828-9334 


Wur  Patient 

Saves  Dollars 
with  Generics 

by  PUREPAC 

Here’s  Proof! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 

QUANTITY  BRAND  NAME"  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250  mg.) $8.70  . . Ampicillin  (250  mg.) $2.40 . . $6.30 

100 Equanil  (400  mg.)(3  8.09  Meprobamate  ooo  mg.  )<3  1.83  6.26 

100  Darvon  Comp.  65  (3  7.83  Propoxyphene  HC1  Comp.  65  G 4.63  3.20 

100 Pavabid  (iso  mg.) 11.73  . Papaverine  HC1  T.R.aoo  mg.) 4.33 . . 7.40 

100  Thorazine  (50  mg.) 6.03  . Chlorpromazine  HC1(50  mg.) . 3.23  2.80 

100 Libriumoo  mg.)G 7.11  . Chlordiazepoxide  HC1  (io  mg.)G.  . 4.89  2.22 


The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 


Brand  names  are  registered  trademarks  of 
Bristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  & Co., 
Marion  Labs.,  Smith  Kline  & French  Labs., 
Roche  Labs,  respectively. 

e 


Purepac 

FliTahisth  N.in7?n7 


Elizabeth,  NJ  07207 
AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $100  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


Now  from  SQUIBB 


flavor  'n’  economy 

artificial 


© 1977  E R Squibb  & Sons.  Inc 


738-502 


- it  isn’t  just  for  simple 

inflammation*  - 

- it  isn't  just  for  simple  g* 

cutaneous  candidiasis*  I 

- it  isn’t  just  for  simple 
bacterial  infection* 

but  how  often 
is  life  so  simple? 

there's  nothing  quite  like 

Mycolog 

Nystatin-  Neomycin  Sulfate  - Gramicidin- 
Triamcinolone  Acetonide  Cream 


W NDC  0003-0589-- 

WVCOLOG® 

cream 

tain- 

Jeomycin 

Sulfate- 

Sramicidin- 

[riamcinolone 

■cetonide 

Cream 


Mycolog  Cream  (Nystatin  — Neomycin  Sulfate  — Gramicidin  — Triam- 
cinolone Acetonide  Cream)  provides  100,000  units  nystatin,  neomycin 
sulfate  equivalent  to  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and 
1 mg.  triamcinolone  acetonide  (0.1%)  per  gram  in  an  aqueous  per- 
fumed vanishing  cream  base. 

INDICATIONS:  Based  on  a review  of  this  preparation  by  the  Na-  I 
tional  Academy  of  Sciences  — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  follows: 
Possibly  effective:  In  cutaneous  candidiasis;  superficial  bacterial 
infections;  the  following  conditions  when  complicated  by  candidal 
and/or  bacterial  infection:  atopic,  eczematoid,  stasis,  nummular, 
contact,  or  seborrheic  dermatitis,  neurodermatitis,  and  dermatitis 
venenata;  infantile  eczema;  lichen  simplex  chronicus;  and  pruritus 
ani  and  pruritus  vulvae. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

CONTRAINDICATIONS:  Viral  diseases  of  the  skin  (such  as  vaccinia 
and  varicella);  fungal  lesions  of  the  skin  except  candidiasis;  history 
of  hypersensitivity  to  any  product  component.  Not  intended  for  oph- 
thalmic use;  should  not  be  applied  in  the  external  auditory  canal  of 
patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
tion is  markedly  impaired. 

WARNINGS:  Because  of  the  potential  hazard  of  nephrotoxicity  and 
ototoxicity,  prolonged  use  or  use  of  large  amounts  of  this  product 
should  be  avoided  in  the  treatment  of  skin  infections  following  ex- 
tensive burns,  trophic  ulceration,  and  other  conditions  where  absorp- 
tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 


steroids  during  pregnancy  has  not  been  absolutely  establis 
therefore,  do  not  use  extensively  on  pregnant  patients,  in  1 
amounts,  or  for  prolonged  periods. 

PRECAUTIONS:  Watch  constantly  for  overgrowth  of  nonsuscep 
organisms  (including  fungi  other  than  Candida).  Should  superir 
tion  due  to  nonsusceptible  organisms  occur,  administer  suit' 
concomitant  antimicrobial  therapy;  if  favorable  response  is  not  pro: 
discontinue  the  preparation  until  adequate  control  by  other  ( 
infectives  is  effected.  If  extensive  areas  are  treated  or  if  the  occlu 
technique  is  used,  the  possibility  exists  of  increased  systemic  abs 
tion  of  the  corticosteroid;  suitable  precautions  should  be  take 
irritation  develops,  discontinue  the  product  and  institute  appropi 
therapy. 

ADVERSE  REACTIONS:  Sensitivity  reactions  to  topical  use  of  gramic 
are  rare.  Hypersensitivity  to  nystatin  is  extremely  uncommon.  Hy 
sensitivity  to  neomycin  has  been  reported  and  articles  in  the  cur 
medical  literature  indicate  an  increase  in  its  prevalence. 

The  following  local  adverse  reactions  have  been  reported 
topical  corticosteroids  either  with  or  without  occlusive  dressings:  b 
ing  sensations,  itching,  irritation,  dryness,  folliculitis,  secondary  in 
tion,  skin  atrophy,  striae,  miliaria,  hypertrichosis,  acneform  erupti 
maceration  of  the  skin,  and  hypopigmentation.  Contact  sensitivity 
particular  dressing  material  or  adhesive  may  occur  occasionally.  I 
toxicity  and  nephrotoxicity  have  been  reported. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  Available  in  15,  30,  and  60  g.  tubes.  It  is  also  a 
able  in  jars  of  1 20  g.  (4  oz.)  for  hospital  or  institutional  use  only. 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 


11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


DIAGNOSTIC  IMMUNOLOGY 


American  Medical  Laboratories,  Inc.  accounces  its  expanded  immunology  services  as 
support  to  researchers  and  clinicians. 


VIRAL  SEROLOGY 


Adenovirus  Group 
California  encephalitis 
Coxsackie  A1-A24 
Coxsackie  B1-B6 
CMV 

Eastern  equine  encephalitis 
Echovirus  Typing 
Epstein- Barr- VC  A 
Herpes  simplex  Type  1 and  2 
Influenza  Type  A,  B,  C 
Japanese  B encephalitis 
Lymphocytic  Choriomeningitis 
Mumps  - soluble  and  viral 


Mycoplasma  pneumoniae 
Parainfluenza  1,  2,  3 
Poliovirus  1,  2,  3 
Psittacosis-Ornithosis-LGV 
Reovirus  Group 
Respiratory  Syncytial  Virus 
Rubeola 

St.  Louis  encephalitis 

Vaccinia 

Varicella 

Venezuelan  equine  encephalitis 
Western  equine  encephalitis 


FUNGAL  TESTING 

Aspergillus 

Blastomyces 

Coccidioides 

Histoplasma 

Candida 

RICKETTSIAL  AGENTS 

Rocky  Mt.  Spotted  fever 
Rickettsial  pox 
Murine  typhus 
Epidemic  typhus 
Q-Fever,  phase  I & II 


Our  laboratory  can  also  provide  customized  services  for  special  requirements  of 
individual  investigators. 

AML  is  a full-service  laboratory  with  an  extended  courier  service,  dedicated  to  providing 
prompt  and  accurate  results.  The  immunology  laboratory  and  its  staff  of  experienced 
technologists,  is  pathologist  supervised  and  CDC  and  CAP  certified. 


GENTLEMEN:  Please  send  me  additional  information  on: 

□ Capabilities 

□ Supporting  services 


NAME 


ADDRESS 


HALOG  [halcinonide 


dierever  the  cutaneous  lesion  appears, 
lere  is  an  appropriate  form  of  Halog. 


Case  histories  on  file  at  Squibb  Institute  for  Medical  Research 


S Halog  Solution 0.1% 

Halcinonide  Solution  0.1% 


O I la  log  Ointment  0.1% 

Halcinonide  Ointment  0.1% 


See  next  page  for  brief  summary 


SQUIBB 


HALOG  [halcinonide 


HALOG  (Halcinonide)  CREAM/OINTMENT/SOLUTION 

Halog  Cream  0.025%  (Halcinonide  Cream  0.025%) 
and  Halog  Cream  0.1%  (Halcinonide  Cream 
0.1%)  contain  0.25  mg  and  1 mg  halcinonide 
per  gram,  respectively,  in  a specially  formu- 
lated cream  base.  Halog  Ointment  0.1% 

(Halcinonide  Ointment  0.1%)  contains  m 

1 mg  halcinonide  (0.1%)  per  gram  in 
Plastibase®( Plasticized  Hydrocarbon 
Cel),  a polyethylene  and  mineral  oil 
gel  base.  Halog  Solution  0.1%  (Hal- 
cinonide Solution  0.1%)  contains 
1 mg  halcinonide  (0.1%)  per  ml. 

CONTRAINDICATION:  Topical 
steroids  are  contraindicated  in 
those  patients  with  a history  of 
hypersensitivity  to  any  of  the 
components  of  the  prepara- 
tions. 

PRECAUTIONS: 

General — If  ir- 
ritation  de- 
velops, 
dis- 


associated  with  exposure  of  gestating  females  to  topical  corticostt 
roids — in  some  cases  at  rather  low  dosage  levels.  Therefore,  drug 
of  this  class  should  not  be  used  extensively  on  pregnant  patients 
in  large  amounts,  or  for  prolonged  periods  of  time. 

Occlusive  Dressing  Technique — The  use  of  occlusiv 
dressing  increases  the  percutaneous  absorption  of  cortici 
steroids.  For  patients  with  extensive  lesions  it  may  t 
preferable  to  use  a sequential  approach,  occluding  on 
portion  of  the  body  at  a time.  Keep  the  patient  undt 
( lose  observation  if  treated  with  the  occlusive  teel 
nique  over  large  areas  and  over  a considerab! 
period  of  time.  Occasionally,  a patient  who  hi 
been  on  prolonged  therapy,  especially  ocelt 
sive  therapy,  may  develop  symptoms  i 
steroid  withdrawal  when  the  medication 
stopped.  Thermal  homeostasis  may! 

impaired  if  large  areas  of  tl 
body  are  covered.  Discot 
tinue  use  of  the  occli 
sive  dressing 
elevation  of  t! 
body  ten 
peratu 
occur 


continue  the  product  and  institute  appropriate  therapy. 
In  presence  of  an  infection,  institute  use  of  a suitable 
antibacterial  or  antifungal  agent.  If  a favorable  re- 
sponse does  not  occur  promptly,  discontinue  the 
corticosteroid  until  the  infection  has  been  adequately 
controlled.  If  extensive  areas  are  treated  or  if  the  occlu- 
sive technique  is  used,  there  will  be  increased  systemic 
absorption  of  the  corticosteroid  and  suitable  precautions 
should  be  taken,  particularly  in  children  and  infants. 
These  preparations  are  not  for  ophthalmic  use. 

Usage  in  Pregnancy — Although  topical  steroids 
have  not  been  reported  to  have  an 
adverse  effect  on  human  pregnancy,  the  safety 
of  their  use  in  pregnant  women  has  not  been 
absolutely  established.  In  laboratory  animals,  in- 
creases in  incidence  of  fetal  abnormalities  have  been 


Occasionally,  a patient  may  develop  a sensitivity  reactii 
to  a particular  occlusive  dressing  material  or  adhesi 
and  a substitute  material  may  be  necessary.  It  infectii 
develops,  discontinue  the  use  of  the  occlusive  dies 
ing  and  institute  appropriate  antimicrobial  therapy.  | 
ADVERSE  REACTIONS:  The  following  local  adver 
reactions  have  been  reported  with  topical  corticosteroid 
especially  under  occlusive  dressings:  burning  sensation 
itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acn 
form  eruptions,  perioral  dermatitis,  allergic  contact  dermatit 
hypopigmentation,  maceration  of  the  skin,  secondary  infeetio 
skin  atrophy,  striae,  and  miliaria. 

For  full  prescribing  information,  consult  package  inserts. 

HOW  SUPPLIED:  The  0.025%  and  0.1%  Cream  and  the  0.1 
Ointment  are  supplied  in  tubes  of  15  g and  60  g,  and  in  jars  of  240  g (8  o: 
The  0.1%  Solution  is  supplied  in  plastic  squeeze  bottles  of  20  ml  and  60  n 
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PRESIDENT'S  NEWSLETTER 


NORTH  CAROLINA  MEDICAL  SOCIETY 


No.  4 


September  1978 


Our  Society’s  membership  in  the  AMA  is  increasing.  We  received  a telegram  from 
James  H.  Sammons,  M.D.,  Executive  Vice-President,  AMA,  stating:  "Congratulations 
are  in  order  for  the  tremendous  support  from  the  North  Carolina  Medical  Society 
in  being  the  ninth  state  to  break  the  previous  year's  membership.  As  of 
August  4th  our  records  show  that  you  have  3,816  AMA  dues  paying  members,  exceed- 
ing the  1977  year  end  total  of  3,809.  It  is  certainly  a notable  accomplishment 
and  our  deepest  appreciation  for  your  support  and  participation".  Many  thanks 
to  each  of  you  who  has  joined  the  AMA  this  year,  and  I hope  we  can  increase  this 
number  even  more  by  the  end  of  the  year. 

It  is  encouraging  to  see  more  physicians  run  for  Federal  and  State  Offices. 

Dr.  Bill  Roy,  Topeka,  Kansas,  is  seeking  a seat  in  the  U.  S.  Senate  and  Dr.  Ross 
G.  Pierpoint  of  Towson,  Maryland,  and  Dr.  Aris  T.  Allen,  Annapolis,  are  both  runn- 
ing for  Governor  of  that  state.  In  North  Carolina  Dr.  Thomas  Doyle  Ghent, 
Charlotte,  is  a candidate  for  the  North  Carolina  Senate,  22nd  District,  Mecklenburg 
and  Cabarrus  Counties.  We  certainly  need  more  physicians  in  Federal  and  State 
positions.  I hope  that  more  doctors  will  consider  running  in  the  future,  particu- 
larly for  the  North  Carolina  Senate  and  House  seats.  At  present  Dr.  John  Gamble, 
Lincolnton,  and  Dr.  John  W.  Varner,  Lexington,  are  the  only  physician  members 
of  the  North  Carolina  Legislature. 

Joseph  J.  Combs,  M.D.,  Raleigh,  has  been  appointed  as  representative  of  the 
Medical  Society  on  the  Governor's  Coordinating  Council  on  Aging. 

I have  received  many  letters  from  physicians  across  the  state  concerning  the 
Prudential  Insurance  Company's  Second  Surgical  Opinion  Program.  Many  others  of 
you  have  written  the  Prudential  Insurance  Company,  and  I appreciate  receiving 
a copy  of  your  letter.  This  will  be  on  the  agenda  of  the  Executive  Council 
meeting  at  Mid  Pines  on  October  1st. 

I believe  that  physicians  in  our  state  need  to  be  more  cost  conscious,  particu- 
larly, in  our  Medicaid  Program.  One  area  of  concern  is  the  long  term  care, 
especially  in  nursing  homes,  which  is  projected  to  spend  $100  million  for  the 
fiscal  year  1978-79. 

The  ever  mounting  problem  of  allowing  patients  to  remain  in  long  term  care  beds 
longer  than  is  medically  necessary  cannot  continue  to  exist.  Psycho-social 
factors  alone  cannot  be  used  as  rationale  for  allowing  this  to  occur.  Physicians 
are  encouraged  to  assess  properly  the  medical  needs  of  a patient  and  provide 
each  individual  the  opportunity  to  remain  or  return  home  as  soon  as  medically 
possible. 

In  an  effort  to  assist  physicians,  the  North  Carolina  Medical  Peer  Review 
Foundation,  Inc. , offers  the  following  synopsis  to  provide  physicians  with 
criteria  for  determining  the  appropriate  levels  of  long  term  care  for  Title  XIX 
patients . 
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Skilled  Nursing  provides  nursing  observation  and  assessment  on  a 24-hour  basis. 

It  is  designed  to  meet  the  needs  of  patients  who  possess  medical  and/or  special 
nursing  problems  which  require  continuous  professional  monitoring. 

Intermediate  care  offers  eight  hours  of  nursing  supervision  per  day.  It  is 
intended  for  those  patients  who  require  daily  treatments,  maintenance  therapies, 
and  individualized  care  which  would  necessitate  professional  evaluation. 

Rest  Home  (domicilary  care)  is  provided  for  those  individuals  who  do  not  require 
nursing  supervision,  but  require  a protective  environment,  supervision  of  medica- 
tion administration  and  assistance  with  activities  of  daily  living. 

The  North  Carolina  Division  of  Archives  and  History  suggested  last  Spring  that  the 
Medical  Society  purchase  a World  War  II  railroad  ambulance  train  care  which  is  now 
parked  in  Raleigh  and  rapidly  deteriorating.  The  Executive  Council  approved  the 
request  and  each  physician  received  a letter  requesting  donations  made  to  the  Nort 
Carolina  Medical  Society  Foundation,  Inc. , which  would  be  tax  deductible.  The 
Society  would  purchase  the  car  for  $4,000  and  donate  it  to  the  Historic  Spencer 
Shops  (N.  C.  Transportation  Museum)  which  is  being  planned  for  the  Old  Railroad 
Round  House  in  Spencer,  N.C.  To  date  we  have  received  $1,150.00  towards  this  pur- 
chase, but  we  need  the  balance  as  soon  as  possible.  The  Division  of  Archives 
stated  they  would  restore  the  car  to  its  original  condition  if  the  Society  could 
purchase  it.  I believe  that  this  would  be  a fine  thing  for  our  Society  to  do  for 
this  Railroad  Museum  which  in  years  to  come  will  be  a national  tourist  attraction 
for  North  Carolina.  I encourage  each  of  you  to  send  a check  immediately  to  the 
North  Carolina  Medical  Society  Foundation,  Inc.,  P.  0.  Box  27167,  Raleigh,  N.C., 
for  purchase  of  this  last  existing  railroad  ambulance  car. 

I certainly  hope  that  each  of  you  who  are  committee  members  will  attend  the 
Annual  Committee  Conclave  at  Mid  Pines  which  will  be  held  from  September  27-30th. 
Our  committee  structure  is  designed  for  participation  of  individual  physician 
members  and  your  input  through  the  committees  is  needed  and  is  greatly  appre- 
ciated. If  you  are  not  a member  of  a committee  and  desire  any  topic  or  proposal 
discussed,  please  write  the  chairman  of  that  committee  as  listed  in  the  last 
issue  of  the  North  Carolina  Medical  Journal.  I am  sure  that  the  Chairman  would 
be  happy  to  place  your  item  on  the  agenda. 

Congratulations  to  John  Glasson,  M.D.,  of  Durham  who  has  been  elected  Vice- 
Chairman  of  the  AMA  Council  on  Medical  Services,  it  was  recently  announced  by 
the  AMA  Headquarters  in  Chicago.  Dr.  Glasson  is  a hardworking  member  of  the  AMA 
Council  and  will  represent  North  Carolina  capably  in  this  new  responsibility. 

Sincerely, 


D.  E.  Ward,  Jr.,  M.D. 
President 


Communicating  with  Professionals 


Effective,  two-way  communication  between 
doctors’  offices  and  the  internal  management 
and  operating  departments  of  Blue  Cross  and 
Blue  Shield  of  North  Carolina  is  the  function 
of  our  Professional  Relations  Department. 

Our  eight  specially  trained  Professional 
Relations  representatives  are  responsible  for 
personal  liaison  between  doctors  and  their  of- 
fice staffs  and  the  Plan. 


The  Professional  Relations  Representative 
assigned  to  your  area  is  listed  below.  Your 
representative  is  ready  to  provide  Blue  Cross 
and  Blue  Shield  benefit  information  and  to 
assist  with  any  problems  that  may  arise. 
Please  call  on  your  representative  anytime. 


NORTH  WEST  CENTRAL 


NORTH  EAST  CENTRAL 


NORTHEASTERN 


P.  O.  Box  195 
Winston-Salem,  N.  C.  27102 
919/722-4141 


P.  O.  Box  1447 
Greenville,  N.  C.  27834 
919/756-1175 


NORTH  WEST  CENTRAL  REGION 

James  D.  Webb 
P.  0.  Box6746 
Greensboro,  N.  C.  27405 
919/272-8123 

NORTH  EAST  CENTRAL  REGION 

Larry  Moss 
P.  0.  Box  2586 
Raleigh,  N.  C.  27605 
919/834-0376 


SOUTHEASTERN  REGION 

Hilda  C.  Muse 
P.  O.  Box  1018 
Wilmington,  N.  C.  28401 
919/763-4684 

SOUTH  EAST  CENTRAL  REGION 

Walter  T.  O’Berry 
Drawer  A 

Fayetteville,  N.  C.  28302 
919/483-1322 


SOUTH  WEST  CENTRAL  REGION 

Sam  W.  Pridgen 
P.  O.  Box  4470 
Charlotte,  N.  C.  28204 
704/333-5106 


WESTERN  REGION 

Daniel  P.  McIntyre 
P.  O.  Box  371 
Asheville,  N.  C.  28801 
704/253-6844 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


Officers 

1978-1979 

NORTH  CAROLINA  MEDICAL 
SOCIETY 


President D.  E.  Ward,  Jr.,  M.D. 

2604  N.  Elm  Street,  Lumberton  28358 

President-Elect J-  Benjamin  Warren,  M.D. 

Box  1465,  New  Bern  28560 

First  Vice-President Albert  Stewart,  Jr.,  M.D. 

114  Broadfoot  Ave.,  Fayetteville  28305 

Second  Vice-President 

Secretary  Jack  Hughes,  M.D. 

923  Broad  Street,  Durham  27705  (1979) 

Speaker Marvin  N.  Lymberis,  M.D. 

1600  E.  3rd  Street,  Charlotte  28204 

Vice-Speaker  Henry  J.  Carr,  Jr.,  M.D. 

603  Beamon  Street,  Clinton  28328 

Past-President E.  Harvey  Estes,  Jr.,  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  2914,  Durham  27710 

Executive  Director William  N.  Hilliard 

222  N.  Person  Street,  Raleigh  27611 


Councilors  and  Vice-Councilors — 1978-1979 

First  District  Edward  B.  Eadie,  Jr.,  M.D. 

1142  N.  Road  Street,  Elizabeth  City  27909  (1980) 

Vice-Councilor William  A.  Hoggard,  Jr.,  M.D. 

1 142  N.  Road  St..  Elizabeth  City  27909  (1980) 

Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 

3108  Arendell  St.,  Morehead  City  28557  (1979) 

Vice-Councilor  J.  Elliott  Dixon,  M.D. 

215  E.  2nd  Street,  Ayden  28513  (1979) 

Third  District E.  Thomas  Marshburn,  Jr.,  M.D. 

3208  Oleander  Drive,  Wilmington  28401  (1979) 

Vice-Councilor  Charles  M.  Hicks,  M.D. 

1914  Glen  Meade  Road,  Wilmington  28401  (1979) 

Fourth  District Robert  H.  Shackelford,  M.D. 

P.O.  Box  649.  Mount  Olive  28365  (1980) 

Vice-Councilor  Lawrence  M.  Cutchin,  Jr.,  M.D. 

P.O.  Box  40.  Tarboro  27886  (1980) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1981) 

Vice-Councilor Giles  L.  Cloninger,  Jr.,  M.D. 

Box  151,  Hamlet  28345  (1981) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Road,  Henderson  27536  (1980) 

Vice-Councilor C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1980) 

Seventh  District  J.  Dewey  Dorsett,  Jr.,  M.D. 

1851  E.  Third  Street,  Charlotte  28204  (1981) 

Vice-Councilor James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Avenue,  Charlotte  28205  (1981) 

Eighth  District  Ernest  B.  Spangler,  M.D. 

Drawer  X3,  Greensboro  27402  (1979) 


Vice-Councilor  Shahane  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  Street,  Greensboro  27408  (1979) 

Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Drive,  Lexington  27292  (1979) 

Vice-Councilor Benjamin  W.  Goodman,  M.D. 

24  2nd  Avenue,  W..  Hendersonville  28739  (1979) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clin.,  Doctors  Dr.,  Asheville  28801  (1981) 

Vice-Councilor  W.  Otis  Duck,  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 


Section  Chairmen — 1978-1979 

Anesthesiology  David  Brown,  M.D. 

Rt.  4,  Box  416,  Chapel  Hill  27514 

Dermatology Vade  G.  Rhoades,  M.D 

2240  Cloverdale  Ave.,  Winston-Salem  27103 

Emergency  Medicine  

Family  Practice  Lyndon  K.  Jordan,  M.D. 

P.O.  Box  760.  Smithfield  27577 

Internal  Medicine  Alfred  L.  Ferguson,  M.D. 

Doctors  Park,  Bldg.  6,  Greenville  27834 

Neurology  & Psychiatry Fred  H.  Allen,  M.D. 

1900  Brunswick  Avenue,  Charlotte  28207 

Neurological  Surgery Robert  L.  Timmons,  M.D, 

1709  W.  Sixth  Street,  Greenville  27834 

Nuclear  Medicine  

Obstetrics  & Gynecology John  A.  Kirkland 

Wilson  Clinic,  Wilson  27893 

Ophthalmology Maurice  B.  Landers,  III,  M.D. 

Duke  Univ.  Med.  Ctr.,  Box  3802,  Durham  27710 

Orthopaedics John  A.  Powers,  M.D. 

1500  Elizabeth  Ave.,  Charlotte  28204 

Otolaryngology  & Maxillofacial 

Surgery  Ellison  F.  Edwards,  M.D. 

3535  Randolph  Rd.,  Charlotte  28211 

Pathology  Charles  L.  Wells,  M.D 

Cape  Fear  Hospital,  P.O.  Box  2000.  Fayetteville  28302 

Pediatrics David  R.  Williams,  M.D. 

Southgate  Shopping  Ctr,  Thomasville  27360 
Plastic  & Reconstructive  Surgery  . . Abner  G.  Bevin,  Jr.,  M.D. 
UNC  Sch.  of  Med.,  Div.  of  Plastic  Surgery,  Chapel  Hill  27514 

Public  Health  & Education  Harry  T.  Phillips,  M.D. 

UNC,  School  of  Public  Health,  Chapel  Hill  27514 

Radiology  Robert  L.  Green,  M.D. 

3155  Maplewood  Avenue,  Winston-Salem  27103 

Surgery  

Urology  Thomas  L.  Griffin,  M.D. 

Carolina  Clinic,  Inc.,  Wilson  27893 
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Have  you  examined  your  financial 
health  recently??  If  not,  we  urge  you 
to  review  your  present  situation  in 
light  of  today’s  economy.  Should  you 
not  have  the  full  $2166lmo.  income 
benefits  through  the  Society  spon- 
sored program , please  give  us  a col- 
lect call  to  evaluate  your  financial 
needs.  No  obligation  of  course. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.— P.0.  Box  8500-27707—919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 

P.O.  Box  17824-28211—704-366-9359 


Dan  Haley  — Associate  — Greensboro,  N.C. 
P.O.  Box  5367-27403—919-299-0411 


Approved  Administrators  for  following  Professional  Groups. 

NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGL 
NEERS  • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.'s  AND  BAR  GROUPS 


Many.  physicians  are  seek- 
ing relief  from  the  ever  increas- 
ing pressures  of  private  prac- 
tice. If  you  are  a physician, 
and  less  than  56  years  of  age, 
the  United  States  Air  Force 
Medical  Service  offers  you  an 
alternative  and  a unique  chal- 
lenge. 

The  Air  Force  physician  par- 
ticipates in  a group 
practice  environ- 
ment with  the  en- 
tire spectrum  of 
medical  special- 
ties available.  Air 
Force  hospitals 
are  accredited 
and  are  fully 
equipped. 

Health  care  is 
provided  to 
every  patient 
without  regard 
for  his  ability 
to  pay. 

Benefits 
provide  a secure 
and  satisfying  life- 
style, including 
30  days  of  annual 


are 


Ar  open 
letter  to 
Pfe3?siciaRs 


paid  vacation,  professional  pay 
and  recreational  opportunities. 

Consider  the  Air  Force  as 
an  alternative  to  your  present 
practice.  Positions  are  avail- 
able in  primary  health  care  de- 
livery, and  a few  major  medical 
specialties. 

Starting  salaries  and  rank 
commensurate  with  edu- 
cation and  experi- 
ence. Assignment 
to  a specific  Air 
Force  Hospital 
within  the  United 
States  or  overseas 
may  be  arranged. 
Consider  Air 
Force  Medicine. 
Excellent  pay 
and  benefits, 
professional 
challenge  and 
educational  op- 
portunities make 
the  Air  Force 
Medical  Service 
a viable  alterna- 
tive to  private 
practice. 


FOR  COMPLETE  INFORMATION  CONTACT: 

C.  A.  ESTES  or  J.  C.  DOTSON 
AF  Health  Professions  Recruiting 
310  New  Bern  Avenue,  Room  606 
Raleigh,  North  Carolina  27611 
919/755-4134  Please  Call  Collect. 


Air  Force.  A great  way  of  life. 


mportant  data  on  the  pain  of  acute  cystitis : 

■ 87%  of  patients 
[303  of  349], 
■H  r reduced 
in  anchor  burning 
in  24  hours’ 

i controlled,  multicenter  study  assessed  the  efficacy  of 
\zo  Gantanol  in  relieving  pain  and/or  burning  associated  with 

cu 
iati 
ole 


Fast  pain  relief  plus  effective  antibacterial  action 

Hzd  Gantanol 

iach  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 

Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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Before  prescribing,  please  consult  corott.  . . .... 

uct  information,  a summary  of  which 
Indications:  In  adults,  urinary  tract  infectidris  '^?^^.- 
complicated  by  pain  (primarily  pyelonephritis  ' 

pyelitis  and  cystitis)  due  to  susceptible  organisms  &§ 
(usually  E.  coli,  Klebsiella-'Aerobacter,  Staphylo-  ■ 
coccus  aureus,  Prefeus  m/rab///s;  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Care-  ; 
fully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  add 
aminobenzoic  acid  to  follow-up  culture  media.  The 
increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  and 
during  nursing  period;  because  Azo  Gantanol  con- 
tains phenazopyridine  hydrochloride  it  is  contrain- 
dicated in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  G.l. 
disturbances. 

Warnings:  Safety  during  pregnancy  not  established. 
Deaths  from  hypersensitivity  reactions,  agranulocy- 
tosis, aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  orjaundice)  may  in- 
dicate serious  blood  disorders.  Frequent  CBC  and 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myocarditis); 

G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia, 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hypo- 
glycemic agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 

After  relief  of  pain  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied:  Tablets,  red,  film-coated,  each  contain- 
ing 0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 
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How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
in  packages  of  10. 
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the  most  common  complaint  you’ll  see  this  winter? 


CEPASTAT 


mouthwash/gargle  and  lozenges 

relief  of  minor  sore  throat 
when  patients  want  it... 


In  pharyngitis  and  tonsillitis,  prompt  temporary  relief  of 
pain  is  possible  even  before  patients  leave  your  office... 


oven  Anesthetic  Effectiveness 

well-established  topical  effects  of  phenol  in  CEPASTAT  Prod- 
, provide  soothing  temporary  anesthesia  to  the  irritated  or 
med  oropharyngeal  mucosa.  Relief  occurs  in  minutes  . . . the 
of  relief  especially  appreciated  by  patients  waiting  for  anti- 
:tive  measures  to  take  hold. 

two  advanced  formulations 

&TAT  mouthwash/gargle  (and  spray)  blends  eugenol  with 
lol  to  provide  a new  authoritative  flavor  that  tells  your  patients 
ffrom  discomfort  is  at  hand. 

5STAT  sore  throat  lozenges  combine  menthol  with  phenol  to 
ide  a desirable  cooling  action  and  anesthesia.  These  active 
edients  are  in  a smooth-tasting  sugar-free  sorbitol  base.  The 
It:  temporary  relief  and  a smooth,  comfortable  taste. 

ASTAT  Products  are  now  available  for  your 
•mmendation'at  pharmacies  everywhere. 
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You  wouldn't  wear 
boxing  gloves  to  milk  a cow... 


We're  sure  our  hapless  friend  here 
looks  as  funny  to  you  as  he  did  to  us. 
But  he  succeeds  in  making  our  point. 
There  are  two  ways  of  doing  things: 
the  hard  way  and  the  easy  way. 


ity  income  Protection  for  younger 
doctors.  A plan  that  can  help  you 
protect  perhaps  your  most  impor- 
tant, valuable,  and  most  irreplaceable 
asset  - your  ability  to  earn  a living. 


It’s  much  the  same  when  disability 
strikes  a family.  If  you  haven’t  a plan 
of  protection  for  you  and  your  fam- 
ily, then  trying  to  maintain  your  life- 
style can  seem  a lot  like  trying  to 
milk  that  cow. 

But  as  a member  of  the  North  Car- 
olina Medical  Society,  you  are  in  a 
unique  position  to  take  advantage  of 
an  important  insurance  plan.  Disabil- 


if you’re  under  the  age  of  55  and  are 
active  full  time  in  your  practice,  act 
today  . . . don't  put  yourself  in  the 
position  of  trying  to  milk  a cow  while 
wearing  boxing  gloves.  Just  fill  out 
the  coupon  below  and  return  it  to- 
day. A Mutual  of  Omaha  service  rep- 
resentative will  provide  personal, 
courteous  service  in  furnishing  full 
details  of  coverage. 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  send  me  complete  information  on  the 
Disability  income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  55. 

Name 

I Address 


I City state zip 

i 


Mutual  iC\ 
'^OmahaxL/ 

Ppoplp  you  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omdhii 

MUTUAl  Of  OMAHA  INSURANCE  COMPANY 
HOME  OffICE  OMAHA.  NEBRASKA 
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CURRENT  CONCEPTS 

Management  of  Lung  Cancer 


Frederick  Richards  II,  M.D.,  Hyman  B.  Muss,  M.D. 
Douglas  R.  White,  M.D.,  Carolyn  Ferree,  M.D., 
John  Stuart,  M.D.,  M.  Robert  Cooper,  M.D., 
and  Charles  L.  Spurr,  M.D. 


INTRODUCTION 

CARCINOMA  of  the  lung,  a rel- 
atively uncommon  disease  at 
the  beginning  of  the  20th  century, 
now  ranks  as  the  leading  cause  of 
death  from  cancer  (89,000  in  1977). 
While  its  increasing  incidence 
parallels  the  rise  in  cigarette  smok- 
ing, other  factors  have  been 
implicated:  occupational  and  atmo- 
spheric pollutants  such  as  metabo- 
lites of  polycyclic  hydrocarbons, 
chromates,  metallic  iron  and  iron 
salts,  arsenic,  nickel  and  radioac- 
tive chemicals.1,2  Pulmonary  scars 
and  fibrosis  resulting  from  pulmo- 
nary infarcts,  tuberculosis,  chronic 
lung  abscesses,  chronic  interstitial 
pulmonary  disease  and  other  nec- 
rotizing pulmonary  disease  have 
also  been  cited  as  predisposing 
factors.  The  2,100  new  cases  of  lung 
cancer  in  North  Carolina  in  1977  re- 
sulted in  1,900  deaths.  The  average 
survival  time  from  diagnosis  is  six  to 
nine  months;  fewer  than  20%  of  pa- 
tients live  a year  and  about  5%  sur- 
vive for  five  years.  The  five-year 
survival  rate  among  patients  with 
limited  disease  who  have  undergone 
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a “curative  resection’’  is  about 
35%.  Progress  in  treating  lung 
cancer  has  been  limited,  but  the  es- 
tablishment of  criteria  for  resecta- 
bility and  better  understanding  of 
the  biological  behavior  of  small-cell 
carcinoma  have  led  to  more  rational 
therapy  and  better  palliation. 

It  is  now  apparent  that  the  death 
rate  from  bronchogenic  carcinoma 
will  not  be  appreciably  decreased 
by  serial  cytological  examination  of 
sputum  for  malignant  cells  and 
screening  chest  X-ray.3  Recent  evi- 
dence indicating  a link  between  sus- 
ceptibility to  bronchogenic  car- 
cinoma and  higher  levels  of  the 
membrane-bound  enzyme  aryl 
hydrocarbon  hydroxylase  (AHH) 
requires  further  investigation.4 

The  histology  of  the  tumor,  the 
anatomical  extent  of  disease  and  the 
physical  condition  of  the  patient  are 
the  primary  factors  that  determine 
treatment  selection,  which,  in  turn 
profoundly  affects  prognosis.5-8 
The  Task  Force  on  Cancer  of  the 
Lung  created  by  the  American  Joint 
Committee  for  Cancer  Staging  and 
End  Results  Reporting  has  de- 
veloped a staging  system  which  cor- 
relates with  the  prognosis  for  all 
histological  types  except  small-cell 
carcinoma.8  The  primary  tumor, 
designated  by  the  letter  T,  is  clas- 
sified by  its  size,  location,  extension 
and  complications;  involvement  of 


the  regional  lymph  nodes  is  indi- 
cated by  an  appropriate  category  of 
N;  the  presence  or  absence  of  dis- 
tant metastases  is  indicated  by  an 
appropriate  category  of  M.  This 
classification  (TNM)  is  useful  in 
planning  and  evaluating  treatment. 
A brochure  may  be  obtained  from 
the  Executive  Secretary,  American 
Joint  Committee  for  Cancer  Stag- 
ing, 55  E.  Erie  Street,  Chicago,  Il- 
linois 6061 1 . 

CLINICAL  PRESENTATION  AND 
PROGNOSIS 

Symptoms  of  lung  cancer  depend 
on  the  location  and  size  of  the  pri- 
mary tumor  and  the  metastases  to 
regional  or  distant  sites  (Tables  I 
and  II).9  Fewer  than  10%  of  lung 
cancers  are  discovered  in  an 
asymptomatic  stage  by  routine 
roentographic  examination.  The 
first  symptom  is  frequently  a cough, 
usually  productive  and  often  as- 
sociated with  hemoptysis  and/or 
chest  pain.  Weight  loss  and  dyspnea 
are  frequent;  anorexia,  hoarseness 
and  pain  from  bone  metastases 
occur  less  often.  Feinstein,  who  has 
shown  that  prognosis  in  lung  cancer 
is  directly  related  to  clinical 
symptoms,  has  developed  a clinical 
symptomatic  staging  system.10 
Those  who  survive  longest  are  the 
patients  who  were  asymptomatic  at 
presentation;  the  next  longest  are 
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TABLE  I:  CLINICAL  SYMPTOMS  OF  LUNG  CANCER 


Bronchopulmonary 

Cough,  often 
productive 
Hemoptysis 
Chest  pain 
Wheezing,  dyspnea, 
stridor 

Febrile  respiratory 
symptoms 


Extrapulmonary 

Intrathoraclc 

Hoarseness 
Superior  vena  caval 
syndrome 
Horner  s syndrome 
Dysphagia 
Pleural  effusion 
Pericarditis 


Extrathoracic 

Metastatic 

Neurologic  Symptoms 
Bone  pain 
Weight  loss 
Weakness,  anorexia, 
lassitude,  malaise 
Jaundice 
Ascites 

Abdominal,  neck,  sub- 
cutaneous mass 


those  who  have  symptoms  referable 
to  the  primary  tumor  for  longer  than 
six  months. 

Clinical  features  typically  as- 
sociated with  histology  are  pre- 
sented in  Table  III.  The  difference 
among  the  histological  types  is  re- 
flected in  the  etiology  of  disease,  the 
mode  of  symptomatic  presentation, 
the  clinical  course,  the  pattern  of 
metastatic  spread  and  the  response 
to  therapy.  A tissue  diagnosis  is 
essential,  as  clinical  behavior  is 
correlated  to  histology.8  Sputum 
cytology,  particularly  in  well-dif- 
ferentiated epidermoid  or  adeno- 
carcinoma tumors,  or  in  small-cell 
undifferentiated  (oat  cell)  car- 
cinomas will  often  suffice.11  In 
tumors  which  are  less  well-differ- 
entiated, biopsy  material  must  be 
obtained  for  proper  classification.12 

Surgery  is  the  treatment  of  choice 
when  possible  except  in  oat  cell  car- 
cinoma.13 The  five-year  survival  of 
patients  with  resectable  tumor  is 
about  35%;  unfortunately,  50%  to 
75%  have  non-resectable  disease 
when  first  seen.  Of  those  operated 
on,  50%  are  found  to  be  unresect- 
able  and  a third  of  the  remaining 
patients  undergoing  “curative  re- 
section” will  be  found  to  have  per- 
sistent local  tumor  or  distant 
metastases  within  one  month  of 
surgery.  Preoperative  evaluation. 


therefore,  should  identify  patients 
who  have  anatomically  resectable 
tumors  and  who  are  able  to  tolerate 
the  physiological  impairment  re- 
sulting from  pulmonary  resection. 
An  exploratory  thoracotomy  or  a 
palliative  resection  that  leaves 
tumor  behind  is  rarely  of  benefit  to 
the  patient  and  is  associated  with 
appreciable  mortality  and  morbid- 
ity. Some  guidelines  for  selection  of 
patients  for  resectability  are  given 
in  Table  IV.  Transcervical  medias- 
tinoscopy, left  parasternal  explora- 
tion and  angiography  have  proven 
to  be  the  most  accurate  means  of 
detecting  mediastinal  spread  of 
bronchogenic  carcinoma.14  A pa- 
tient’s ability  to  tolerate  a 
thoracotomy  and  excision  of  lung 
parenchyma  can  usually  be  accu- 
rately estimated  by  the  history  and 
physical  examination  (i.e. , able  to 
ascend  two  flights  of  stairs  without 
significant  dyspnea  or  tachycardia) 
supplemented  by  ventilatory  func- 
tion studies  and  measurements  of 
arterial  blood  gases.  Hypercapnia 
(PaC02  > 45  mm  Hg),  hypoxia  (an 
PaCh  < 60  mm  Hg),  maximum 
breathing  capacity  of  < 50%  of  pre- 
dicted, or  forced  expiratory  venti- 
lation at  1 sec  (FEVi)  < 1 liter  or 
vital  capacity  < 60%  of  vital  capac- 
ity usually  preclude  surgical  resec- 
tion.15 More  sophisticated  studies 


such  as  ventilation  and  perfusio 
scans  and  measurement  of  pulmc 
nary  arterial  pressure  may  be  help 
ful  in  a few  patients. 

RADIOTHERAPY 

The  main  indications  for  radiatio 
therapy  are  palliation  of  distar 
metastases  and  management  of  ur 
resectable  or  residual  nodal  diseas 
confined  to  the  chest.18  The  ev 
dence  that  radiotherapy  prolong 
life  is  minimal;  but  radiotherap 
frequently  can  control  local  diseas 
and  relieve  symptoms  of  distar 
disease,  thereby  improving  th 
quality  of  life  and  possibly  prc 
longing  survival.  Radiation  therap 
can  achieve  local  tumor  respons 
(>  50%  tumor  regression  on  X-ra 
in  32%  of  patients  with  adenoca 
cinoma,  40%  with  epidermoid,  55( 
with  large  cell  undifferentiated  an 
90%  with  small-cell  tumors).17  Th 
chief  obstacle  lies  in  the  disease  i 
self,  which  is  usually  widesprea 
before  diagnosis.  If  there  are  widt 
spread  metastases  and  the  primar 
tumor  is  relatively  asymptomati< 
radiotherapy  may  be  omittec 
Radiotherapy  is,  however,  essenti; 
in  the  treatment  of  superior  ver 
caval  obstruction  and  progressiv 
pericardial  effusion,  in  alleviatir 
symptoms  of  brain  metastases  an 
cord  compression,  and  in  relievir 
the  pain  of  bony  metastases.  It  he 
resulted  in  better  treatment  of  th 
superior  sulcus  tumor  (Pancoas 
when  used  with  surgery18  althoug 
tumors  in  other  locations  are  n< 
affected. 

CHEMOTHERAPY 

Undifferentiated  small-cell  (o; 
cell)  carcinoma  of  the  lung  is  a rel; 
tively  common  disease  (15,00 
cases  a year).  At  diagnosis,  almo: 
all  have  spread  usually  to  live 


TABLE  II:  PARANEOPLASTIC  SYNDROMES  OF  LUNG  CANCER 


Metabolic 

Neuromuscular 

Skeletal 

Dermatologic 

Vascular 

Cushing's 

Carcinomatous 

Clubbing 

Acanthosis 

Migratory 

syndrome 

myopathy 

Pulmonary 

nigricans 

thrombophle- 

Excessive anti- 

Peripheral 

hypertrophic 

Scleroderma 

bitis 

diuretic  hormone 

neuropathy 

osteoarthrop- 

Dermatomyositis 

Nonbacterial 

Carcinoid 

Subacute 

athy 

Tylosis 

verrucal 

syndrome 

Hypercalcemia 

Ectopic 

gonadotrophins 

Insulin-like 

activity 

cerebellar  degen- 
eration 

Encephalomyelopathy 

Other  dermatoses 

endocarditis 

Arterial 

thrombosis 

Hematologic 

Anemia 

Fibrinolytic  purpura 
Nonspecific 
leukocytosis 
Polycythemia 
Thrombocytosis 
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>rain,  abdominal  lymph  nodes,  ad- 
enal  glands,  or  bone  marrow  so 
hat  surgery  is  contraindicated.  In 
ts  untreated  natural  course,  the 
nedian  survival  is  15  weeks  for  pa- 
ients  who  present  with  limited  dis- 
ase  and  seven  weeks  for  those  with 
xtensive  disease.  This  tumor  is 
haracterized  by  very  rapid  growth 
ind  a short  doubling  time  and,  al- 
hough  quite  sensitive  to  both  radi- 
ition  and  chemotherapy,  is  prone  to 
:arly  recurrence.  The  overall  re- 
sponse is  in  the  range  of  50%-80%, 
vith  12%-25%  being  complete  re- 
sponses resulting  in  a significant 
irolongation  of  survival.19  We  have 
ecently  shown  that  prophylactic 
:ranial  irradiation  may  help  prevent 
;erebral  metastases;  however,  im- 
proved control  of  systemic  disease 
vill  be  necessary  before  survival  is 
mproved.2"  Although  accompanied 
?y  significant  morbidity,  aggressive 
herapy  consisting  of  irradiation  of 
primary,  mediastinal  and  supra- 
rtavicular  areas  and  systemic 


chemotherapy  may  result  in  some 
long-term  remissions,  with  four  pa- 
tients in  our  series  having  lived 
longer  than  two  years.20  Median 
survival  of  35-36  weeks  with  more 
than  half  of  the  patients  surviving  a 
year  has  been  demonstrated  when 
this  combination  is  used.19,21  Re- 
sponses have  been  noted  in  patients 
with  both  extensive  and  limited  dis- 
ease. With  these  intensive  pro- 
grams, 10%-20%  of  patients  require 
hospitalization  for  management  of 
complications  and  a 2%-5%  mortal- 
ity is  attributed  to  therapy. 

The  chemotherapeutic  manage- 
ment of  other  histologic  types  of 
bronchogenic  carcinoma  remains 
challenging.  Several  agents  (Table 
V)  may  lead  to  modest  gains  in  me- 
dian survival,  but  their  use  is  usu- 
ally associated  with  marrow  toxic- 
ity, nausea  and  vomiting  so  that  the 
net  gain  to  the  patient  may  be 
negligible.10  One  exception  may  be 
bronchio-alveolar  carcinoma, 
which  appears  to  be  unusually  sen- 


sitive to  5-Fluorouracil.22  In  view  of 
the  toxicity  of  most  agents,  suppor- 
tive care  without  chemotherapy  is  a 
reasonable  alternative.23  Early 
trials  with  combination  chemother- 
apy alone24-29  or  with  local  irradia- 
tion30 have  shown  promise.  Che- 
motherapy is  not  currently  indi- 
cated for  elective  treatment  of  the 
patient  for  whom  resection  is  po- 
tentially curative. 

IMMUNOTHERAPY 

Immunotherapy  in  all  stages  of 
lung  cancer,  generally  with  BCG,  C. 
parvum  and  methanol  extractable 
residue  of  BCG  (MER),  is  under 
intensive  investigation.31  A single 
postoperative  injection  of  intra- 
pleural BCG  has  been  reported  to 
prolong  survival  significantly  in  a 
small  series  of  patients  with  re- 
sected Stage  I lung  cancer.32 

MANAGEMENT  OF  SELECTED 
PROBLEMS 

Epidural  spinal  cord  compression 
should  be  suspected  in  any  patient 


TABLE  III:  CLINICAL  FEATURES  BY  HISTOLOGICAL  TYPE 


Epidermoid 
(Squamous  Cell) 

’ercentage  of 

all  cases 

35-60 

Eyear  survival 
.lean  Doubling 

27% 

Time  (Days) 
Association  with 

103 

Cigarette  Smoking 

Yes 

3arenchymal 

Central  large  mass 

Abnormality 

or  less  commonly, 
small,  ill-defined, 
peripheral  mass. 

Hilar  involvement 

Common 

ntrathoracic  or 

Pleural 

Extra-pulmonary 

effusion 

involvement 

Bone  Marrow 

3% 

involvement  at 
diagnosis 

Ectopic  Hormone 

Parathyroid 

Production  (Rare) 

Hormone,  Adreno- 
corticotropic 
hormone  (ACTH) 

Comments 

Centrally  located 
lesions-bronchial 
obstruction  by 
intraluminal  & 
peribronchial 
growth  with 
pneumonia  & 
abscess;  Periph- 
eral lesions- 
cavitation,  Late 
metastases. 

Small  Cell 

Adenocarcinoma 

(Oat  Cell) 

15-20 

35 

15% 

1% 

187 

33 

Maybe 

Yes 

Peripheral  small 

Central  mass  or 

or  less  commonly 

less  frequently 

large  ill-defined 

peripheral  mass. 

mass.  Bronchio- 

alveolar  (multicen- 

tric, unilateral 

or  bilateral  nodules) 

Uncommon 

Typical 

Uncommon 

Mediastinal 

widening 

18% 

45% 

ACTH  (Rare), 

ACTH,  Melanocyte 

Somatotropin,  HGH 

stimulating  hor- 
mone, antidiuretic 
hormone  (ADH) 
serotonin,  calci- 
tonin, renin-like 
material 

Early  hematogenous 

Metastasizes 

& late  lymphatic 

early  & widely; 

metastases.  Rarely 

Osteoblastic 

cavitation. 

metastases.  Rarely 

Pleural  metastases. 

cavitates; 

Association  with 

Obstructive 

lung  scars  and 

pneumonia  and 

chronic  inter- 

collapse. Grows 

stitial  fibrosis. 

by  submucosal 

lymphatic 

extension. 

Large  Cell 

Bronchial 

(Undifferentiated) 

Adenoma 

5-15 

5-10 

15% 

86%  (10  yrs.) 

92 

Yes 

No 

Peripheral  large 

Central,  sharply 

ill-defined 
mass.  Less 
common  as  central 
mass. 

marginated  mass. 

Common 

Rare 

Occassional 

Uncommon 

mediastinal 

mass 

17% 

Rare 

Chorionic 

Kallikrein, 

gondotropin, 

ACTH, 

somatotropin, 

CRF 

FSH 

Rapid  growth; 

Low  grade  malignancy 

Early  lymphatic 

Infrequent  metastases, 

and  hematogenous 

except  for  atypical 

metastases; 

carcinoids  & cystic 

Infrequently 

adenoid.  Bronchial 

cavitation. 

obstruction  Hemoptysi 
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TABLE  IV:  EVALUATION  FOR  RESECTABILITY 

Evaluation  Techniques 

Bronchoscopy  with  or  without 
mediastinoscopy,  examination 
of  diaphragm  motion  by  fluouroscopy 
Physical  exam  and/or  venography 


Criteria  of 
Unresectablllty 

Central  extension, 

phrenic  nerve  involvement 

Azygous  vein  obstruction, 
superior  vena  cava  syndrome 
Pleural  involvement 

Scalene  node  involvement 
Distant  metastases 


with  back  pain  associated  with  sen- 
sory and/or  motor  impairment 
and/or  loss  of  normal  bladder  or 
bowel  function.  Skeletal  X-rays 
and/or  scans  frequently  show  ver- 
tebral involvement  or  destruction 
by  tumor.  Myelography  is  neces- 
sary to  localize  and  determine  the 
extent  of  epidural  disease.  Therapy 
may  require  either  decompressive 
laminectomy  with  postoperative 
radiation  therapy  or  radiation 
therapy  alone,  the  choice  depending 
on  the  radiosensitivity  of  the  tumor 
and  the  acuteness  with  which  the 
neurological  deficit  develops.33,34 

Headache,  focal  weakness,  be- 
havioral or  mental  change,  seizures, 
ataxia,  or  aphasia  may  be  the  pre- 
senting features  of  intracerebral 
metastases.  While  skull  films  are  of 
little  help,  the  brain  scan  and  the 
computerized  transaxial  tomogram 
(CT  scan)  are  valuable  in  diagnosis 
and  have  replaced  invasive  contrast 
procedures.  Radiation  therapy  de- 
livered to  the  whole  brain  is  the 
mainstay  of  treatment  of  intracere- 
bral metastases  and  adenocor- 
ticosteroid  therapy  is  useful  for  re- 
lieving symptoms.35 

Pleural  effusion  may  be  present 
initially  or  can  occur  late  in  the 
clinical  course.  Systemic  chemo- 
therapy or  radiotherapy  should  be 
the  initial  treatment  unless  respira- 
tory embarrassment  is  life-threat- 
ening. Initally,  simple  thoracentesis 
may  provide  adequate  symptomatic 
relief;  however,  with  recurrence, 
tube  thoracotomy  used  alone  or 


Chest  X-ray;  thoracentesis  and 
cytological  exam  of  any  pleural 
fluid 

Physical  exam  with  or  without 
scalene  made  biopsy 
History  and  physical  exam,  liver 
function  tests  (liver  scan  if  tests 
are  abnormal,  biopsy  if  scan  is 


with  sclerosing  agents  (nitrogen 
mustard,  cyclophosphamide,  atab- 
rine,  tetracycline,  or  iodized  talc)  or 
radioactive  colloids  (gold,  chromic 
phosphate,  and  yttrium)  can  be  suc- 
cessful in  60%-90%  of  cases. 
Mediastinal  radiotherapy  may  help 
control  recurrent  effusion  if  secon- 
dary to  lymphatic  obstruction 
rather  than  pleural  seeding,  the  lat- 
ter being  the  more  common  cause. 

Radiotherapy  is  the  treatment  of 
choice  for  the  superior  vena  cava 
syndrome  which  is  often  due  to 
small  cell  carcinoma  and  rarely  to 
epidermoid  caricinoma.38  Ex- 
perience with  chemotherapy  is  lim- 
ited, but  drugs  in  combination  have 
produced  good  responses  and  ob- 
jective remission.37  Auxiliary  mea- 
sures include  diuretics,  nasal  oxy- 
gen and  elevation  of  the  head  of  the 
bed. 

Pleural  mesotheliomas  have  been 
classified  as  solitary  (localized)  or 
diffuse,  benign  or  malignant,  and 
composed  of  epithelial  or  mesen- 
chymal elements  or  an  admixture  of 


TABLE  V:  CHEMOTHERAPEUTIC 
AGENTS  WITH  ACTIVITY 
IN  LUNG  CANCER* 

Bleomycin  sulfate  (Blenoxane) 

Cyclophosphamide  (Cytoxan) 

Doxorubicin  HCL  (Adriamycin) 

Lomustine  (CeeNU) 

Mechlorethamine  HCL  (Mustargen) 

Methotrexate 

Procarbazine  HCL  (Matulane) 

Vinblastine  sulfate  (Velban) 

Vincristine  sulfate  (Oncovin) 


‘Agents  reported  to  induce  objective  response  in  > 15% 
cases. 


the  two.38  The  localized  form  is 
predominantly  mesenchymal  and  is 
usually  benign  while  the  diffuse 
form  generally  behaves  in  a malig- 
nant fashion  with  a median  survival 
of  14  months.39  This  locally  inva- 
sive tumor  usually  has  a mixed 
epithelial  and  fibrous  pattern  and 
rarely  metastasizes.  A 70%  one- 
year  survival  after  a combination  of 
surgery,  radiotherapy  and  chemo- 
therapy has  been  reported.39  Be- 
cause more  than  65%  of  patients 
with  this  tumor  have  been  exposed 
to  asbestos,  public  health  measures 
offer  promise.49 

Hypercalcemia  complicates  the 
course  of  lung  cancer  in  from  10%  to 
30%  of  patients.  This  potentially 
fatal  metabolic  disturbance  can 
produce  serious  central  nervous 
system,  renal  and  cardiac  dysfunc- 
tion; prompt  treatment  is  essential 
and,  at  times,  life-saving.41 
Cancer-related  hypercalcemia  is 
most  commonly  associated  with 
bone  metastases  but  may  be  caused 
by  tumor  products — iPTH  (para- 
thyroid hormone-like  peptide), 
prostaglandins,  OAF  (osteoclast, 
activating  factor),  vitamin  D-like 
steriods,  etc.,  and  even  by  another 
primary  malignancy.  The  possibil- 
ity of  coexistent  benign  causes  such 
as  primary  hyperparathyroidism, 
vitamin  D intoxication,  milk-alkali 
syndrome,  sarcoidosis,  hyper- 
thyroidism, and  the  use  of  thiazide 
diuretics  should  not  be  overlooked. 
The  chloride-phosphate  (CI/PO4) 
ratio  and  serum  iPTH  correlated 
with  serum  calcium  may  be  helpful 
but  in  our  hands  have  not  been 
useful  in  discriminating  between 
primary  and  ectopic  hyper- 
parathyroidism. Hyperparathy- 
roidism may  coexist  with  cancer 
and  should  be  considered  if  hyper- 
calcemia persists  with  control  of  the 
cancer  and  there  are  no  bone 
metastases.42  Mild  degrees  of 
hypercalcemia  (<  12  mg/dl)  in  the 
asymptomatic  patient  may  require 
no  more  than  close  observation. 
The  only  specific  treatment  is  eradi- 
cation of  tumor  by  surgery,  che- 
motherapy, or  radiation.  General 
measures  include  fluid  replacement 
with  saline  to  facilitate  calcium  ex- 
cretion. Large  doses  of  furosemide 
intravenously  can  result  in  appreci- 


Medical  contraindications 

Small-cell  (oat  cell) 
carcinoma  # 


# The  a 100%  incidence  of  metastases  at  the  time  small 
type  of  lung  cancer 


abnormal);  brain  scan;  skeletal 
survey  or  bone  scan 
General  medical  evaluation 
Pulmonary  function  tests 
Bronchoscopy  or  mediastinoscopy 
with  biopsy 


carcinoma  is  diagnosed  contraindicates  surgery  in  this 
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TABLE  VI:  PATIENT  WITH  SOLITARY  PULMONARY  NODULE 


Age 


Calcific  pattern 


Doubling  time  (growth  rate) 
Smoking  history 
Size 
Outline 
Symptoms 
Previous  history  of 
malignancy 


Benign 
<30  years 


Central  concentric 
lamellar,  or  diffuse 
homogenous  calcifi- 
cation 

<5  weeks  or  >2  years 

No 

small 

smooth,  sharp 
No 

No 


Malignant 

Increase  frequency  with 
increased  age  (ages  35-44, 
15%,  >80,  100%) 

None  (fine  stippled  or  small 
flecks  of  calcium  may  occur) 


between  5 weeks  and  18  months 

Yes 

large 

ragged,  irregular 
Yes 


Yes 


ble  calcium  diuresis  but  electrolyte 
bnormalities  and  acid-base  imbal- 
nce  are  frequent  unless  potassium 
nd  chloride  are  adequately  re- 
ilaced.  [Be  extremely  cautious 
vhen  digitalization  is  necessary 
specially  if  hypokalemia  and 
netabolic  alkalosis  are  present.] 
)ther  measures  include  adrenal 
teroids,  maintenance  of  ambula- 
ory  status,  reducing  calcium  intake 
< 40  mg/day)  and  oral  neutral 
>hosphate.  Mithramycin  or 
ictinomycin-D  can  be  used  when 
he  above  measures  fail  or  when 
ife-threatening  complications 
>ccur.  Calcitonin,  indomethacin 
ind  dialysis  have  occasionally  been 
lsed  successfully  but  should  be  re- 
served for  those  patients  unrespon- 
sive to  the  above  measures, 
rhiazides  are  contraindicated  be- 
:ause  they  depress  urinary  excre- 
ion  of  calcium  and  may  lead  to  ele- 
/ated  serum  calcium. 

A common  problem  is  presented 
)y  the  patient  with  an  asymptomatic 
solitary  pulmonary  nodule.  Radi- 
logical  characteristics  and  clinical 
:riteria  of  the  lesion  may  suggest 
he  correct  diagnosis  but  tissue 
diagnosis  is  advisable  in  most  cases 
Table  VI).  Fewer  than  10%  of  soli- 
ary  pulmonary  nodules  are  malig- 
lant  but  there  is  a greater  risk  of 
cancer  if  the  patient  is  a male, 
smokes,  is  over  60  years  of  age  and 
has  an  uncalcified  lesion.43  Sputum 
cytology  and  culture  are  usually 
hegative  although  sputum  obtained 
an  arising  in  the  morning  and  after 
bronchoscopy  may  have  better 
diagnostic  yield.  Skin  tests  may 
provide  clues  to  etiology  but  should 
not  be  strongly  relied  upon  and  are 
not  substitutes  for  an  accurate  tis- 
sue diagnosis.  Cough  and  ex- 
pectoration may  be  present  and 
hemoptysis  is  occasionally  a fea- 
ture. From  90%  to  95%  of  all  soli- 
tary malignant  pulmonary  nodules 
are  primary  lung  tumors.  The  soli- 
tary metastatic  nodule  usually  oc- 
curs in  the  patient  with  a known  ex- 
trapulmonary  primary  malignancy 
and  only  rarely  as  the  first  manifes- 
tation of  an  occult  extrapulmonary 
primary  tumor.  Percutaneous  nee- 
dle biopsy  or  transbronchial  biopsy 
will  establish  diagnosis  in  from  60% 
to  90%  of  patients.  We  recommend 


preoperative  mediastinoscopy  for 
patients  with  solitary  malignant 
nodules  because  20%  to  30%, 
though  asymptomatic,  will  have 
positive  mediastinal  nodes.  This 
procedure  has  little  morbidity  and 
almost  no  mortality.  If  the  lesion  is 
in  the  left  lung  and  mediastinoscopy 
is  negative,  a left  parasternal  ex- 
ploration is  done.  If  mediastinal 
nodes  are  involved,  the  patient  is 
incurable  and  thoracotomy  is  con- 
traindicated. A few  patients  with 
well-differentiated  squamous  cell 
carcinoma  confined  to  a low  para- 
tracheal  lymph  node  may  be  cured 
by  surgical  excision.44  The  five- 
year  survival  rate  in  the  patient  with 
an  asymptomatic,  malignant  soli- 
tary pulmonary  nodule  has  been  re- 
ported to  be  as  high  as  50%. 45 

TUMOR  MARKERS 

Several  tumor  markers  [“big” 
ACTH,  carcinoembryonic  antigen 
(CEA),  polyamines]  are  being 
studied  as  routine  screening  tests 
for  the  diagnosis  and  treatment  of 
lung  cancer. 4ti  It  appears  that  CEA 
is  not  of  value  and  should  not  be 
used  as  a screening  test. 

CONCLUSION 

Although  progress  in  the  therapy 
of  lung  cancer,  except  for  small-cell 
carcinoma,  is  minimal,  assessment 
of  candidates  for  curative  surgery 
has  improved  through  better  diag- 
nostic procedures.  Curative  radio- 
therapy is  recommended  for  pa- 
tients with  resectable  tumor  in 
whom  surgery  is  precluded  for 
medical  reasons.  Radiotherapy  is 
useful  in  symptomatic  patients  with 
either  primary  or  metastatic  dis- 
ease. The  palliative  effect  of  che- 
motherapy is  limited  in  lung  cancer 


other  than  small-cell  carcinoma. 
Only  through  continued  efforts  to 
make  the  public  appreciate  the  as- 
sociation of  cigarette  smoking  with 
lung  cancer  and  through  control  of 
environmental  carcinogens  can  any 
significant  gains  be  made  in  the 
control  of  this  disease. 
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And  surely  in  my  opinion,  there  cannot  be  a more  base,  and  yet  hurtful  corruption  in  a Countrey,  then 
is  the  vile  use  (or  other  abuse)  of  taking  Tobacco  in  this  Kingdome,  which  hath  moved  me,  shortly  to 
discover  the  abuses  thereof  in  this  following  little  Pamphlet. 

If  any  thinke  it  a light  Argument,  so  it  is  but  a toy  that  is  bestowed  upon  it.  And  since  the  Subject  is  but 
of  Smoke,  1 thinke  the  fume  of  an  idle  braine,  may  serve  for  a sufficient  battery  against  so  fumous  and 
feeble  an  enemy.  If  my  grounds  be  found  true,  it  is  all  I looke  for;  but  if  they  cary  the  force  of  perswasion 
with  them,  it  is  all  1 can  wish,  and  more  than  I can  expect.  My  onely  care  is,  that  you,  my  deare 
Countrey-men,  may  rightly  conceive  even  by  this  smallest  trifle,  of  the  sinceritie  of  my  meaning  in  great 
matters,  never  to  spare  any  paine  that  may  tend  to  the  procuring  of  your  weale  and  prosperitie.  — A 
Counter-Blaste  to  Tobacco,  King  James  1,  1604. 
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ABSTRACT  The  records  of  all  pa- 
tients with  primary  carcinoma  of  the 
lung  admitted  to  Charlotte  Memorial 
Hospital  over  a 23-year  period  were 
reviewed.  Follow-up  on  499  patients 
was  available.  The  survival  accord- 
ing to  extent  of  disease,  cell  type  and 
operative  procedure  was  deter- 
mined. The  patients  were  grouped 
according  to  surgical  stage  and  this 
was  found  to  correlate  well  with  sur- 
vival. The  five-year  survival  rate  was 
32.7%  in  Stage  I,  10.9%  in  Stage  II 
and  3.8%  in  Stage  III.  Adenocar- 
cinoma was  found  to  be  the  cell  type 
associated  with  the  best  survival 
rates.  Our  study  affirms  the  obser- 
vation that  early  detection,  before 
metastases  occur,  remains  the  key  to 
satisfactory  treatment  of  this  disease. 

IT  has  been  generally  recognized 
that  surgical  removal  offers  the 
best,  and  in  a great  majority  of 
cases,  the  only  cure  for  carcinoma 
of  the  lung  and  that  the  optimal  re- 
sults are  obtained  if  the  disease  is 
still  well  localized.  Unfortunately, 
in  the  majority  of  patients,  these 
conditions  cannot  be  met.1_fi 

Since  the  first  successful  opera- 
tion for  pulmonary  malignancy  by 
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Graham  and  Singer  in  1933, 7 tens  of 
thousands  of  patients  have  under- 
gone “curative"  lung  resections  for 
carcinoma.  Unfortunately,  the  late 
results  of  these  operations  are  rela- 
tively poor  and  they  did  not  improve 
in  proportion  to  the  general  prog- 
ress in  thoracic  surgery.  Adding  to 
the  data  concerning  the  surgical 
treatment  of  carcinoma  of  the  lung, 
this  study  represents  23  years  of  ex- 
perience in  a private  thoracic  surgi- 
cal group  in  a large  teaching  hospi- 
tal. 

MATERIALS  AND  METHODS 

The  records  of  all  patients  (pri- 
vate and  staff)  with  the  diagnosis  of 
primary  carcinoma  of  the  lung  ad- 
mitted to  our  service  at  Charlotte 
Memorial  Hospital  from  1950 
through  1973  were  reviewed.  A total 
of  631  charts  were  available  for 
study.  An  attempt  was  made  to  fol- 
low up  every  patient  by  obtaining 
death  certificates  and/or  contacting 
referring  physicians,  families  or  the 
patients  themselves,  but  we  were 
able  to  obtain  long-term  follow-up 
information  only  on  499  (79%).  That 
data  forms  the  basis  of  this  report. 

All  patients  were  "surgically" 
staged  according  to  the  methods 
established  by  the  American  Joint 
Committee  on  Stages  and  End  Re- 
sults Reporting  (Table  I).  Histologic 


confirmation  was  obtained  for  all 
lymph  node  metastases.  Chest  wall 
or  mediastinal  invasion  was  noted. 

Survival  figures  and  graphs  were 
based  on  the  life  table  method.8 
Deaths  that  occurred  within  30  days 
of  surgery  were  considered  opera- 
tive deaths  and  are  included  as  such 
in  all  statistics. 

RESULTS 

The  total  series  consisted  of  403 
males  and  96  females  ranging  in  age 
from  29  to  91  with  a mean  age  of  59.0 
years.  When  first  seen,  187  patients 
(37.4%)  were  considered  unsuited 
for  surgery  because  of  tumor  loca- 
tion, nodal  involvement  or  distant 
metastases.  Hence,  362  patients 
(62.6%)  were  considered  potentially 
curable  and  underwent  exploratory 
thoractomy.  Only  153  patients 
(30.7%)  had  resection  of  their  le- 
sion. The  median  survival  of  this 
group  was  2.7  years;  24.8%  sur- 
vived five  years  (Table  II). 

The  overall  operative  mortality 
for  153  resected  cases  was  9.8%;  for 
for  lobectomies  9.4%  and  for 
pneumonectomies  10.6%.  The  sur- 
vival rate  as  it  relates  to  the  type  of 
surgery  is  shown  in  Table  II. 

As  expected,  the  27.1%  five-year 
survival  rate  for  lobectomy  was 
considerably  higher  than  that  for 
pneumonectomy  ( 14.6%),  reflecting 
the  more  limited  and  peripheral  na- 
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TABLE  I 

The  Definition  of  Stages  for  Carcinoma  of  the  Lung 

PRIMARY  TUMORS 

No  evidence  of  primary  tumor 

Cytologically  proven  tumor  without  other  evidence 

A tumor  3 0 cm  or  less  in  greatest  diameter  surrounded  by  lung  or  visceral  pleura  and 
not  proximal  to  a lobar  bronchus  at  bronchoscopy 

A tumor  more  than  3.0  cms.  in  greatest  diameter  or  any  tumor  involving  visceral  pleura 
or  extending  to  the  hilum  At  bronchoscopy  the  proximal  extent  of  tumor  must  be 
within  a lobar  bronchus  or  at  least  2 0 cm  distal  to  the  carina  Any  associated  atelec- 
tasis or  pneumonitis  must  involve  less  than  an  entire  lung  and  there  must  be  no 
pleural  effusion. 

A tumor  with  direct  extension  into  a structure  adjacent  to  tfie  lung  or  involving  bron- 
chus less  than  2 0 cm  distal  to  the  carina.  any  tumor  associated  with  atelectasis  or 
pneumonitis  or  an  entire  lung  or  pleural  effusion 

REGIONAL  LYMPH  NODES 

No  lymph  nodes  involved 

Metastases  to  peribronchial  or  ipsilateral  hilar  lymph  nodes 
Metastases  to  mediastinal  lymph  nodes 

DISTANT  METASTASES 


M0 

No 

distant  metastases 

Ml 

Distant  metastasis 

such 

Stage  1 

T 1 

NO 

MO 

T 1 

N1 

MO 

T2 

NO 

MO 

Stage  II 

T2 

N1 

MO 

Stage  III 

T3 

with  any 

N or 

M 

N2 

with  any 

T or 

M 

Ml 

with  any 

T or 

N 

tlire  of  these  lesions  (Figure  1). 

Diagnostic  thoracotomy,  when 
tumor  was  unresectable , proved  not 
to  be  an  innocuous  procedure.  Of 
159  patients  who  underwent 
thoracotomies  without  resection, 
the  operative  mortality  rate  was 
7.5%.  The  2.7%  who  survived  for 
five  years  represents  those  who 
showed  excellent  response  to  radia- 
tion therapy  and/or  chemotherapy. 
Radiation  therapy  was  routinely 
given  for  residual  tumor  unless  it 
was  contraindicated  by  the  general 
condition  of  the  patient  or  by  the 
diffuse  spread  of  disease.  Approxi- 
mately 20%  of  the  "non-resect- 
able”  patients  also  received  some 
form  of  chemotherapy. 


HISTOLOGY 

The  distribution  of  tumors  by 
cell  type  was  by  and  large  simi- 
lar to  the  other  series  with  60.1% 
being  squamous  cell,  15.0% 
adenocarcinoma,  15%  large  cell 
undifferentiated,  6.6%  small  cell 
undifferentiated  and  3.2%  bron- 
chioalveolar.  As  can  be  seen  in 
Table  111,  adenocarcinoma  was  as- 
sociated with  the  highest  median 
and  five-year  survival,  reflecting 
the  tendency  of  these  tumors  to  oc- 
cur peripherally,  Figure  2 displays 
the  survival  rate  relative  to  cell 
type.  Of  the  patients  who  had  surgi- 
cal resections,  those  with  adenocar- 
cinoma again  had  a more  favorable 
outlook  (Table  IV).  As  expected. 


patients  with  small  cell  undifferenti- 
ated tumors  had  a uniformly  poor 
outlook. 

STAGING 

In  9 1 patients  ( 18.2%)  the  disease 
was  confined  to  the  lung  or  hilar 
nodes  (Stage  I).  Fifty-eight  patients, 
(11.6%)  were  in  Stage  II.  The 
majority  of  patients  (350  or  70.2%) 
had  extension  of  tumor  to  the  chest 
wall  or  distant  metastases  when  ini-: 
tially  seen  (Stage  III).  Figure  3 
shows  the  survival  according  to 
stage.  There  was  no  statistically 
significant  difference  between  the 
survival  of  patients  in  Stage  II  and 
Stage  III.  The  five-year  and  ten- 
year  survival  rate  in  Stage  I was  sig- 
nificantly different  from  both  the 
other  stages  (P  < 0.5).  The  mean 
survival  in  Stage  1 was  3.2  years, 
with  Stage  111.8  years  and  Stage  1 1 1 
0.9  years.  Stage  1 had  five-year  and 
ten-year  survivals  of  32.7%  and 
14.5%.  For  patients  in  Stage  II, 
these  figures  dropped  to  10.9%  and 
4.4%  (Table  IV). 

The  distribution  of  cell  types 
within  each  stage  was  roughly  the’ 
same  as  the  total  distribution  with 
the  notable  exception  of  small  cell 
undifferentiated.  Only  one  patient' 
of  33  with  this  cell  type  was  free  of 
demonstrable  metastases  at  the 
time  of  diagnosis.  Two  patients1 
were  in  Stage  II  and  the  remainder 
had  distant  metastases  and  were 
therefore  in  Stage  III. 

DISCUSSION 

In  our  largely  private-practice 
setting,  it  might  be  expected  that 
referrals  would  be  made  earlier  and 
lead  to  more  favorable  prognoses 
for  patients  with  carcinoma  of  the 
lung.2  The  overall  resectability  rate 
for  cure  of  30.7%  contradicts  this 
expectation.  Lee  in  a recent  review 
found  the  national  average  for 
localized  disease  to  be  about  20% 
with  distant  metastases  present  in 
40%  of  patients  when  first  diag- 
nosed.This  latter  figure  coincides 
with  our  figure  of  37.4%  with  distant 
metastases.  Since  cure  of  these  pa- 
tients depends  upon  surgical  re- 
moval of  a localized  lesion,  early 
diagnosis  still  remains  the  primary 
goal.  The  importance  of  early  diag- 
nosis is  pointed  out  by  the  series  of  ■ 
Steele,  et  al.,1"  who  found  a 95%l 


TABLE  II 

Postoperative  Mortability  and  Survival  Rates  for  Lung  Cancer 


Lobectomy 

106 

Pneumonectomy 

47 

Total  Resections 

153 

Thoracotomy  without  Resection 

159 

30  Day 

Mean 

Survival 

5-Year 

10-Year 

Mortality 

(Years) 

Survival 

Survival 

9 4% 

2.9 

27.1% 

12.0% 

10  6% 

2.1 

14  6% 

4 9% 

9 8% 

2.7 

24  8% 

10.0% 

7.5% 

1 1 

2.7% 

2.7% 

(69  3%) 
(30.7%) 
(100%) 
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^ig.  1.  Survival  by  type  of  surgical  resection. 


TIME  IN  YEARS 

Fig.  2.  Survival  by  histologic  type. 


■esectability  rate  and  a 38.5%  five- 
j/ear  survival  in  patients  with 
isymptomatic  pulmonary  nodules. 

In  this  series,  62%  of  the  patients 
jnderwent  exploratory  thoracot- 
omy with  30.7%  being  resectable. 
The  disparity  between  these  figures 
'esults  from  several  factors.  First,  it 
s our  philosophy  that  since  surgery 
s the  only  cure  for  the  disease,  it 
should  be  employed  if  even  a re- 
note  chance  of  resectability  exists. 
Hence,  exploration  is  denied  only  in 
the  face  of  biopsy-proven  metas- 
tasis or  spread  and  is  rarely  denied 
on  roentgenographic  evidence 
alone.  Secondly,  palliative  resec- 
tions are  rarely  performed.  We 
jagree  with  Paulson  and  others  that 
extended  pneumonectomy  adds 
little  to  the  treatment  of  the  dis- 
ease.3 Therefore,  we  were  very  ag- 
jgressive  about  giving  the  patients 
levery  chance  for  resection  but 
tended  to  be  conservative  once 
spread  to  mediastinal  nodes  or  other 
extension  was  demonstrated.  The 
third  factor  influencing  the  high 
percentage  of  explorations  without 
resection  is  that  most  of  them  were 
done  before  the  general  acceptance 
of  mediastinoscopy.  In  recent  years 
its  use  in  selective  cases  has  sub- 
stantially increased  the  resectability 
rate  by  proving  the  presence  of  dis- 
tal metastases  and  therefore  sparing 
a sizable  number  of  patients  from 
unnecessary  thoracotomies. 

The  cell  type  associated  with  the 


TABLE  III 

Overall  Survival  Rates  for  Carcinoma  of  the  Lung 
According  to  Histologic  Type 


Mean 

Cell  Type 

N 

Survival 

5-Year 

10-Year 

(Years) 

Survival 

Survival 

Squamous 

300 

(60.1%) 

1.4 

9.9% 

4.7% 

Adenocarcinoma 

75 

(15.0%) 

2.2 

12.2% 

6.7% 

Large  Cell  Undifferentiated 

75 

(15.0%) 

1.2 

5.4% 

5.4% 

Small  Cell  Undifferentiated 

33 

( 6.7%) 

0.6 

0 

0 

Bronchioalveolar 

16 

( 3.2%) 

1.8 

17.9% 

8.9% 

499 

(100%) 

1.4 

10.0% 

4.8% 

Fig.  3.  Survival  by  stages. 
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TABLE  IV 

Survival  Rates  for  Carcinoma  of  the  Lung 
According  to  Stage,  Histologic  Type  and  Surgical  Resection 

Stage  I Stage  II  Stage  III 


Cell  Type 

5-Year 

10-Year 

5-Year 

10-Year 

5-Year 

10- Year 

Survival 

Survival 

Survival 

Survival 

Survival 

Survival 

Squamous 

30.1% 

13.2% 

12.7% 

4.2% 

3.7% 

2.6% 

Adenocarcinoma 

50.1% 

20.6% 

22  2% 

111% 

3.7% 

0% 

Large  Cell 

25.1% 

25.1% 

0 % 

0 % 

3.8% 

3.8% 

Undifferentiated 
Small  Cell 

0 % 

0 % 

0 % 

0 % 

0 % 

0 % 

Undifferentiated 

Bronchioalveolar 

13.3% 

0 % 

0 % 

0 % 

28.6% 

14.3% 

Total 

32.7% 

14.5% 

10.9% 

4.4% 

3.8% 

2.5% 

best  prognosis  in  our  group  was 
adenocarcinoma  with  an  overall 
five-year  survival  rate  of  17.2%. 
The  group  of  16  patients  with 
bronchio-alveolar  carcinoma  was 
too  small  for  a valid  comparison.  In 
Table  IV  the  survival  of  patients 
with  resected  lesions  has  been  listed 
according  to  cell  type  and  the  pres- 
ence of  lymph  node  involvement.  In 
this  instance,  the  more  favorable 
prognosis  associated  with  adeno- 
carcinoma becomes  even  more 
striking  with  a 50%  five-year  survi- 
val. Also  apparent  in  this  data  is  the 
effect  on  survival  of  any  lymph  node 
metastasis.  In  most  of  these  patients 
lymph  node  involvement  was  found 
during  pathological  examination  of 
the  resected  specimen.  Vincent  and 
his  co-workers5  have  found,  as  we 
have,  a statistically  significant  dif- 
ference (P  < 0.05)  in  survival  be- 


tween Stage  I and  Stages  11  and  III 
but  no  significant  difference  in  sur- 
vival between  Stages  II  and  III.  The 
survival  curves  and  overall  survival 
rates  confirm  those  reported  in 
other  large  series.3-8-911 

SUMMARY 

Our  results,  as  many  other 
studies,  again  call  attention  to  the 
following  points: 

a)  Surgery  is  still  the  most  effec- 
tive treatment  for  lung  cancer  but  by 
and  large  provides  long-term  satis- 
factory results  only  for  a limited 
number  of  patients.  These  results 
could  be  improved  by  earlier  detec- 
tion. 

b)  Postoperative  survival  can  be 
extended  by  more  careful  selection 
for  surgery  using  mediastinal  lymph 
node  biopsies  more  often  rather 


than  by  the  application  of  more 
radical  methods  in  the  surgical 
technique  itself. 
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espied,  it  is  fit,  that  first  you  enter  into  consideration  both  of  the  first  originall  thereof,  and  likewise  of  the 
reasons  ofthe  first  entry  thereof  into  this  Countrey.  — A Counter-Blaste  to  Tobacco,  King  James  I,  1604. 


544 


Vol.  39,  No.  « 


Dean’s  Page 


THE  WATER  GETS  HOTTER 

.'If  you  drop  a frog  in  boiling  water,  he  will  jump  right 
out. 

If  you  put  him  in  tepid  water  and  warm  it  gradually, 

* hat  stupid  frog  will  stay  put  until  he  boils  to  death. 

That's  when  you  eat  him.” 

Southern  Wisdom 
Author  unknown 

A new  health  manpower  training  bill  will  be  consid- 
ered in  the  next  Congress.  The  bill  needs  attention 
from  both  the  academic  and  practicing  communities 
efore  it  has  a chance  to  become  law.  Why  should 
rivate  practitioners  concern  themselves  with  man- 
power training  laws?  It  is  certainly  not  unreasonable 
to  assume  that  “The  Health  Professions  Educational 
Assistance  Act”  has  nothing  to  do  with  the  private 
practice  of  medicine.  Unfortunately,  the  assumption 
is  incorrect.  The  government  recognized  long  ago  that 
one  of  Archimedes’  principles  works  both  ways: 
shifting  the  weight  on  a lever  causes  the  lever  to  move 
in  the  desired  direction. 

We  need  to  act  in  a way  which  recognizes  that 
academic  freedom  (the  short  arm  of  the  lever)  and 
practice  freedom  are  as  closely  related  as  siblings.  The 
recent  formation  of  a Section  on  Medical  Schools  by 
the  American  Medical  Association  is  salutary  recog- 
nition of  our  interdependence.  This  common  front 
must  be  strengthened  rapidly  so  that  we  can  exert  the 
pressure  necessary  to  influence  the  thrust  and  content 
of  new  health  manpower  legislation. 

Review  of  a draft  of  the  latest  administration  pro- 
posal on  “health  professions  educational  assistance” 
leads  to  the  conclusion  that  medical  education  and 
private  practice  will  be  squeezed  by  elements  in  this 
bill  which  could  result  eventually  in  federal  control  of 
'both.  Because  this  proposal  has  been  developed  by 
the  Health  Resources  Administration  (HRA),  an 
agency  which  reflects  the  posture  of  the  Executive 
Branch,  even  a “floater”  such  as  this  draft  deserves 
careful  scrutiny. 

Four  proposals  deserve  attention  because  they  in- 
clude programs  to: 

a.  Stabilize  the  output  of  training  programs, 

b.  Improve  the  use  of  health  personnel  to  enhance 
productivity  in  primary  care  practice, 

c.  Assure  professional  competency, 

d.  Strengthen  health  manpower  planning. 

At  first  glance  none  of  these  programs  would  seem  to 
have  ominous  overtones,  nor  would  they  appear 
inter-related.  Analysis  indicates  otherwise. 
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ENROLLMENT  STABILIZATION 

Many  of  us  have  been  saying  that  the  nation  will 
have  a surplus  of  physicians  within  a decade.  Stabili- 
zation of  enrollment  or  even  a reduction  in  the  number 
of  medical  students  is  probably  a good  idea.  However, 
the  proposed  mechanism  to  stabilize  enrollment,  a 
three-year  phase-out  of  the  federal  capitation  support, 
the  quid  pro  quo  for  enrollment  increase  in  the  first 
place,  gives  us  insight  relating  to  governmental  moti- 
vation. 

Although  their  flexibility  will  be  sharply  limited  by 
the  loss  of  capitation,  it  will  not  destroy  most  schools. 
Capitation  phase-out,  however,  has  been  coupled 
with  a conscious  decision  to  force  some  schools  to 
close  because  of  financial  distress.  Some  of  the  funds 
formerly  used  for  capitation  would  be  used  to  alleviate 
financial  distress  at  “selected”  schools.  In  the  opinion 
of  HRA,  however,  “it  is  not  expected  that  the  . . . 
grant  authority  would  take  care  of  the  needs  of  all  such 
(financially  distressed)  schools.” 

Perhaps  some  schools  should  close.  If  some  schools 
are  forced  to  close,  however,  the  decision  should  be 
based  on  educational  inadequacy  rather  than  on  finan- 
cial instability  or  political  utility.  Federalization  of  the 
decision  as  to  “who  shall  teach”  (a  fundamental  tenet 
of  academic  freedom)  is  a near-certain  outcome  of  the 
“selection”  process.  We  should  not  be  complacent 
just  because  none  of  the  medical  schools  in  North 
Carolina  is  on  the  brink  of  financial  disaster. 

ENHANCE  PRODUCTIVITY  IN  PRIMARY  CARE 

While  we  may  be  relieved  that  the  administration 
recognizes  we  may  be  facing  a future  surplus  of  physi- 
cians, worry  and  confusion  are  caused  by  the  proposal 
to  improve  the  use  of  health  professions  personnel  (a 
bureaucratic  euphemism  for  non-physicians)  to  en- 
hance productivity  in  primary  care  practice.  The  De- 
partment of  Health,  Education  and  Welfare  (HEW) 
would  be  authorized  to  make  grants  to  train  additional 
nurse  practitioners  and  physician  assistants,  and  to 
create  new  roles  and  expanded  functions  for  person- 
nel other  than  physicians. 

We  support  the  concept  that  properly  supervised 
personnel  enhance  the  productivity  of  physicians.  It 
seems  counterproductive,  however,  to  “expand 
roles”  (the  euphemism  for  preparation  for  indepen- 
dent practice)  and  to  train  additional  personnel  if  we 
are  producing  a surplus  of  physicians. 

If  one  looks  for  an  economic  and  strategic  motiva- 
tion, the  proposal  becomes  less  confusing  and  more 
worrisome.  Rather  than  following  the  sensible 
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suggestion  of  the  Institute  of  Medicine  to  create  fee 
parity  for  rural  and  urban  physicians  as  a way  to 
improve  geographic  distribution,  the  HRA  proposes 
to  populate  rural  areas  with  independent  non- 
physician practitioners.  One  unfortunate  result  of 
this  approach  will  be  to  abort  the  recent  and  promising 
migration  of  physicians  to  rural  areas.  Physicians  will 
once  again  cluster  in  the  cities  and  suburbs  and  we  will 
inevitably  be  castigated  as  unresponsive  to  the  pri- 
mary care  needs  of  the  people. 

This  scenario  leads  directly  to  the  last  two  sections 
of  the  proposal  which  begin  to  lay  the  groundwork  to 
allow  federal  agencies  to  determine  whether  and 
where  you  may  practice. 

ASSURE  PROFESSIONAL  COMPETENCY 

The  HRA  recommends  that  authority  be  granted  to 
HEW  to  develop  national  standards  for  licensure  and 
relicensure  of  physicians  by  states.  It  is  said  that  such 
standards  would  not  be  mandatory  but  rather  would 
serve  as  models  for  state  licensing  authorities.  In  a 
similar  vein  HEW  would  “involve  itself’  in  projects 
to  improve  relicensure  systems,  certification 
mechanisms  and  continuing  education.  Instinct  and 
experience  suggest  that  the  step  from  involvement  and 
suggestion  to  mandate  is  a small  one  for  the  federal 
government. 

There  can  be  little  argument  that  the  establishment 
of  national  licensure  standards  is  a worthy  goal.  The 
objectionable  point  is  that  HEW  would  establish  the 
standards.  This  is  the  business  of  the  duly  appointed 
authorities  of  the  several  states,  viz,  the  Federated 
State  Boards  and  the  state  legislatures. 

Direct  federal  involvement  in  the  processes  of  spe- 
cialty certification  and  in  continuing  education  is, 
philosophically,  more  objectionable  than  is  federal 
involvement  in  licensure.  Licensure,  at  least,  carries 
the  force  of  law.  Specialty  certification  and  continuing 
education  efforts  are  superlative  examples  of  volun- 
tary efforts  effectively  designed  to  protect  the  public 
interest. 

No  other  profession  has  done  as  much  as  ours  vol- 
untarily to  assure  special  and  continuing  competence. 


and  we  have  done  it  without  any  prodding  from  gov- 
ernment. Unless  we  want  HEW  to  tell  us  who  is  a 
specialist  and  who  isn't,  we  should  advise  the  gov 
emment  immediately  that  we  view  this  approach  as 
particularly  intrusive. 

STRENGTHEN  HEALTH  MANPOWER  PLANNING 

Federal  involvement  in  licensure  and  certification  is  i 
not  the  last  assault  on  the  freedom  to  practice.  Under 
the  generally  accepted  rubric  that  we  should 
strengthen  health  manpower  planning  (federally  man- 
dated potential  overproduction  of  physicians  stands 
as  proof  of  the  statement),  HRA  wants  to  create  state 
or  regional  systems  to  coordinate  and  manage  health 
professions  training  programs.  Indeed,  new  residency 
training  programs  and  programs  which  wish  to  expand 
would  be  required  to  obtain  a certificate  of  need! 
Worst  of  all,  HEW  would  make  the  determination  ol 
need  after  consulting  with  state  and  local  health  plan- 
ning agencies.  The  ultimate  extension  of  this  process 
clearly  is  to  give  HEW  control  over  specialty  selec- 
tion, and  to  erode  the  physician’s  right  to  freedom  ol 
choice. 

IS  IT  TIME  TO  EAT? 

We  cannot  afford  to  be  lulled  by  reports  in  the  press 
of  apparent  disagreements  between  Congress  and  the 
Executive  Branch  relating  to  implementation  of  a plan 
for  nationalization  of  health  services.  Overproduction 
of  physicians,  forced  closure  of  some  schools  by  fed- 
eral “selection,’’  expanded  roles  for  non-physicians 
federally  determined  standards  for  licensure  and  cer 
tication,  and  “linkages”  with  State  Health  Planning 
and  Development  Agencies  will  have  created  the  ap 
propriate  scenario.  The  government  does  not  need  z 
plan  to  implement  nationalization.  All  that  is  needed  i; 
for  us  to  sit  on  our  hands  before  and  during  the  nex'1 
session  of  Congress.  We  will  not  be  able  to  do  any 
thing  if  we  wait  for  the  water  to  boil. 

Richard  Janeway,  M.D.,  Dean 
Bowman  Gray  School  of  Medicine  of 
Wake  Forest  University 
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LUNG  CANCER:  A CONCEPT  OF  OPERABILITY 

Almost  every  physician  can  expect  to  care  for  pa- 
tients with  cancer  of  the  lung.  In  the  last  50  years,  this 
disease  has  emerged  from  an  unusual  pulmonary  le- 
sion to  a malignancy  which  claims  more  than  200  lives 
daily  in  the  United  States  alone.  Lung  cancer  remains 
predominantly  a disease  of  men,  often  in  their  pro- 
ductive years;  but  even  in  women  the  attack  rate  has 
doubled  in  the  last  15  years.  There  is  strong 
epidemiologic  evidence  linking  this  increase  to 
eigarette  smoking;  the  death  rate  of  heavy  cigarette 
smokers  from  lung  cancer  is  20  times  that  of  non- 
smokers.  The  outlook  for  these  patients  continues  to 
De  dismal.  At  the  time  of  diagnosis,  average  survival  is 
six  to  nine  months  with  only  20%  surviving  more  than 
i year.  About  5%  of  patients  with  cancer  of  the  lung 
survive  five  years  from  the  time  of  diagnosis. 

The  extensive  study  in  this  issue  by  Cook  and  his 
issociates  details  the  late  results  of  surgical  treatment 
}f  lung  cancer  over  a 23-year  period  in  nearly  500 
patients.  Enhanced  postoperative  survival  in  patients 
With  localized  disease  is  well  documented  and  em- 
Dhasizes  the  desirability  of  early  detection.  Clearly,  an 
mproved  technique  of  screening  and  detection  is  an 
mportant  priority  for  the  future.1  Unfortunately, 
within  our  current  capabilities,  more  than  50%  of  all 
patients  diagnosed  with  lung  cancer  are  inoperable 
vhen  first  seen.  Of  those  operated  upon,  one-half  will 
ne  unresectable;  and  persistent  tumor  as  either  local 
spread  or  distal  metastasis  has  been  demonstrated  in 
is  many  as  one-third  of  resected  patients  within  one 
nonth  of  definitive  surgery.2  It  is  apparent  that  lung 
:ancer  cannot  be  cured  by  surgery  in  85%  to  90%  of 
patients  at  the  time  of  diagnosis.  Effective  selection  of 
surgical  therapy,  therefore,  must  encompass  a con- 
:ept  of  biologic  operability  as  well  as  resectability. 
Resectability  implies  that  there  are  no  technical  limi- 
ations  to  removal  of  the  lesion.  Operability  suggests 
that  surgical  resection  offers  a hope  for  cure. 

A tumor  may  be  considered  technically  resectable 
yet  deemed  inoperable  because  of  other  criteria  such 
its  cell  type  or  extent  of  lymph  node  involvement.  Cell 
:ype  is  recognized  to  have  a profound  influence  on 
prognosis.  A patient  with  small  cell  undifferentiated 
Carcinoma  has  a very  poor  prognosis  regardless  of  the 
iemonstrable  anatomic  extent  of  his  cancer.  On  the 
:ontrary,  it  is  known  that  localized  squamous  cell 
parcinoma  of  the  lung  has  the  best  prognosis  of  the 
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major  cell  types.3' 4 It  is  of  interest  that  Cook  et  al,  in 
their  current  report,  found  adenocarcinoma  to  be  as- 
sociated with  the  best  survival  rates.  The  most  perti- 
nent observation  may  be  that  when  a curative  resec- 
tion is  performed,  epidermoid,  adeno-,  or  large  cell 
types  per  se  have  minimal  influence  on  survival.5  The 
effect  of  cell  type  on  prognosis  is  mainly  evident  when 
related  to  an  assessment  of  the  extent  of  disease  — 
i.e.,  metastasis  to  hilar  and  mediastinal  lymph  nodes. 

There  is  accumulating  evidence  that  involvement  of 
superior  mediastinal  lymph  nodes  may  be  an  indica- 
tion of  inoperability  in  bronchogenic  carcinoma. 
Thus,  Cook  correctly  suggests  that  selection  of  surgi- 
cal treatment  based  on  assessment  of  mediastinal 
lymphatic  metastasis  by  mediastinoscopy  is  neces- 
sary to  avoid  unwarranted  exploratory  thoractomy  or 
useless  pulmonary  resection.  The  value  of  medias- 
tinoscopy in  assessing  operatility  of  lung  cancer  has 
been  studied  at  the  North  Carolina  Memorial  Hospi- 
tal.6 Mediastinal  findings  were  positive  in  26%  of  the 
patients.  A significant  correlation  existed  between 
histologic  tumor  type  and  mediastinal  lymph  node 
metastasis.  Forty-five  percent  of  patients  with  undif- 
ferentiated carcinoma  had  mediastinal  node  involve- 
ment (cf.  14%  in  epidermoid  carcinoma).  Contralat- 
eral or  high  pretracheal  lymph  node  involvement  was 
usually  found  in  these  patients,  as  was  perinodal 
metastasis  with  fixation,  known  to  adversely  affect 
the  dismal  prognosis.  The  ominous  nature  of  positive 
mediastinoscopy  was  quite  apparent  in  the  study. 
Only  four  patients  with  positive  mediastinal  biopsies 
survived  one  year,  whereas  70%  with  negative 
mediastinoscopy  were  free  of  disease  one  year  after 
resection.  The  prognostic  value  of  negative  mediasti- 
nal exploration  was  also  well  demonstrated.  In  85%  of 
the  patients  with  negative  findings  at  mediastinoscopy 
the  tumor  was  successfully  resected. 

Acceptable  five-year  survival  rates  have  been  re- 
ported in  patients  with  epidermoid  mediastinal 
metastasis  treated  by  resection  and  postoperative  ir- 
radiation.7 It  is  assumed  that  these  patients  had  ip- 
silateral,  low  paratracheal,  intranodal  metastasis.  The 
poor  long-term  survival  in  patients  with  cell  types 
other  than  epidermoid  carcinoma  metastatic  to  the 
mediastinum  argues  against  the  wisdom  of  radical  re- 
section. Patients  with  undifferentiated  cancer  in 
superior  mediastinal  nodes  or  perinodal  lymph  node 
metastasis,  or  both,  are  not  candidates  for  surgical 
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resection.  Mediastinoscopy  should  be  performed  in  all 
patients  presumed  to  have  operable  carcinoma  of  the 
lung. 

GORDON  F.  MURRAY,  M.D. 
Associate  Professor  of  Surgery 
Division  of  Cardiothoracic  Surgery 
University  of  North  Carolina 
School  of  Medicine 
Chapel  Hill,  N.C.  27514 
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NEW  MEMBERS 

of  the  State  Society 


Ashbum,  Philip  Eugene,  MD,  (IM)  119  N.  Boylan  Ave.,  Raleigh 
27603 

Baker,  Vicki  Vaughan  (STUDENT)  Apt.  10-E  Sharon  Heights, 
Chapel  Hill  27514 

Boone,  Stephen  Christopher.  MD,  (NS)  UNC  Clinical  Sciences 
Bldg..  #148,  Chapel  Hill  27514 

Brandt-Sasin,  Ilona,  MD,  (GP)  4870  Thales  Rd.,  Apt.  K,  Winston- 
Salem  27104 

Czerwinski,  Roman,  MD,  (INTERN-RESIDENT)  1505  Duke 
Univ.  Road,  Apt.  7E,  Durham  27701 

Dasheiff,  Richard  Mitchell,  MD,  (INTERN-RESIDENT)  4105 
New  Bern  Place,  Durham  27707 

Davidson,  Charles  Stephen,  MD,  (FP)  % Outer  Banks  Health 
Center,  Nags  Head  27959 

Garrison,  Michael  Stephen  (STUDENT)  614-B  Hibbard  Dr., 
Chapel  Hill  27514 

Harris,  Donald  Philip,  MD,  (1M)  208  Foust  St.,  Asheboro  27203 

Hollerman,  Jeremy  Jacob,  MD,  (INTERN-RESIDENT)  413 
Lawndale  Dr.,  Winston-Salem  27104 

Karam.  Michael  Qustandi,  MD,  (IM)  3801  Computer  Dr.,  Ste.  212, 
Raleigh  27609 

Lambert,  James  Royall,  MD,  (INTERN-RESIDENT)  1000  W.  End 
Blvd.,  Winston-Salem  27101 

Lavender,  Dick  Redmond,  MD,  (ORS)  200  E.  Northwood  St., 
Greensboro  27401 

Lee,  11  Sung,  MD,  (IM)  P.O.  Box  370,  Enka  28728 

Lesesne,  Carroll  Boutell  (STUDENT)  Box  2812,  Duke  Med.  Ctr., 
Durham  27710 

Mahafee,  W.  Collins,  MD,  (FP)  2601-F  Oakcrest  Ave.,  Greensboro 
27408 

Markello,  James  Ross,  MD,  (PD)  413  Longmeadow  Rd.,  Greenville 
27834 

Minard.  Raymond  Bruce,  (STUDENT)  215-G  Stancill  Dr.,  Green- 
ville 27834 

Newton,  John  Thomas  (STUDENT)  49  Fidelity  Court  Apts., 
Carrboro  27510 

Niazi-Sasin,  Abdolhakim,  MD,  (IM)  300  N.  Washington  St., 
Wadesboro  28170 

Nieland,  Robert  Bruce,  MD,  (FP)  24  Second  Ave.,  NE,  Hickory 
28601 

Novitsky,  Mark  A.,  (STUDENT)  1914  Beach  St.,  Winston-Salem 
27103 

Patel,  Suresh  Ambalal,  MD,  (P)  501  Billingsley  Road,  Charlotte 
2821 1 

Strout,  John  Joseph.  MD,  (INTERN-RESIDENT)  1012  W.  End 
Blvd.,  Winston-Salem  27103 

Verma,  Harish  Chander,  MD,  (P)  201  Whittington  Circle,  Green- 
ville 27834 


Whiteside,  Donald  Campbell  (STUDENT)  628-C  Fidelity  St., 
Carrboro  27510 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  Wayne  County  Hospital  and  Burroughs 
Wellcome  Company  are  accredited  by  the  American  Medical  As- 
sociation. Therefore  CME  programs  sponsored  or  co-sponsored  by 
these  schools  automatically  qualify  for  AMA  Category  1 credit 
toward  the  AMA’s  Physician  Recognition  Award,  and  for  North 
Carolina  Medical  Society  Category  A credit.  Where  AAFP  credit 
has  been  requested  or  obtained,  this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion”. 

PROGRAMS  IN  NORTH  CAROLINA 
November  2-4 

Ambulatory  Pediatric  Society  Meeting 

For  Information:  William  Wood.  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H.  UNC  School  of  Medicine, 
Chapel  Hill  27514 

November  8 

“Practical  Pediatrics” 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours,  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville,  N.C.  27834 

November  10 

Seminar  on  Aging 
Fee:  $35 

For  Information:  Emery  C.  Miller,  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


November  10 

9th  Annual  Duke  Symposium  on  Orofacial  Anomalies 
Place:  Duke  University  Medical  Center 

For  Information:  Galen  Quinn,  D.D.S.,  P.O.  Box  3806,  Duke  Uni- 
versity Medical  Center,  Durham  27710 
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Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• Vasodilan— compatible 
with  coexisting  diseases 

• vasodilan — compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  ot 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency, 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.  ( 1 or  2 ml.)  two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S Pal  No.  3,056,836 

VASODILAN 

(ISOXSUPRINE  HCII 

20-mg  tablets 
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This  asthmatic 

isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg  Elixir:  alcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  bronchospasric 
conditions  such  as  bronchial  asthma,  chronic  bronchitis,  and 
pulmonary  emphysema 

Warnings:  Do  nor  administer  more  frequently  than  every 
6 hours,  or  within  12  hours  after  rectal  dose  of  any  prep- 
aration containing  theophylline  or  aminophyllme.  Do  nor 
give  other  compounds  containing  xanthine  derivatives 
concurrently. 

Precautions:  Use  with  caurion  in  patients  with  cardiac 
disease,  hepatic  or  renal  impairment.  Concurrent  adminis- 
tration with  certain  antibiotics,  i.e.  clindamycin,  erythromy- 
cin, rroleondomycin,  may  result  in  higher  serum  levels  of 
theophylline.  Plasma  prothrombin  and  factor  V may 
increase,  bur  any  clinical  effect  is  likely  ro  be  small.  Merabo- 
lires  of  guaifenesin  may  contribute  ro  increased  urinary 
5-hydroxymdoleacetic  acid  readings,  when  determined 
with  nitrosonaphrol  reagent.  Safe  use  in  pregnancy  has  nor 
been  established.  Use  in  case  of  pregnancy  only  when 
clearly  needed. 

Adverse  Reactions:  Theophylline  may  exert  some  stimulat- 
ing effect  on  the  central  nervous  system.  Its  administration 
may  cause  local  irritation  of  the  gastric  mucosa,  with  possi- 
ble gastric  discomfort,  nausea,  and  vomiting.  The  frequency 
of  adverse  reactions  is  related  ro  the  serum  theophylline 
level  and  is  nor  usually  a problem  or  serum  theophylline 
levels  below  20  /xg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  packs  of  100:  Elixir  in  bottles  of  1 pint  and  1 gallon. 
See  package  insert  for  complere  prescribing  information. 
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November  16-18 

30th  Annual  Scientific  Assembly  of  the  North  Carolina  Academy  of 
Family  Physicians 
Place:  Sheraton  Inn,  Charlotte 
Fee:  $30 

For  Information:  Mr.  Edwin  Davis,  Executive  Director,  North 
Carolina  Academy  of  Family  Physicians,  P.O.  Drawer  11268. 
Raleigh  27604 

November  29 

Nutrition  in  Medical  Care  1978 
Place:  Lee  County  Hospital,  Sanford 

Sponsors:  Lee  County  Medical  Society  and  Eaton  Laboratory 
Fee:  $6  for  non-M.D.'s 
Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D..  Director  of  Continuing  Medical 
Education.  Lee  County  Hospital,  Sanford  27330 

December  1-2 

American  College  of  Physicians  — North  Carolina  Society  of  Inter- 
nal Medicine  Annual  Meeting 
Place:  Sheraton  Inn,  Charlotte 

For  Information:  Norman  H.  Garrett,  M.D.,  1038  Professional  Vil- 
lage, Greensboro  27401 

December  2 

Pregnancy.  Birth,  and  Infancy:  Origins  of  Attachment 
For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

December  11-15 

Industrial  Toxicology 

For  Information:  Mario  Battigelli,  M.D.,  Department  of  Medicine, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

December  13 

Office  Gynecology 

Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AMA  Category  1 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

January-February 

1st  District  Medical  Society  Postgraduate  Course 
Place:  Edenton,  Ahoskie 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

January  10 

Immunological  Aspects  of  Malignancy 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  Assistant  Dean  for 
Continuing  Education,  East  Carolina  University  School  of  Medi- 
cine, Greenville  27834 

January  26-27 

Clinical  Urology 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  forCon- 
tinuing  Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

February  1-3 

Womack  Surgical  Society  Meeting 
Place:  Berryhill  Hall 

For  Information:  Noel  McDevitt,  M.D.,  Department  of  Surgery, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

February  2-3 

North  Carolina  Conference  for  Medical  Leadership 
Place:  Sheraton  Crabtree  Motor  Inn,  Raleigh 
Sponsors:  North  Carolina  Medical  Society 
For  Information:  Mr.  William  N.  Hilliard,  Executive  Director, 
North  Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  2761 1 

February  14 

Psychopharmacology  Update 

Place:  Pitt  County  Memorial  Hospital,  Greenville 


Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  E.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

February  16-20 

Basic  Electroencephalography 
Credit:  30  hours 

For  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

February  19-23 

Microvascular  Surgery  Workshop 
Credit:  40  hours 

For  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

March  3-4 

Anesthesiology 

For  Information:  David  Brown,  M.D.,  Department  of  Anesthesiol- 
ogy, UNC  School  of  Medicine,  Chapel  Hill  27514 

March  7-10 

Internal  Medicine  1979 
Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

March  9-10 

Frank  R.  Lock  Symposium  in  Obstetrics  and  Gynecology 
Place:  Bowman  Gray  School  of  Medicine 

For  Information:  Emery  C.  Miller,  M.D. , Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

March  9-10 

2nd  Ocutome  Workshop 
Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

March  14 

Recent  Advances  in  Surgical  Care 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

March  29-30 

Annual  Cancer  Research  Symposium 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

April  2-6 

Chest  Radiology 
Place:  Ramada  Inn,  Durham 
Fee:  $300 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology,  Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

April  1 1 

Current  Clinical  Problems  in  Family  Practice 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

April  12 

Greensboro  Academy  of  Medicine  Annual  Medical  Symposium  — 
Rheumatic  Diseases 

Place:  Jefferson-Standard  Club,  Greensboro 
Credit:  6 hours 

For  Information:  William  Harrison  Turner,  M.D.,  1030  Profes- 
sional Village,  Greensboro  27401 
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April  18-20 

Rainey  Orthopedic  Lectures 

Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

April  20-22 

Spring  Radiology  Seminar 

Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building,  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

April  27-28 

12th  Malignant  Disease  Symposium 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 


ITEMS  OF  SPECIAL  INTEREST 
December  7-10 

Thirty-Second  American  Medical  Association  Winter  Scientific 
Meeting 

Place:  Las  Vegas 

For  Information:  Department  of  Meeting  Services,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago,  Il- 
linois 60610 

February  12-16 

Current  Concepts  in  Diagnostic  Radiology 

Place:  Acapulco  Princess  Hotel.  Mexico 

Sponsor:  Department  of  Radiology,  Duke  University  Medical 
Center 

Fee:  $250 

For  Information:  Robert  McLelland,  M.D.,  Radiology,  Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

Abdominal  Real  Time  Sonography  Courses 

A series  of  six  week-long  courses  on  the  use  of  Real  Time  Ul- 
trasound in  abdominal  studies  will  be  offered  at  Bowman  Gray 

School  of  Medicine  on  the  following  dates:  December  4-8,  1978; 

March  12-16,  June  11-15,  July  16-20  and  December  9-13,  1979. 

Participants  will  receive  30  hours  of  Category  I credit  per  week. 

For  further  information,  please  contact,  James  F.  Martin,  M.D., 
Director,  Center  for  Medical  Ultrasound,  Bowman  Gray  School 
of  Medicine.  Winston-Salem  27103 


PROGRAMS  IN  NEARBY  STATES 

November  2-3 

Clinical  Evaluation  and  Management  of  Chronic  Pain 

Place:  University  of  Tennessee  Center  for  the  Health  Sciences, 
Memphis 

Credit:  10  hours;  Category  I 

For  Information:  Mrs.  Grace  Wagner,  Conference  Coordinator, 
University  of  Tennessee  Center  for  the  Health  Sciences,  800 
Madison  Avenue,  Memphis,  Tennessee  38163 

November  5-8 

Second  Annual  Symposium  on  Computer  Applications  in  Medical 
Care 

Place:  Washington.  D.C. 

Sponsors:  Medical  College  of  Virginia  Department  of  Continuing 
Medical  Education,  George  Washington  University  Medical 
Center,  Georgetown  University  Medical  School,  IEEE  Compu- 
ter Society 

For  Information:  Department  of  Continuing  Medical  Education, 
Medical  College  of  Virginia,  MCV  Station,  Richmond,  Virginia 
23298 

November  18 

Third  Annual  Critical  Care  Conference  — The  Management  of 
Serious  Infections 

Place:  George  Mason  University,  Fairfax,  Virginia 

Fee:  $50 

Credit:  8 hours 

Sponsor:  The  Fairfax  Hospital 

For  Information:  J.  Barry  Newman,  Coordinator,  Continuing 


Medical  Education,  The  Fairfax  Hospital,  3300  Gallows  Road 
Falls  Church,  Virginia  22046 

January  22-26 

Sixth  Annual  Meeting  ofthe  Southern  Clinical  Neurological  Society 
Place:  Pier  66  Hotel,  Fort  Lauderdale,  Florida 
For  Information:  B.  J.  Wilder,  M.D.,  Secretary,  University  o 
Florida  Hospital,  Gainesville,  Florida 

The  items  listed  in  the  above  column  are  for  the  six  month 
immediately  following  the  month  of  publication.  Requests  for  listinj 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Boj| 
27167,  Raleigh  2761 1 , by  the  10th  of  the  month  prior  to  the  month  ii 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  availabh 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


We  are  happy  to  report  that  H.B.  540  was  ratified  or 
the  last  day  ofthe  1978  session  of  the  General  Assem- 
bly, which  appropriated  $210,000  to  begin  com- 
prehensive health  education  programs  in  one  unit  ir 
each  of  the  eight  education  regions,  to  continue  the 
position  of  state  consultant,  and,  to  a limited  extent, 
support  curriculum  development  and  a 17-membei 
advisory  committee. 

We  are  grateful  for  the  groups  and  individuals  whc 
supported  this  legislation,  particularly  Rep.  Clyde 
Auman  and  Sen.  Lawrence  Davis,  and  for  the  support 
of  newspapers  and  television  stations,  especially 
WUNC,  WRAL  and  WXII.  With  this  beginning,  we 
must  continue  to  look  toward  the  10-year  goal.  Al- 
though eight  school  units  will  have  health  coor- 
dinators through  this  legislation  and  six  others  are 
locally  funded,  there  are  still  131  school  units  in  North 
Carolina  with  limited  and  fragmented  health  education 
programs. 

Martha  Martinat 

Past  President 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


A researcher  in  the  School  of  Medicine  has  received 
a $170, 157  grant  from  the  National  Cancer  Institute  tc 
study  how  chemical  compounds  found  in  a variety  ol 
common  products  can  change  in  the  body  to  cause 
cancer  or  damage  cells  in  other  ways. 

Dr.  Curtis  Harper,  associate  professor  of  phar- 
macology, is  examining  the  threat  of  organohalogens. 
compounds  used  as  tranquilizers,  pesticides, 
anesthetics,  degreasers  and  many  other  agents.  He 
will  study  ways  that  organohalogens  may  damage  or 
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destroy  liver  and  lung  cells  and  how  certain  enzymes 
govern  this  destructive  process. 

:-c  jjc 

A pediatric  neuropharmacology  clinic  has  been  es- 
tablished at  UNC  to  study  children  who  take 
jpsychoactive  drugs. 

Funding  by  the  National  Institute  of  Child  Health 
and  Human  Development  is  expected  to  total  $500,000 
during  a four-year  period. 

Heading  the  overall  research  program  is  Dr.  George 
Breese,  professor  of  psychiatry  and  pharmacology. 
Dr.  Tom  Gualtieri,  assistant  professor  of  psychiatry, 
will  direct  the  clinical  evaluations. 

The  research  project  is  the  first  of  its  kind  in  the 
:ountry  developed  specifically  for  children  with  de- 
velopmental disabilities  who  need  to  be  on  drugs. 
Information  gathered  in  the  study  should  help  physi- 
cians decide  not  only  whether  a child  needs 
psychoactive  drugs,  but  which  drug,  in  what  dosage, 
and  when  and  for  how  long  the  drug  should  be  ad- 
ministered. 

Gualtieri  will  assess  children  taking  Ritalin 
(methylphenidate)  and  Mellaril  (thioridazine),  two  of 
the  psychoactive  drugs  most  commonly  prescribed  for 
children. 


Research  on  clotting  and  bleeding  disorders  will  be 
the  focus  of  a new  Center  for  Hemostasis  and  Throm- 
bosis at  UNC.  Dr.  Harold  Roberts,  professor  of  medi- 
cine and  pathology,  has  been  named  director. 

For  more  than  30  years,  the  UNC  medical  school 
has  been  recognized  as  a world  leader  in  research 
related  to  coagulation  disorders.  Currently,  studies  in 
this  field  involve  more  than  30  fulltime  investigators  in 
seven  medical  school  departments,  the  School  of 
Dentistry  and  the  Department  of  Chemistry. 

Roberts  said  the  new  center  will  coordinate  this 
research  so  that  findings  can  be  applied  to  the  treat- 
ment of  patients  as  quickly  as  possible. 

* * * 

Dr.  John  T.  Gwynne,  assistant  professor,  has  re- 
ceived a $19,000  March  of  Dimes  grant  to  study  how 
cholesterol  is  stored,  carried  and  absorbed  in  the 
body.  His  research  may  help  physicians  understand 
how  cholesterol  builds  up  in  the  walls  of  arteries  and 
how  this  process,  atherosclerosis,  can  be  prevented  or 
reversed.  Gwynne  will  study  how  lipoproteins  absorb 
and  carry  cholesterol.  Because  arterial  walls  are  dif- 
ficult to  examine,  he  will  focus  on  the  adrenal  glands, 
which  absorb  cholesterol  to  form  steriod  hormones. 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 


if  there 
are  problems 

and  there 
is  drinking... 
drinking 
may  be  the 
only  Problem/ 


mil 

BOX  508  STATESBORO,  GA  30458  (912)  764-6236 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
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Dr.  Christopher  C.  Fordham  III.  dean,  began  in 
August  a six-month  leave  of  absence  during  which  he 
will  study  various  aspects  of  public  planning  and 
financing  for  health  care.  He  expects  to  spend  consid- 
erable time  studying  systems  in  the  United  Kingdom 
and  Canada,  as  well  as  practices  in  the  United  States. 
The  study  is  partially  supported  by  a grant  from  the 
Josiah  Macy  Jr.  Foundation.  Fordham  has  announced 
his  intention  to  relinquish  the  deanship  next  June  30. 

* * * 

Faculty  promotions  to  associate  professor  in  the 
School  of  Medicine:  Dr.  Nortin  M.  Hadler,  medicine 
and  bacteriology  and  immunology;  Dr.  John  C.  His- 
ley,  obstetrics  and  gynecology;  Drs.  Eng-Shang 
Huang  and  Henry  R.  Lesesne,  medicine;  Dr.  J.  David 
Leander,  pharmacology  ;>Drs.  William  J.  Arendshorst 
and  Paul  B.  Farel,  physiology;  Drs.  Priscilla  D. 
Boekelheide  and  Kenneth  C.  Mills,  psychiatry; 
Dr.  Robert  E.  Cross,  pathology  and  medicine,  and  Dr. 
Gail  T.  Wertz,  bacteriology  and  immunology.  Dr. 
Bozman  R.  Reeves  Jr.  has  been  promoted  to  assistant 
professor  of  medicine. 

* * * 

Dr.  William  B.  Wood,  associate  professor  of  medi- 
cine, has  been  appointed  director  of  the  office  of  con- 
tinuing education  and  alumni  affairs  at  the  School  of 
Medicine. 

Wood,  who  earned  both  his  B.S.  and  M.D.  degrees 
at  UNC-CH,  succeeds  the  late  Dr.  Oscar  L.  Sapp  III. 

A member  of  the  faculty  for  15  years.  Wood  has  a 
special  interest  in  pulmonary  diseases  and  directs  the 
adult  allergy  clinic  at  North  Carolina  Memorial  Hos- 
pital. 

He  will  continue  his  teaching  and  clinical  work  in 
addition  to  his  new  duties. 

* * * 

Sandra  K.  Evans  has  been  named  vice  chairman  of 
the  Department  of  Nursing  at  North  Carolina  Me- 
morial Hospital.  A registered  nurse,  she  has  served  as 
clinical  nurse  coordinator  for  the  adult  intensive  care 
units  at  the  hospital  for  the  past  five  years.  Since 
March  of  this  year,  she  has  also  been  the  nursing  de- 
partment's representative  on  the  emergency  room 
management  committee,  a responsibility  she  will  re- 
tain in  her  new  position. 

* * * 

Dr.  Mary  Ellen  Jones  has  been  appointed  professor 

and  chairman  of  the  Department  of  Biochemistry  and 

Nutrition,  succeeding  Dr.  J.  Logan  Irvin,  who  relin- 
quished the  post  after  more  than  20  years. 

Jones  comes  to  Chapel  Hill  from  the  University  of 
Southern  California  Medical  School  where  she  has 
been  a professor  of  biochemistry  since  1971. 

She  earned  her  B.S.  degree  from  the  University  of 
Chicago  and  her  Ph.D.  degree  from  Yale  and  taught  in 
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the  graduate  Department  of  Biochemistry  at  Brandeis 
University,  where  she  was  a Scholar  of  the  American 
Cancer  Society.  She  served  as  an  associate  professor, 
then  as  professor  in  the  UNC-CH  Departments  of 
Biochemistry  and  Zoology  from  1966  through  1971. 

Jones  is  the  author  of  more  than  50  research  papers 
and  is  a member  of  the  editorial  board  of  the  Journal  of 
Biological  Chemistry. 

* * * 

Drs.  Mahesh  Varia  and  Mark  Kirsch,  assistant 
professors  of  radiology,  have  received  a $ 1 ,870  Medi- 
cal Faculty  Grant  from  the  N.C.  United  Community 
Service  to  continue  their  research  in  hyperthermia  and 
radiation  therapy. 

% % 

Dr.  Joseph  S.  Pagano,  professor  of  medicine  and 
bacteriology  and  immunology  and  director  of  the 
Cancer  Research  Center,  presented  “Molecular 
Pathogenesis  of  Burkitt’s  Lymphoma,  Naso- 
pharyngeal Carcinoma  and  Infectious  Mononucle- 
osis’’ at  the  National  Cancer  Institute  in  Bethesda, 
Maryland. 

* * * 

Deborah  Glosson,  staff  occupational  therapist  in 
psychiatry,  was  appointed  N.C.  chairperson  of  the 
Special  Interest  Group  in  Sensory  Integration  and  will 
serve  as  liaison  to  the  American  O.  T.  Association 
Special  Interest  Group  in  Sensory  Integration. 

ijc 

Dr.  James  N.  Hayward,  chairman  and  professor  of 
neurology,  was  an  external  consultant  reviewing  the 
Department  of  Neurology  for  the  University  of  Ken- 
tucky College  of  Medicine. 

* * * 

Dr.  H.  Robert  Brashear,  professor  of  orthopaedic 
surgery,  was  presented  the  Teacher's  Cup  for  the 
Musculoskeletal  Course  by  second  year  students.  The 
award  is  given  to  the  faculty  member  contributing 
most  to  the  students'  education  during  the  Musculo- 
skeletal Course.  The  students  presented  the  Resident 
Award  for  the  same  course  to  Dr.  John  P.  Spencer, 
chief  resident  of  orthopaedic  surgery. 

* * * 

Dr.  Paul  A.  Obrist,  professor  of  psychiatry,  has 
been  elected  a fellow  of  the  American  Psychological 
Association  and  of  the  American  Association  for  the 
Advancement  of  Science.  Obrist  was  a lecturer  at  the 
annual  meeting  of  the  Society  for  Psychosomatic  Re- 
search in  London  in  November,  1977,  and  in  the 
Clinical  Advances  in  Bio-behavioral  Sciences’’  series 
organized  by  the  Center  for  Bio-organic  Studies,  Uni- 
versity of  New  Orleans.  He  spoke  at  the  international 
conference  on  the  “Orienting  Reflex  in  Humans”  in 
the  Netherlands  in  June. 


Dr.  Kenneth  Sugioka,  professor  and  chairman  of 
anesthesiology,  presented  “The  Effects  of  Hypocar- 
bia  on  Organ  Systems”  at  the  1978  Annual  Anes- 
thesiology Review  Course  for  Society  of  Air  Force 
Anesthesiologists  in  San  Antonio. 

* * * 

R.  Bruce  Steinbach,  director  of  respiratory  therapy 
at  N.C.  Memorial  Hospital,  presented  “Respiratory 
Care  of  the  Neonate”  at  the  Region  V Respiratory 
Therapy  meeting  in  Arlington,  Va.  He  was  also  an  oral 
examiner  for  the  National  Board  for  Respiratory 
Therapists  examination  in  Atlanta. 

* * * 

Faculty  members  who  participated  in  the  Public 
Health  Nutrition  Update  short  course  program  in- 
clude: Dr.  Roy  V.  Talmage,  professor  of  surgery  and 
Dr.  T.  Kenney  Gray,  associate  professor  of  medicine, 
who  participated  on  a reaction  panel,  and  Dr.  William 
Herbert,  assistant  professor  of  ob-gyn,  who  presented 
“Vitamin  and  Mineral  Supplements  for  the  Pregnant 
Woman.” 

* * * 

Dr.  Richard  L.  Clark,  associate  professor  of  radiol- 
ogy and  director  of  diagnostic  radiologic  research, 
presented  “Radiological  Evaluation  of  a New  Ex- 
perimental Model  of  Erosive  Synovitis  in  Rats”  and 
Dr.  John  T.  Cuttino  Jr.,  assistant  professor  of  radiol- 
ogy, presented  “The  Urothelial  Microvascular  Re- 
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sponse  to  Chronic  Renal  Inflammatory  Disease”  at 
the  26th  annual  meeting  of  the  Association  of  Univer- 
sity Radiologists  in  San  Antonio.  Dr.  W.  Deanes  Bid- 
good  Jr.,  first-year  resident  in  radiology,  presented 
“Pyelovenous  Backflow  During  Retrograde  Pyelog- 
raphy in  Renal  Vein  Thrombosis”  and  Dr.  James  H. 
Scatlift,  professor  and  chairman  of  radiology,  pre- 
sented “Quantitative  Accuracy  of  CT  Evaluation  of 
Spinal  Stenosis.” 

* * * 

Drs.  Clayton  E.  Wheeler  Jr,,  Robert  A.  Briggaman 
and  W.  Mitchell  Sams  Jr.,  professors  of  dermatology, 
attended  the  annual  meeting  of  the  Society  for  Inves- 
tigative Dermatology  in  San  Francisco.  Sams  is 
secretary-treasurer  of  the  society  and,  along  with 
Briggaman,  is  a member  of  the  board  of  directors. 

* ’ * * 

Dr.  William  A.  Richey,  chief  resident  of  the  de- 

partment of  radiology,  was  elected  chairman  of  the 
American  Association  of  Academic  Chief  Residents  in 
Radiology.  The  organization  represents  chief  radiol- 
ogy residents  across  the  country,  especially  through 
the  American  College  of  Radiologists.  Richey  is  a 
graduate  of  the  UNC-CH  School  of  Medicine. 

* * * 

Dr.  C.  Leon  Partain,  research  associate  in  radiol- 


ogy, has  received  a $28,000  grant  from  the  National 
Institute  of  Neurological  and  Communicative  Disor- 
ders and  Stroke,  National  Institutes  of  Health,  to 
study  cerebrospinal  fluid  kinetics  using  contrast  en- 
hanced serial  computed  tomography.  The  project  in- 
volves cooperative  efforts  among  physicians  in 
radiology,  neurosurgery  and  neurology. 

* * * 

Dr.  G.  Yancey  Gillespie,  research  assistant  profes-l 
sor  of  pathology.  Cancer  Research  Center,  presented 
“Resurgence  of  Killing  in  vitro  by  Noncytolytic 
Tumor-Draining  Lymph  Node  Cells”  at  the  62nd  an- 
nual meeting  of  the  Tumor  Immunology  Section  of  the 
American  Association  of  Immunologists  in  Atlanta. 

* * * 

Dennis  R.  Barry , general  director  of  North  Carolina 
Memorial  Hospital,  was  named  chairman  of  the  board 
of  trustees  of  the  North  Carolina  Hospital  Associa- 
tion. NCHA  is  a volunteer,  non-profit  organization 
which  promotes  the  development,  improvement  and 
perpetuation  of  hospitals  and  related  health  services 
for  the  people  of  North  Carolina.  About  95%  of  the 
state’s  hospitals  belong  to  the  association. 

* * * 

Dr.  Eng-Shang  Huang,  assistant  professor  of  medi- 
cine, presented  “Identification  of  Human  Cyto- ] 
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megaloviruses:  New  Approaches”  at  The  Wistar 
Institute  and  Children’s  Hospital  of  the  Philadelphia 
Virology  Division. 

* * * 

Dennis  R.  Barry,  general  director  of  North  Carolina 
'Memorial  Hospital,  Dr.  William  E.  Easterling,  chief  of 
'staff.  Dr.  Gary  Berger,  assistant  professor  of  ob-gyn. 
Dr.  Carol  Mittlestaedt,  assistant  professor  of  radiol- 
ogy, and  Dr.  Roger  Salisbury,  associate  professor  of 
surgery,  made  a presentation  about  the  N.C.  Memo- 
rial Hospital  to  the  Sir  Walter  Cabinet  in  Raleigh.  The 
Cabinet  is  comprised  of  spouses  of  members  of  the 
General  Assembly. 

The  Eleanor  Clarke  Slagle  Lectureship  Award  of 
the  American  Occupational  Therapy  Association  has 
been  awarded  to  L.  Irene  Hollis,  director  of  occupa- 
tional therapy  and  the  hand  rehabilitation  center  at 
UNC. 

The  award  was  established  in  1953  to  honor  the 
founder  of  the  first  formal  school  for  professional 
training  of  occupational  therapists,  and  to  recognize 
merit  and  achievement  in  the  field  of  occupational 
therapy. 

For  more  than  10  years,  Hollis  has  pioneered  in  the 
development  of  the  function  of  occupational 
therapists  in  hand  rehabilitation. 

* * * 

The  most  up-to-date  review  of  current  knowledge, 
research  and  clinical  practice  in  the  area  of  autism  is 
presented  in  a new  book  co-edited  by  Eric  Schopler, 
M.D.,  UNC-CH  professor  of  psychiatry  and  psychol- 
ogy- 

Autism:  A Reappraisal  of  Concept  and  Treatment  is 
a collection  of  34  chapters,  many  of  which  are  based 
on  papers  presented  at  the  International  Symposium 
on  Autism  held  in  St.  Gallen,  Switzerland.  Michael 
Rutter  from  the  University  of  London  is  co-editor. 

Schopler,  an  authority  on  autism,  is  director  of 
TEACCH  (Treatment  and  Education  of  Autistic  and 
related  Communications  handicapped  Children).  It  is 
the  nation’s  only  statewide  autism  program  which 
pioneered  an  integrated  research  and  treatment  ap- 
proach for  these  children  and  their  parents. 
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Tobacco,  cotton  and  grains  will  come  under  close 
scrutiny  here  over  the  next  few  years  as  scientists 
attempt  to  pin  down  the  causes  of  certain  lung  dis- 
eases. 

Supported  by  two  grants  totaling  $873,1 14  from  the 
National  Institute  of  Environmental  Health  Sciences 
(NIEHS),  the  Duke  researchers  are  beginning  a major 


study  of  naturally  occurring  minerals  that  stick  to 
crops  in  the  field  and  later  may  lead  to  lung  disease 
when  inhaled  in  dust  or  smoke. 

“Our  concern  is  lessening  the  danger  of  exposure  to 
things  that  we  expect  people  will  be  exposed  to  for 
some  time,”  said  Dr.  William  Gutknecht,  assistant 
professor  of  chemistry  and  co-director  of  the  project. 
“The  goal  is  not  to  put  down  these  products  or  the 
industries  they  support,  but  rather  to  make  them  safer 
if  possible.” 

The  study  is  a multidisciplinary  effort  involving 
pulmonary  physicians,  physiologists,  analytic  and  or- 
ganic chemists,  pathologists,  biochemists  and  pedia- 
tricians, Gutknecht  said. 

Eleven  Duke  scientists  will  be  involved  directly  in 
the  research,  while  others  from  Duke,  NIEHS  and  the 
Research  Triangle  Institute  will  serve  as  consultants. 

Dr.  William  S.  Lynn  Jr.,  professor  of  medicine  and 
associate  professor  of  biochemistry,  is  project  direc- 
tor and  principle  investigator.  Dr.  Johannes  A. 
Kylstra,  professor  of  medicine  and  associate  profes- 
sor of  physiology,  is  serving  with  Gutknecht  as  co- 
director. 

Other  Duke  scientists  involved  are  Dr.  S.  N.  Bhat- 
tacharyya,  Mary  C.  Rose  and  Saura  Sahu,  research 
associates  in  biochemistry  and  medicine,  Hal  K. 
Hawkins  and  Phillip  C.  Pratt,  assistant  professor  and 
professor  of  pathology,  respectively;  John  Shelburne, 
director  of  the  V.A.  Hospital's  electron  microscopy 
laboratory  and  assistant  professor  of  pathology;  Her- 
nan  Giraldo,  research  associate  in  medicine;  and  Dr. 
Alexander  Spock,  professor  of  pediatrics. 

Gutknecht  said  the  North  Carolina  Lung  Associa- 
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tion  is  also  supporting  the  research  with  a grant  of 
$2,500. 

* * * 

The  Alexander  von  Humbolt  Foundation  in  Bonn, 
West  Germany,  has  selected  a Duke  physician  to  re- 
ceive one  of  its  annual  awards  for  senior  United  States 
scientists. 

The  award  will  enable  Dr.  Michael  K.  Reedy,  as- 
sociate professor  of  anatomy,  to  spend  a year  in 
Heidelberg  conducting  research  at  the  Max  Planck 
Institute  for  Medical  Research  and  the  European 
Molecular  Biology  Laboratory. 

Reedy,  whose  scientific  work  is  aimed  at  explaining 
how  muscles  contract,  will  be  studying  the  arrange- 
ment and  behavior  of  certain  tiny  muscle  structures 
known  as  myosin  crossbridges. 

* * * 

A Duke  faculty  member  has  been  named 
president-elect  of  the  Society  of  Teachers  of  Family 
Medicine  (STFM). 

Dr.  William  J.  (Terry)  Kane,  associate  professor  of 
community  and  family  medicine  and  director  of  the 
Duke-Watts  Family  Medicine  Program,  was  elected  to 
the  post  during  the  organization's  1 Ith  annual  confer- 
ence in  San  Diego. 

As  president-elect  of  the  STFM,  Kane  will  serve  as 
liaison  to  the  American  Academy  of  Family  Physi- 
cians’ Committee  on  Legislation  and  Governmental 
Affairs  and  to  the  new  academic  section  of  the  College 
of  Family  Physicians  of  Canada. 

* * * 

Dr.  James  B.  Wyngaarden,  chairman  of  the  De- 
partment of  Medicine,  has  been  installed  as  president 
of  the  Association  of  American  Physicians,  the  na- 
tion’s oldest  and  most  exclusive  society  of  physicians 
in  academic  medicine. 

Wyngaarden,  who  is  Frederic  M.  Hanes  Professor 
of  Medicine,  assumed  the  post  at  the  group’s  annual 
meeting  in  San  Francisco. 

Earlier  this  year,  the  Southern  Society  for  Clinical 
Investigation  honored  him  with  its  annual  Founder’s 
Medal,  calling  the  physician  “a  leader  in  the  ad- 
vancement of  medical  research,  teaching  and 
academic  principles.” 

* * * 

Three  residents  in  family  medicine  have  received 
national  awards. 

Drs.  Kathy  Andolsek  and  John  Hartman,  second- 
year  residents  in  the  Duke-Watts  Family  Medicine 
Program,  are  winners  for  1978  Mead  Johnson  Awards 
for  Graduate  Training  in  Family  Practice.  Third-year 
resident  Dr.  Albert  A.  Meyer  is  a recipient  of  a 
Warner/Chilcott  Teacher  Development  Award. 

Andolsek  is  from  Bethesda,  Md.  She  earned  her 
baccalaureate  degree  from  Northwestern  University 
and  received  her  M.D.  degree  there  in  1976. 

Hartman,  a native  of  Florida,  is  a 1970  graduate  of 
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performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci,  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all,  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  to  any  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
fewpatientsforwhompretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg./Kg./day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N.B  INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg./5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(cloxacillin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.t 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  significance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.J 

iJlMaximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
for  prescribing  information. 


Virginia  Polytechnic  Institute  and  received  his  M.D. 
from  the  University  of  Miami  in  1976. 

Meyer  is  a 1970  graduate  of  Manhattan  College  and 
earned  his  M.D.  degree  from  Downstate  Medical 
Center  in  New  York  in  1975. 

* * * 

The  American  Society  for  Pharmacology  and  Ex- 
perimental Therapeutics  has  awarded  its  John  J.  Abel 
Award  in  Pharmacology  to  Dr.  Robert  J.  Lefkowitz, 
professor  of  medicine. 

Lefkowitz  received  the  award,  which  consists  of  a 
bronze  medal  and  $2,000  donated  by  the  Eli  Lilly  drug 
company  of  Indianapolis  at  the  society’s  annual 
meeting  in  Atlantic  City. 

The  award  is  presented  annually  to  stimulate  fun- 
damental research  in  pharmacology  and  experimental 
therapeutics  by  young  investigators. 

Lefkowitz,  35,  was  selected  for  his  contributions  to 
the  field  of  hormone  and  drug  receptor  research. 

* * * 

Dr.  Daniel  B.  Menzel  of  the  Department  of  Phar- 
macology and  Dr.  David  S.  Werman  of  the  Depart- 
ment of  Psychiatry  have  been  promoted  to  full  profes- 
sor. 

Nine  new  faculty  members  include  Dr.  Jonathan  R. 
T.  Davidson,  associate  professor  of  psychiatry,  and 
eight  assistant  professors  in  the  departments  indi- 
cated: 

Drs.  Rosalind  Coleman,  pediatrics;  Philip  J. 
Dubois,  radiology;  Arnold  S.  Grandis,  obstetrics  and 
gynecology;  Linda  K.  Magness,  radiology;  David  S. 
Pisetsky,  medicine;  Charles  K.  Prokop,  medical 
psychology;  J.  Connell  Shearin  Jr.,  plastic  and  maxil- 
lofacial surgery;  and  Ronald  J.  Taska,  psychiatry. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  Carl  Robert  Morgan,  formerly  professor  of 
anatomy  at  Indiana  University,  has  been  named 
chairman  of  the  Department  of  Anatomy  at  the  School 
of  Medicine. 

Morgan’s  major  research  interest  is  experimental 
diabetes.  He  is  best  known  for  developing  a method  of 
radioimmunoassay  for  insulin. 

He  received  his  undergraduate  degree  from 
Wartburg  College,  Waverly,  Iowa,  and  his  master's 
degree  from  the  University  of  Nebraska.  He  com- 
pleted his  Ph.D.  at  the  University  of  Minnesota  and 
did  postdoctoral  training  there  under  Dr.  Arnold 
Lazarow. 

* * * 

Dr.  Thomas  F.  O'Brien  has  been  appointed  profes- 
sor of  medicine  and  will  be  responsible  for  developing 


the  medical  school’s  gastroenterology  section.  Previ-  ' 
ously,  O’Brien  was  professor  of  medicine  and  chief  of 
gastroenterology  at  the  Bowman  Gray  School  of  \ 
Medicine. 

The  author  of  numerous  publications  on  digestive 
diseases,  O'Brien  has  done  considerable  work  on 
disease-caused  malnutrition  and  diet  therapy  for  gas-  < 
trointestinal  disorders. 

He  received  his  undergraduate  degree  from 
Princeton  University  and  his  M.D.  from  Yale  Univer- 
sity. He  completed  residency  training  in  gastroen- 
terology at  Cornell  Medical  Center. 

* * * 

Dr.  Loretta  Kopelman  has  joined  the  School  of 
Medicine  as  associate  professor  of  pediatrics.  She  is 
the  author  of  numerous  articles  on  ethical  and  legal  j 
problems  involving  newborns,  children,  retarded  per- 
sons and  medical  research,  and  she  will  teach  the 
philosophy  of  medicine  and  medical  ethics  to  medical 
students  and  residents. 

Prior  to  joining  ECU,  Kopelman  was  assistant  pro- 
fessor at  the  University  of  Rochester.  She  received 
her  undergraduate  and  master’s  degrees  from  Syra- 
cuse University  and  completed  her  Ph.D.  at  the  Uni- 
versity of  Rochester. 

* * * 

Dr.  S.  Gregory  lams,  assistant  professor  of  physiol- 
ogy, has  received  a $5,000  grant  from  the  N.C.  Heart 
Association  to  study  the  role  of  the  thyroid  gland  in  the 
development  of  hypertension.  The  project  is  designed 
to  determine  if  depressing  the  action  of  the  thyroid 
gland  will  depress  or  inhibit  high  blood  pressure. 

lams  is  studying  the  disease  in  the  spontaneously 
hypersensitive  rat  to  see  if  hormones  secreted  by  the 
thyroid  gland  act  in  conjunction  with  the  nervous 
system  to  cause  high  blood  pressure  in  the  animals. 

lams  has  conducted  previous  research  on  the  role  of 
the  endocrine  system  in  hypertension. 

* * * 

The  Weyerhaeuser  Company  has  given  a grant  of 
$1 10,000  to  the  ECU  Medical  Foundation.  The  funds 
will  assist  the  medical  school  in  recruiting  new  faculty 
and  extending  its  clinical  faculty’s  expertise  to  the 
eastern  region. 

* * * 

Dr.  A.  H.  Woodworth,  a Greenville  family  physi- 
cian, has  been  named  director  of  the  Eastern  Carolina 
Family  Practice  Center,  the  primary  care  facility  op- 
erated by  the  School  of  Medicine. 

Woodworth  received  his  undergraduate  degree 
from  Hiram  College,  Ohio,  and  his  M.D.  from  Albany 
Medical  College.  He  did  postgraduate  training  at  the 
Cleveland  Clinic. 

He  came  to  Greenville  in  1971  as  a physician  with 
the  ECU  Student  Health  Service  and  a year  later 
established  a group  practice  in  family  medicine. 
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Site  work  is  nearly  complete  on  the  40  acres  of  land 
ithat  by  summer  of  1981  will  be  the  permanent  home  of 
the  School  of  Medicine.  The  tract  is  located  adjacent 
to  Pitt  County  Memorial  Hospital. 

Dr.  Dean  Hayek,  assistant  dean,  says  construction 
has  already  begun  on  the  Animal  Research  Building 
and  the  utility  plant.  Occupancy  for  these  facilities  is 
scheduled  for  the  fall  of  1979. 

Blueprints  of  the  441 .000  square  foot,  9-story  Medi- 
cal Science  Building  have  been  circulating  through  the 
departments  as  chairmen  meet  with  Hayek  to  discuss 
office  and  lab  space. 

Construction  is  scheduled  to  begin  in  January  or 
February,  1979. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  John  H.  Felts,  professor  of  medicine,  has  been 
named  associate  dean  of  Bowman  Gray,  with  respon- 
sibilities for  the  student  admissions  program. 

Felts,  a nephrologist,  succeeds  Dr.  B.  Lionel  Trus- 
cott,  who  headed  the  admissions  program  since  1973. 
Truscott  recently  resigned  as  associate  dean  to  return 
to  fulltime  service  with  the  Veterans  Administration. 

Felts,  who  joined  the  Bowman  Gray  faculty  in  1955, 
is  editor  of  the  North  Carolina  Medical  Journal, 
a position  he  has  held  for  the  past  four  years. 

He  and  his  staff  in  the  admissions  office  will  begin 
immediately  receiving  and  processing  applications  for 
positions  in  Bowman  Gray’s  1979  entering  class. 
Bowman  Gray  received  4,722  applications  for  the  108 
places  in  the  1978  entering  class. 

Felts  will  continue  to  have  some  teaching  and  pa- 
tient care  responsibilities,  particularly  as  they  relate  to 
kidney  disease. 

He  is  a graduate  of  Wofford  College  and  holds  the 
M.D.  degree  from  the  Medical  University  of  South 
Carolina.  He  took  postdoctoral  training  at  the  Walter 
Reed  Army  Hospital  and  North  Carolina  Baptist  Hos- 
pital. 

* * * 

Dr.  B.  Moseley  Waite,  professor  of  microbiology  at 
the  Bowman  Gray  School  of  Medicine,  has  been 
named  chairman  of  the  school’s  Department  of 
Biochemistry. 

Waite,  who  is  internationally  known  for  his  work  on 
cell  membranes,  succeeds  Dr.  Cornelius  F.  Stritt- 
matter,  the  Odus  M.  Mull  professor  of  biochemistry, 
who  was  chairman  of  the  department  for  the  past  17 
years.  He  asked  to  be  relieved  of  his  administrative 
duties  in  order  to  return  to  fulltime  teaching  and  re- 
search. 

Waite  was  recommended  by  a search  committee, 
which  was  appointed  last  year. 

September  1978,  NCMJ 


He  will  head  a research-intensive  department  in 
which  nine  faculty  members  are  conducting  projects 
on  a broad  spectrum  of  subjects  relating  to  body 
chemistry.  The  work,  supported  by  26  active  grants,  is 
interrelated  with  research  conducted  by  several  other 
departments,  including  the  Specialized  Center  of  Re- 
search (SCOR)  in  Atherosclerosis,  the  Cancer  Re- 
search Center,  and  the  Departments  of  Microbiology 
and  Immunology,  Medicine,  Physiology  and  Phar- 
macology, and  Obstetrics  and  Gynecology. 

There  are  10  graduate  students  enrolled  in  the  de- 
partment’s programs  leading  to  the  M.S.  and  Ph.D. 
degrees  in  biochemistry.  Two  postdoctoral  trainees 
also  are  studying  in  the  department. 

Waite,  who  joined  the  Bowman  Gray  faculty  in 
1967,  is  a graduate  of  Rollins  College  and  holds  the 
Ph.D.  degree  from  Duke  University,  where  he  studied 
three  years  as  a postdoctoral  fellow  of  the  U.S.  Public 
Health  Service  and  the  American  Cancer  Society.  He 
also  completed  two  years  of  research  at  the  University 
of  Utrecht  and  studied  as  an  advanced  postdoctoral 
fellow  of  the  American  Heart  Association. 

*  *  * * 

The  Bowman  Gray  School  of  Medicine  has  joined 
the  North  Carolina  Heart  Association  in  a major  pro- 
gram involving  the  prevention,  detection  and  treat- 
ment of  stroke. 

The  heart  association  has  received  a three-year, 
$1,463,000  grant  from  the  National  Institute  of 
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Neurological  and  Communicative  Disorders  and 
Stroke  to  develop  the  program. 

The  Research  Triangle  Institute  and  the  University 
of  North  Carolina  School  of  Public  Health  (depart- 
ments of  epidemiology  and  health  education)  also  are 
involved  in  the  program. 

Dr.  James  F.  Toole,  professor  and  chairman  of 
Bowman  Gray’s  Department  of  Neurology,  is  the  pro- 
gram’s principal  investigator.  Dr.  Lawrence  C.  Mc- 
Henry Jr.,  professor  of  neurology,  is  the  principal 
co-investigator. 

The  program  involves  a 15-county  region  in  south- 
eastern North  Carolina.  Using  existing  community 
resources  as  well  as  developing  new  resources,  the 
program  will  aid  in  the  creation  of  stroke  teams.  The 
teams  will  consist  of  health  professionals  in  hospitals 
and  out  in  the  communities. 

Bowman  Gray  will  provide  educational  and  medical 
support  in  the  overall  effort.  Because  of  the  existence 
of  a federally  funded  stroke  research  center  at  Bow- 
man Gray,  it  has  the  experience  with  the  newer 
methods  of  diagnosing  and  treating  stroke  which  can 
be  disseminated  through  the  new  program's  educa- 
tional efforts. 

* * * 

The  Bowman  Gray  School  of  Medicine  has  been 
chosen  to  conduct  the  nation’s  first  laboratory  and 


clinical  evaluations  of  a new  British-made  machine  for 
studying  the  veins  and  arteries. 

The  school  was  chosen  because  it  is  “a  center  for 
excellence  in  ultrasound.”  according  to  the  machine’s 
developer,  Peter  Fish,  senior  physicist  at  Kings  Col- 
lege Hospital  in  London. 

The  new  machine,  called  MAVIS  (Mobile  Artery 
and  Vein  Imaging  System),  is  expected  to  be  useful  in 
uncovering  problems  in  the  blood  vessels  which  might 
cause  strokes  and  disease  of  the  vascular  system. 

MAVIS  uses  ultrasound  to  provide  an  accurate 
measurement  of  blood  flow  and  turbulence.  MAVIS 
can  probe  blood  vessels  faster  than  existing  ul- 
trasound equipment  and  is  sensitive  enough  to  detect 
small  buildups  of  plaque  on  vessel  walls,  according  to 
Fish. 

* * * 

Dr.  C.  Douglas  Maynard,  professor  and  chairman  of 
Bowman  Gray’s  Department  of  Radiology,  has  been 
installed  as  president  of  the  Society  of  Nuclear  Medi- 
cine. 

He  was  installed  at  the  society’s  annual  meeting  in 
Anaheim,  Calif. 

Maynard  has  been  vice  president  of  the  society  for 
the  past  year  and  has  served  as  a member  of  the 
editorial  board  of  the  Journal  of  Nuclear  Medicine. 
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He  also  has  served  as  president  of  the  Southeastern 
'hapter  of  the  Society  of  Nuclear  Medicine. 

* * * 

Dr.  Thomas  E.  Clark,  associate  professor  of  sociol- 
gy,  has  been  elected  a Fellow  in  the  American  As- 
ociation  of  Marriage  and  Family  Counselors. 

* * * 

Dr.  David  J.  Goode,  associate  professor  of  psy- 
hiatry,  has  been  named  chairman  of  the  Research 
)evelopment  Committee  and  chairman  of  resident 
ducation  at  Broughton  Hospital. 

* * * 

Dr.  Clara  M.  Heise,  assistant  professor  of  radiol- 
igy,  has  been  reelected  secretary  of  the  national 
dinical  Radioassay  Society. 

* * * 

Dr.  J.  M.  McWhorter,  assistant  professor  of 
leurosurgery,  has  been  elected  to  the  committee  on 
dedical  Aspects  of  Sports  of  the  North  Carolina 
dedical  Society.  He  also  was  appointed  chairman  of 
he  Scientific  Program  Committee  for  the  1979  Annual 
iports  Symposium. 

* * * 

Dr.  J.  Maxwell  Little,  professor  of  pharmacology, 
md  Dr.  I.  Meschan,  professor  of  radiology,  have  been 
elected  for  inclusion  in  the  4th  edition  of  Who’s  Who 
n the  World.  Little  also  has  been  selected  for  inclu- 
iion  in  the  40th  edition  of  Who's  Who  in  America. 

* * * 

Dr.  George  Podgorny,  clinical  associate  professor 
if  surgery,  received  an  Alumni  Citation  from 
daryville  College  “in  recognition  of  outstanding  sen- 
dee to  mankind  through  vocational  achievement  and 
personal  dedication,  and  grateful  acknowledgement  of 
lonor  brought  and  service  rendered  to  Maryville  Col- 
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lege.”  He  also  has  been  reelected  president  of  the 
American  Board  of  Emergency  Medicine. 

* * * 

Dr.  George  D.  Rovere,  associate  professor  of  or- 
thopedic surgery,  has  been  reappointed  to  the  Com- 
mittee on  the  Medical  Aspects  of  Sports  of  the  North 
Carolina  Medical  Society. 

* * * 

Dr.  Earl  Schwartz,  instructor  in  surgery,  has  been 
appointed  chairman  of  the  CPR  subcommittee  of  the 
Forsyth  Heart  Association. 

* * * 

Dr.  Marvin  B.  Sussman,  professor  of  sociology,  has 
been  appointed  to  a two-year  term  to  the  Child  and 
Family  Development  Research  Review  Committee, 
Administration  for  Children,  Youth  and  Families  of 
H.E.W. 

* * * 

Dr.  Richard  L.  Witcofski,  professor  of  radiology, 
has  been  reappointed  chairman  of  the  Audiovisual 
Subcommittee  of  the  Society  of  Nuclear  Medicine  for 
1978-79. 


MAC  ROY  GASQUE,  M.D. 

Dr.  Mac  Roy  Gasque,  vice  president  and  director, 
health  affairs,  Olin  Corporation,  Stamford,  Conn., 
and  former  plant  medical  director,  Olin  Corporation, 
Pisgah  Forest,  N.C.,  is  the  first  recipient  of  the  Out- 
standing Medical  Alumnus  Award  of  the  University  of 
Virginia  School  of  Medicine.  Dr.  Gasque,  presently 
residing  at  Fortune  Cove,  Brevard,  N.C.,  graduated 
from  the  University  of  Virginia  School  of  Medicine  in 
1944  and  was  formerly  lecturer  in  industrial  medicine 
at  the  Duke  University  Medical  Center  and  the  Bow- 
man Gray  School  of  Medicine  of  Wake  Forest  Univer- 
sity. 


Month  in 
Washington 


Kennedy-Labor  forces  upstaged  President  Carter’s 
release  of  national  health  insurance  principles  by  de- 
nouncing them  as  “unacceptable  overall”  a day  be- 
fore they  were  to  have  been  made  public. 

Senator  Edward  Kennedy  (D-Mass.)  and  AFL-CIO 
President  George  Meany  in  a joint  press  conference  a 
day  before  the  scheduled  release  of  the  NHI  principles 
charged  Carter  with  “a  failure  of  leadership”  and  of 
“misreading  the  mood  of  the  people.” 

A day  later  President  Carter  called  for  a NHI  plan 
that  through  a step-by-step  process  would  ultimately 
lead  to  comprehensive  health  coverage  for  all.  He 
directed  Health,  Education  and  Welfare  Secretary 
Joseph  A.  Califano  to  develop  a tentative  plan  as  soon 
as  possible  which  embodied  ten  White  House  derived 
NHI  principles. 

James  H.  Sammons,  M.D.,  Executive  Vice  Presi- 
dent of  the  American  Medical  Association,  stated: 

“The  American  Medical  Association  is  pleased  that 
the  President  appears  to  have  recognized  the  many 
positive  aspects  and  strengths  of  our  health  care  sys- 
tem in  the  process  of  presenting  his  national  health 
insurance  principles.  Many  of  the  NHI  principles  an- 
nounced by  the  President  seem  to  be  consistent  in 
whole  or  in  part  with  similar  principles  that  have  been 
endorsed  by  the  American  Medical  Association. 
These  include  the  need  for  comprehensive  health  care 
coverage,  freedom  of  choice  of  physician,  hospital, 
and  health  care  delivery  system,  the  provision  of 
quality  care,  and  the  utilization  of  the  private  health 
insurance  industry.  The  AM  A has  introduced  legisla- 
tion embodying  these  principles  in  the  Congress  since 
1970.” 

Charging  that  the  President’s  principles  were  “sim- 
ply too  little  and  too  late”  to  form  the  basis  of  a 
program,  the  Kennedy-Meany  faction  stated  that 
while  it  “hoped  the  current  break  with  the  President 
could  be  repaired  — it  would  proceed  on  its  own  to 
develop  a NHI  program  that  will  meet  the  urgent  and 
basic  needs  of  the  people  of  America.” 

The  President’s  NHI  principles: 

1. )  The  plan  should  assure  that  all  Americans  have 
comprehensive  health  care  coverage,  including  pro- 
tection against  catastrophic  medical  expenses. 

2. )  The  plan  should  make  quality  health  care  avail- 
able to  all  Americans.  It  should  seek  to  eliminate  those 
aspects  of  the  current  health  system  that  often  cause 
the  poor  to  receive  substandard  care. 

3. )  The  plan  should  assure  that  all  Americans  have 
freedom  of  choice  in  the  selection  of  physicians,  hos- 
pitals and  health  delivery  systems. 


4. )  The  plan  must  support  our  efforts  to  contro  j 
inflation  in  the  economy  by  reducing  unnecessary  i 
health  care  spending.  The  plan  should  include  aggres 
sive  cost  containment  measures  and  should  also 
strengthen  competitive  forces  in  the  health  care  sec  : 
tor. 

5. )  The  plan  should  be  designed  so  that  additiona 
public  and  private  expenditures  for  improved  healtl 
benefits  and  coverage  will  be  substantially  offset  by 
savings  from  greater  efficiency  in  the  health  care  sys 
tern. 

6. )  The  plan  will  involve  no  additional  federa 
spending  until  fiscal  1983,  because  of  tight  con 
straints  and  the  need  for  careful  planning  and  im- 
plementation. Thereafter,  the  plan  should  be  phased 
in  gradually.  As  the  plan  moves  from  phase  to  phase 
consideration  should  be  given  to  such  factors  as  the 
economic  and  administrative  experience  under  prior 
phases.  The  experience  of  other  government  pro- 
grams, in  which  expenditures  far  exceeded  initial1 
projections,  must  not  be  repeated. 

7. )  The  plan  should  be  financed  through  multiple 
sources,  including  government  funding  and  contribu- 
tions from  employers  and  employees.  Careful  consid- 
eration should  be  given  to  the  other  demands  on  gov- 
ernment budgets,  the  existing  tax  burdens  on  the 
American  people,  and  the  ability  of  many  consumers 
to  share  a moderate  portion  of  the  cost  of  their  care. 

8. )  The  plan  should  include  a significant  role  for  the 
private  insurance  industry,  with  appropriate  govern- 
ment regulation. 

9. )  The  plan  should  provide  resources  and  develop 
payment  methods  to  promote  such  major  reforms  in 
delivering  health  care  services  as  substantially  in- 
creasing the  availability  of  ambulatory  and  preventive 
services,  attracting  personnel  to  underserved  rural 
and  urban  areas,  and  encouraging  the  use  of  prepaid 
health  plans. 

10. )  The  plan  should  assure  consumer  representa- 
tion throughout  its  operation. 

In  his  statement  Dr.  Sammons  pointed  out  that  the 
AMA  agreed  with  the  need  to  restrain  increases  in  the 
cost  of  care  and  to  control  the  inflationary  impact  of 
any  program  considered  by  Congress  — but  that 
careful  consideration  must  be  taken  that  quality  and 
access  to  care  were  not  adversely  affected.  He  also 
touched  upon  the  AMA’s  participation  in  the  volun- 
tary effort  program  and  AMA  President  Tom  E.  Nes- 
bitt's call  for  physicians  to  limit  fee  increases. 

“Understandably,”  Dr.  Sammons  said,  “in  the  ab- 
sence of  a specific  legislative  proposal,  it  is  difficult  to 
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;omment  in  greater  detail.  For  example,  we  have 
eservations  about  a reference  to  the  need  for  a major 
-eform  of  the  health  system  without  better  under- 
standing the  details  of  that  reform. 

“During  the  NHI  debate,  we  would  urge  the  private 
sector  to  continue  to  work  to  expand  private  health 
nsurance  availability  and  coverage,  to  maintain  qual- 
ty  of  care,  and  to  voluntarily  restrain  the  cost  of 
pare.” 

* * * 

After  more  than  two  months  of  bitter  struggle  within 
a seesawing  House  Commerce  Committee  the  Ad- 
ministration’s hospital  cost  control  bill  has  suffered  a 
:rippling  and  probably  fatal  blow. 

The  House  Commerce  Committee  has  stunned  the 
Administration  by  voting  22  to  21  to  remove  the  threat 
af  federal  controls  from  its  measure.  The  committee 
:hen  approved  15  to  12  a substitute  bill  asking  hospi- 
tals to  cut  revenue  increases  by  two  percent  a year  and 
also  establishing  a Presidential  Commission  to  over- 
see the  situation.  States  would  receive  financial  aid  for 
their  own  cost  control  programs  if  they  wish. 

Health,  Education  and  Welfare  Department  Secre- 
tary, Joseph  Califano,  said  the  committee  action  was 
“a  defeat  for  the  public  interest  and  a victory  for  the 
special  hospital  interests.”  He  told  a news  conference 
he  will  talk  to  Congressional  leaders  “to  assess  our 
ability  to  obtain  a meaningful  bill  from  Congress  this 
year.”  If  this  can’t  be  done,  he  said,  the  Administra- 


tion “will  have  to  take  its  case  to  the  people  and  come 
back  next  year  with  a strong  proposal.” 

Even  before  the  committee’s  vote,  the  Hospital 
Cost  Containment  Act  faced  rough  sledding  in  Con- 
gress, requiring  clearance  from  the  House  Ways  and 
Means  Committee  and  the  Senate  Finance  Committee 
where  resistance  to  the  concept  was  strong.  The  key 
Commerce  vote  was  believed  by  most  people  to  kill 
the  bill  for  this  session. 

A bitter  Califano  said  the  Administration  has  “lost 
to  a very  strong  and  effective  lobby.”  Health  provider 
groups,  led  by  the  American  Medical  Association,  the 
American  Hospital  Association  and  the  Federation  of 
American  Hospitals,  were  in  the  forefront  of  the  drive 
to  block  the  bill. 

Commenting  on  the  committee’s  action,  Robert  B. 
Hunter,  M.D.,  AM  A Board  Chairman,  said  the  AMA 
“is  pleased  to  learn  that  the  efforts  of  the  private 
sector,  through  the  voluntary  effort  and  other  cost 
consciousness  programs,  has  been  recognized  by 
Congress.  This  kind  of  coordinated  and  cooperative 
effort  between  physicians  and  hospitals  to  cut  the  rise 
in  the  escalation  of  health  care  costs  is  the  only  re- 
sponsible approach  to  the  continued  delivery  of  qual- 
ity health  care.” 

Recent  statistics  revealed  that  the  voluntary  effort 
of  the  AMA,  the  AHA  and  the  FAH  was  helping  keep 
hospital  cost  increases  down  this  year  to  a rate  which 
makes  achievement  of  the  two  percent  goal  likely. 
This  may  have  proved  a factor  in  the  Commerce 
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Committee  vote  on  the  substitute  bill  offered  by  Rep. 
James  Broyhill  (R.-N.C.).  Even  Rep.  Paul  Rogers 
(D-Fla.),  Chairman  of  the  Health  Subcommittee  and 
champion  of  the  Administration’s  cause  on  this  issue, 
voted  for  the  substitute,  saying  we  had  “to  get  this 
matter  out  of  Committee  . . . let’s  get  it  to  the  floor  and 
let  the  members  vote  their  conscience  there.’’ 

Earlier,  the  Administration  had  been  forced  to 
swallow  a major  compromise  — a provision  giving  the 
private  sector  an  opportunity  to  decrease  the  rate  of 
inflation  before  allowing  establishment  of  mandatory 
federal  ceilings  on  hospital’s  annual  expenditures; 
these  controls  were  nullified  by  the  crucial  22-21 
Commerce  vote. 

Secretary  Califano,  the  Administration's  chief 
spokesman,  had  maintained  a steady  barrage  of  in- 
vective at  hospitals,  declaring  they  are  “obese”  and 
suffering  from  “runaway  cost  inflation.” 

Later,  Michael  Bromberg,  FAH  Executive  Direc- 
tor, said  Califano  had  “deliberately  misled  the  public 
when  asked  about  the  House  action  on  the  Hospital 
Cost  Containment  Bill.” 

Bromberg  said  Califano  cited  figures  on  profits  for 
the  entire  hospital  industry  and  stated  they  were  just 
for  investor-owned  hospitals.  Califano’s  statement  on 
television  news  amounted  to  a “cabinet  officer 
shooting  from  the  hip  with  deliberately  misleading 
information,”  said  Bromberg. 

Bromberg  also  said  Califano  “has  impunged  the 
integrity  of  some  of  the  most  outstanding  members  of 


Congress  by  saying  the  House  Commerce  Committee 
sold  out  to  lobbyists.” 

“The  Secretary  refuses  to  admit  that  the  Committee 
rejected  the  bill  because  it  was  a bad  piece  of  legisla- 
tion,” Bromberg  said. 

The  Administration  now  pins  its  dwindling  hopes 
for  a hospital  cost  control  bill  on  a possible  Senate 
floor  fight. 

Following  the  defeat  of  its  plan  by  the  House  Com- 
merce Committee,  the  Administration  suffered 
another  major  setback  when  the  Senate  Finance 
Committee  tentatively  approved  its  own  long-pending 
measure  for  changing  Medicare-Medicaid  hospital 
reimbursement.  None  of  the  Administration-sought 
changes  to  broaden  the  plan  was  included. 

An  attempt  could  be  made  when  the  Finance  Com- 
mittee bill  reaches  the  Senate  to  insert  the  hospital 
revenue  ceiling  of  the  Administration,  but  the  struggle 
would  be  close  and  the  issue  appears  dead  in  the 
House. 

* * * 

The  Senate  has  approved  a scaled-down  measure 
continuing  federal  aid  for  Health  Maintenance  Or- 
ganizations (HMOs). 

Reports  of  abuses  of  the  HMO  program  in  some 
areas  led  the  Senate  to  adopt  financial  disclosure  pro- 
visions and  other  rule  tightening.  As  cleared  by  the 
Senate,  the  HMO  program  would  be  extended  for 
three  years  with  a total  authorization  of  $170  million. 
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The  original  request  had  been  for  a five-year  extension 
md  $400  million. 

There  was  only  one  dissenting  vote  on  final  passage 
by  Sen.  Carl  Curtis  (R-Neb.),  who  said  efficient 
TMOs  don't  need  subsidies  and  there  are  “too  many 
nstances  of  fraud  and  abuse  among  subsidized 
TMOs.  . . 

A provision  exempting  HMOs  from  certificate  of 
leed  requirements  under  planning  programs  was 
iropped  from  the  bill  and  was  scheduled  to  be  taken 
jp  later  when  the  planning  bill  comes  to  the  floor. 

Sen.  Sam  Nunn  (D-Ga.),  chairman  of  a special 
senate  investigations  subcommittee,  held  hearings 
ind  issued  a report  this  year  criticizing  past  operations 
)f  the  HMO  program  and  pointing  to  instances  of 
ibuse  and  inefficiency.  He  led  a successful  drive  to 
sare  the  size  of  the  bill  and  to  include  some  of  the 
inti-fraud  provisions,  securing  agreement  with  Sens, 
idward  Kennedy  (D-Mass.)  and  Richard  Schweiker 
R-Pa.)  on  the  limiting  proposals  in  advance  of  the 
senate  vote. 

Speaking  in  favor  of  the  bill,  Sen.  Robert  Dole 
R-Kan.)  said  that  “unless  we  monitor  much  more 
dosely  what  we  have  been  doing,  we  may  be  sup- 
sorting a program  which  could  rival  the  nursing  home 
ind  Medicaid  Bill  scandals  about  which  we  have  al- 
eady  heard  all  too  much.” 

The  measure,  which  now  goes  to  the  House,  would 
ncrease  the  maximum  grant,  or  loan  guarantee,  for  an 
nitial  HMO  project  from  $1  million  to  $2  million. 


would  allow  twice  as  much  in  aggregate  initial  operat- 
ing loans  and  guarantees  to  be  outstanding  ($5  million, 
up  from  $2.5  million),  relax  certain  benefit  require- 
ments, and  establish  a HEW  Department  system  to 
police  the  program. 

* * * 

A dramatic  decline  in  hospital  inflation  has  “clearly 
demonstrated  that  the  private  sector”  can  handle  the 
task  of  curbing  rising  costs,  said  James  Sammons, 
M.D.,  AMA  Executive  Vice  President. 

Dr.  Sammons  and  other  officials  connected  with  the 
voluntary  effort  (VE)  told  a Washington,  D.C.,  news 
conference  that  April  figures  revealed  that  for  the 
eighth  consecutive  month  the  rate  of  increase  in  hos- 
pital expenditures  has  fallen. 

The  private  sector  “can  be  proud”  that  the  threat  of 
federal  hospital  cost  controls  has  not  “affected  the 
cost  of  care  one  whit,”  Dr.  Sammons  said. 

“The  quality  of  care  continues  to  be  the  best  in  the 
world,”  he  said. 

John  Alexander  McMahon,  AHA  President,  said 
the  figures  demonstrate  that  the  voluntary  effort  “is 
alive  and  well.”  He  said  the  key  to  the  success  has 
been  that  hospitals  and  physicians  have  been  able  to 
approach  the  problem  of  cost  increases  in  a way  most 
appropriate  for  each  institution  involved. 

Michael  Bromberg,  FAH  Executive  Director,  said 
the  voluntary  effort  is  “well  ahead  of  schedule.” 
Bromberg  praised  the  AMA  for  helping  to  make 


Saint  Albans  Psychiatric  Hospital 

An  accredited  private  nonprofit  psychiatric 
hospital  for  the  treatment  of  all  major 
psychiatric  illnesses,  including  alcoholism  and 
drug  abuse,  of  adults  and  adolescents. 


Radford,  Virginia  24141 
Telephone  703  639  2481 


jiEPTEMBER  1978,  NCMJ 


569 


physicians  “more  cost  conscious.” 

The  voluntary  effort,  led  by  the  AMA,  AHA  and 
FAH  has  a goal  of  reducing  the  rate  of  increase  in 
hospital  expenditures  by  two  percent  a year  for  the 
next  two  years.  Hospital  costs  rose  15.6  percent  last 
year.  For  the  first  four  months  of  this  year  the  annual 
rate  of  increase  was  running  at  only  12.7  percent,  well 
within  the  desired  two  percent  drop. 

Resentment  was  expressed  at  the  Justice  Depart- 
ment's failure  to  give  the  VE  a clear  green  light  for 
antitrust  exemption  for  its  voluntary  activities.  How* 
ever,  the  officials  noted  that  Justice  has  given  no  indi- 
cation that  any  of  VE's  activities  will  face  legal  chal- 
lenge from  the  government. 

The  statement  of  the  HEW  Department  to  Justice 
opposing  antitrust  clearance  for  the  VE  was  criticized 
as  a “purely  political  move,”  by  Dr.  Sammons. 

Bromberg  added  thari“we  would  have  been  able  to 
move  a lot  faster  if  HEW  had  offered  any  help, 
period.”  McMahon  said  Secretary  Califano  continues 
to  make  charges  about  hospital  costs  “running  wild” 
despite  the  progress  that  has  been  made  in  the  past 
several  months. 

Results  of  a voluntary  effort  survey  showed  that  37 
states  are  currently  conducting  provisional  certifica- 
tion programs  in  their  community  hospitals  with  most 
of  the  remaining  states  expected  to  begin  such  pro- 
grams within  a month.  Provisional  certification  in- 
volves commitment  of  hospital  boards,  management, 
and  medical  staffs  to  the  state-level  voluntary  efforts 
to  adopt  cost  containment  principles  and  programs  in 
their  institutions  and  to  provide  various  data  to  the 
state  committees  to  monitor  rates  of  increase. 

* * * 

The  government’s  $200  million  Neighborhood 
Health  Center  program  is  overstaffed,  the  General 
Accounting  Office  (GAO)  has  charged. 

The  GAO,  which  investigates  federal  programs  for 
Congress,  said  the  “underuse  of  physicians,  dentists, 
support  personnel  and  services  is  costing  the  six  cen- 
ters to  date  investigated  more  than  $1  million  annu- 
ally.” 

The  HEW  Department  operates  112  Community 
Health  Centers  primarily  in  urban  areas.  GAO  said  the 
annual  salary  costs  for  excess  primary  care  physicians 
at  the  centers  is  above  $4  million.  Costs  for  excess 
supporting  staff  were  estimated  to  be  $6.3  million. 

At  58%  of  the  centers,  the  average  number  of  pa- 
tients treated  by  physicians  per  hour  fell  below 
HEW’s  minimum  standard  of  2.7  per  hour,  according 
to  GAO. 

In  a report  to  Congress,  GAO  said  anticipated  pa- 
tient demand  on  which  staff  levels  were  originally 


based  has  not  materialized,  and  staffs  have  not  been 
reduced  to  levels  consistent  with  demand. 

Demand  for  health  services  from  the  neighborhood 
health  centers  is  not  likely  to  increase  beyond  present 
levels  and  could  decline  because  the  population 
growth  of  the  areas  that  the  centers  serve  has  either 
stabilized  or  other  sources  of  health  care  have  become 
available,  the  report  said. 

* * * 

The  government  has  issued  rules  under  which  fed- 
eral funds  may  be  used  to  pay  for  Medicaid  abortions. 

The  two  physicians  who  certify  necessity  of  the 
abortion  must  be  financially  independent  of  each  other 
to  eliminate  conflicts  of  interest.  Under  law,  federal 
funds  may  be  used  for  abortions  only  when  two  physi- 
cians certify  the  mother  will  suffer  severe  and  long- 
lasting  damage. 

The  name  and  address  of  both  the  victim  of  rape  or 
incest  and  the  person  reporting  the  crime  must  be 
listed.  The  law  allows  federal  money  for  abortions  in 
cases  of  rape  or  incest  if  the  crime  is  reported  to  the 
police  or  public  health  officials  within  60  days.  Previ- 
ous regulations  did  not  require  the  address  of  the 
victim. 

When  physicians  certify  that  the  mother’s  health 
would  be  affected  without  an  abortion,  the  name  and 
address  of  the  patient  must  be  given  to  state  and  fed- 
eral authorities. 

The  HEW  Department  said  the  address  require- 
ments will  enable  HEW  and  state  officials  “to  ascer- 
tain the  appropriateness  of  payments  for  abortions.” 

* * * 

Hale  Champion,  second-most  powerful  official  at 
the  HEW  Department,  is  in  line  to  be  Social  Security 
Commissioner.  Currently  HEW  Undersecretary,  the| 
55-year-old  Champion  brings  a long  background  ol 
financial  experience  to  the  post  which  has  been  vacant 
since  the  first  of  the  year. 

Though  on  the  surface  a demotion  for  Champion, 
the  Social  Security  Directorship  has  traditionally  beer 
a major  federal  position,  its  occupant  controlling  2\ 
vast  financial  operation  in  government  — the  dis- 
bursing of  hundreds  of  billions  of  dollars  of  retirement. 
Medicare,  unemployment,  disability  and  other  funds. 

Reportedly  in  line  for  Champion’s  position  undei 
HEW  Secretary,  Joseph  Califano,  is  46-year-old 
Stanford  Ross,  a tax  lawyer  and  long-time  friend  of  the 
secretary.  Ross  is  chairman  of  the  Social  Security 
Advisory  Council. 

Champion  was  California  Finance  Director  in  the 
1960s  and  served  for  six  years  as  Financial  Vice 
President  of  Harvard  University. 
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Classified  Ads 


oastal  North  Carolina  — Beautiful  and  historic  Edenton  on  Al- 
bemarle Sound.  Ophthalmologist  to  join  primary  care  group  in  new 
modem  25,000  sq.  ft.  comprehensive  fee  for  service  ambulatory 
care  center.  Modem  eye  lanes,  retina  room,  minor  surgery,  opti- 
cian’s shop.  Contact  Dr.  C.  Lucas,  P.O.  Box  J,  Edenton,  N.C. 
27932  Phone:  919-482-8461. 

.C.  — Family  Physicians  needed  in  beautiful  and  historic  Edenton 
located  on  Albemarle  Sound  near  famous  Outer  Banks.  Board 
Certified/eligible  to  join  primary  care  group  with  pharmacy  in  new 
modern  25,000  sq.  ft.  comprehensive  innovative  problem  oriented 
ambulatory  health  center  utilizing  team  modules/protocols/audit 
serving  rural  area  of  40,000  persons.  Sophisticated  computerized 
data  systems.  Rotating  call.  Ob.  Comprehensive  JCAH  120  bed 
hospital.  Active  teaching  affiliation  with  three  medical  schools. 
Close  referral  centers.  Fee  for  service.  Salary  negotiable  — plus 
fringes  plus  bonuses.  No  investment.  Reasonable  hours.  Time  to  be 
with  family.  Friendly  people.  Scenic  beauty.  Cultural  activities  and 
good  schools.  Unpolluted.  Progressive  atmosphere.  Metropolitan 
Norfolk,  Va.  70  miles.  Contact  C.  Lucas,  M.D.,  P.O.  Box  J, 
Edenton,  N.C.  27932.  Night  919-482-8461. 

N — F.P.  for  new  group  family  practice.  Sequoyah  Health  Services, 
non-profit  Corporation.  Small  college  town.  20  minutes  from 
Smokey  Mountains.  Guaranteed  competitive  salary.  Life,  health, 
disability,  malpractice  insurance,  retirement,  education  leave. 
Prof.  Adm.  Night  coverage  available.  OB  or  not.  Fully  equipped 
office.  Hospital  — 8 miles.  Knoxville  — 44  miles.  Contact:  Edward 
D.  Snyder,  Sequoyah  Health  Services,  Box  5,  Madisonville,  TN 
37354  (615)  337-5005. 

sheville,  N.C.  — Turnkey  family  practice.  $1 15,000/year  gross.  No 
down  payment.  Pay  monthly  until  paid.  Walk  to  two  hospitals, 
medical  library.  Modern  equipment,  new  dictaphone  each  ex- 
amining room.  Call  (704)  253-5685. 

hysicians  Assistant:  Certified  January  1975,  Baylor  Graduate, 
Army  trained.  Retiring  30  November  1978  from  Army  after  20 
years  in  Medical  field.  Four  years  as  a Physicians  Assistant  in 
Primary  Care.  Seeks  employment  in  Primary  Clinic/Emergency 
Room.  Telephone:  (919)  436-4630  after  6:00  p.m.  Harrell  J. 
Franklin,  12  Normandy  Drive,  Fort  Bragg,  North  Carolina  28307. 
Resume  upon  request. 

SYCHIATRIST:  Full  time  position  in  psychiatric  outpatient  setting 
to  provide  and  supervise  clinical  services  to  adults  and  children. 


Mental  Health  Area  covers  two  counties  with  a population  of 
72,000.  Emphasis  is  on  community-based  outpatient  treatment. 
This  opportunity  is  in  Rutherford  and  Polk  counties  located  half- 
way between  Charlotte  and  Asheville  at  the  foothills  of  the  beautiful 
mountains  of  Western  North  Carolina.  The  area  features  year 
round  recreational  opportunities.  Salary  commensurate  with 
training  and  experience,  ($35,700-$45,588.)  Benefits  include  health 
insurance,  membership  in  the  North  Carolina  Local  Governmental 
Employees’  Retirement  System,  twelve  (12)  paid  sick  leave  days  a 
year,  fifteen  (15)  paid  vacation  days  a year,  and  fourteen  (14)  hours 
a year  petty  leave.  For  more  information  contact:  Mr.  Virgil  A. 
Cook,  Area  Director,  Rutherford-Polk  Mental  Health  Programs, 
City  Route  3,  Fairground  Road,  Spindale,  North  Carolina  28160. 

PEDIATRICIAN  WANTED:  Board  certified.  Medical  Director  of 
comprehensive  diagnostic  evaluation  and  treatment  facility.  Inter- 
est in  developmental  disabilities  necessary.  Position  available  im- 
mediately. Contact:  P.O.  Box  1572,  Elizabeth  City,  N.C.  27909. 

FAMILY  PRACTITIONER  needed  to  join  2 F.P.’s  in  Western  N.C. 
Mountains.  Summer  and  Winter  resort  with  year  round  recreation, 
excellent  schools,  near-by  University.  Ample  opportunity  for  time 
off.  Blowing  Rock  Medical  Clinic,  P.A.,  P.O.  Box  8,  Blowing  Rock, 
N.C.  28605. 

OB-GYN  — to  join  Solo  nearing  retirement.  To  share  office  and  take 
over  large  practice,  mostly  GYN.  Excellent  facilities,  good  hospitals 
and  medical  environment.  Ideal  for  someone  wishing  to  relocate. 
Reply:  P.O.  Box  9122,  Charlotte,  N.C.  28299.  Phone:  (704)  333- 
6014. 

PHYSICIAN  NEEDED  to  take  over  large,  well-established  Family 
Practice.  Present  Physician  moving  out  of  state.  Ideal  set-up  in  a 
beautiful  Coastal  North  Carolina  city.  Will  introduce  and  help  set 
up  in  practice,  sharing  a new  two-man  clinic.  Can  supply  all  medi- 
cal equipment  and  office  personnel  if  desired.  Available  soon. 
Contact  Wm.  J.  Mattox,  M.D.,  1602  Doctors  Circle,  Wilmington, 
N.C.  28401.  Telephone:  (919)  763-5471. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 
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Phene  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 


We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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IN  THIS  ISSUE: 

CURRENT  CONCEPTS:  Management  of  Breast  Cancer:  Hyman  B.  Muss,  M.D.,  Douglas  R.  White,  M.D.,  Frederick  Richards,  II,  M.D., 
M.  Robert  Cooper,  M.D.,  John  J.  Stuart,  M.D.,  and  Charles  L.  Spurr,  M.D. 

Perforation  of  a Benign  Gastric  Ulcer  into  the  Left  Pleural  Cavity:  Successful  Surgical  Treatment  of  a Case  Mimicking  Boerhaave’s 
Syndrome:  Norman  A.  Silverman,  M.D.,  and  E.  Wilson  Staub,  M.D. 
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Your  Patient 
Saws  Dollars 

with  Generics 

by  PUREPAC 

Here’s  Proof! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 

QUANTITY  BRAND  NAME"  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250  mg.) $8.70  Ampicillin  (250  mg.) $2.40  $6.30 

100  Equanil  (400  mg.  >6  8.09  Meprobamate  ooo  mg.  )<3  1.83  6.26 

100  Darvon  Comp.  65  (3 . . 7.83  Propoxyphene  HC1  Comp.  65  (3  4.63  3.20 

100 Pavabid  (iso  mg.) 11.73  Papaverine  HC1  T.R.doo mg.) 4.33  7.40 

100 Thorazine  (50  mg.) 6.03  Chlorpromazine  HC1(50  mg.) . 3.23  2.80 

100 Librium  (io  mg.)  (3 7.11  . . Chlordiazepoxide  HC1  (io  mg.  >G. . 4.89  2.22 


The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 

Brand  names  are  registered  trademarks  of 
Bristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  G Co., 

Marion  Labs.,  Smith  Kline  G French  Labs., 

Roche  Labs,  respectively. 

AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 
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We  try  harder. 

AVIS  GIVES  N.C.  MEDICAL  SOCIETY 
TIME  & MILEAGE  DISCOUNT 

The  North  Carolina  Medical  Society  has  entered  into  an  agreement 
with  Avis  Rent  A Car  System,  Inc.  to  provide  a significant  discount  to 
all  members  of  the  North  Carolina  Medical  Society. 

Effective  September  1,  1978,  the  North  Carolina  Medical  Society  and 
its  membership  will  receive  from  Avis  Rent  A Car  the  following: 

— A 25%  discount  off  our  published  normal  time  and 
mileage  rates  (customer  furnishes  gasoline.) 

— A 15%  discount  off  System  Presold  Rates  (customer  fur- 
nishes gasoline.)  These  are  special  unlimited  mileage 
rates  such  as  See  America  and  Florida  Freedom  Rates. 

— A 1 0%  discount  off  normal  time  and  mileage  rates  and  flat 
rates  (where  available)  in  Canada. 

— A 10%  discount  off  normal  rates  at  International  loca- 
tions. 

The  discounts  are  offered  on  both  business  and  personal  rentals. 
To  assure  receiving  the  special  discounts,  North  Carolina  Medical 
Society  members  must  always  identify  themselves  at  the  Avis  counter 
by  presenting  their  North  Carolina  Medical  Society  membership  card 
with  the  A.I.D.  (Avis  Incremental  Discount)  number  A/A  6012  00  at- 
tached or  visible  in  conjunction  with  (1)  an  Avis  charge  card  or  (2) 
presenting  an  Avis-honored  charge  card  (American  Express,  Master- 
charge,  Visa,  etc.) 

The  Avis  Incremental  Discount  Card/Sticker  identification 
was  enclosed  with  the  October  “Bulletin.”  If  you  did  not 
receive  your  A.I.D.  card/sticker,  it  is  suggested  that  all 
members  immediately  write  the  North  Carolina  Medical 
Society  A.I.D.  number  A/A  601 2 00  on  the  front  of  their  North 
Carolina  Medical  Society  membership  card,  or  contact  the 
Medical  Society  Headquarters  Office,  P.O.  Box  27167,  Ra- 
leigh, N.C.  27611. 


AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 


11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


DIAGNOSTIC  IMMUNOLOGY 


American  Medical  Laboratories,  Inc.  accounces  its  expanded  immunology  services  as 
support  to  researchers  and  clinicians. 


VIRAL  SEROLOGY  FUNGAL  TESTING 


Adenovirus  Group 
California  encephalitis 
Coxsackie  A1-A24 
Coxsackie  B1-B6 
CMV 

Eastern  equine  encephalitis 
Echovirus  Typing 
Epstein- Barr- VC  A 
Herpes  simplex  Type  1 and  2 
Influenza  Type  A,  B,  C 
Japanese  B encephalitis 
Lymphocytic  Choriomeningitis 
Mumps  - soluble  and  viral 


Mycoplasma  pneumoniae 
Parainfluenza  1,  2,  3 
Poliovirus  1,  2,  3 
Psittacosis-Ornithosis-LGV 
Reovirus  Group 
Respiratory  Syncytial  Virus 
Rubeola 

St.  Louis  encephalitis 

Vaccinia 

Varicella 

Venezuelan  equine  encephalitis 
Western  equine  encephalitis 


Aspergillus 

Blastomyces 

Coccidioides 

Histoplasma 

Candida 

RICKETTSIAL  AGENTS 

Rocky  Mt.  Spotted  fever 
Rickettsial  pox 
Murine  typhus 
Epidemic  typhus 
Q-Fever,  phase  I & II 


Our  laboratory  can  also  provide  customized  services  for  special  requirements  of 
individual  investigators. 

AML  is  a full-service  laboratory  with  an  extended  courier  service,  dedicated  to  providing 
prompt  and  accurate  results.  The  immunology  laboratory  and  its  staff  of  experienced 
technologists,  is  pathologist  supervised  and  CDC  and  CAP  certified. 
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Neosporin 

Ointment 


Neomycin 

’ Staphylococcus 
■ Haemophilus 
i Klebsiella 
Aerobacter 


(Polymyxin  B-Bacitracin-Neomycin) 

This  potent  broad-spectrum  antibacterial 

\ provides  overlapping  action  to  help  combat 

/ \J  infection  caused  by  common  susceptible  pathogens 

(including  staph  and  strep).  The  petrolatum  base 
# / \ # is  gently  occlusive,  protective  and 

Bacitracin  Polymyxin  B enhances  spreading. 


Escherichia 

Proteus 

j Corynebacterium 
Streptococcus 
| Pneumococcus 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Weflcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


| In  vitro  overlapping  antibacterial  action  of 
! Neosporin*  Ointment  (polymyxin  B-bacitracin-neomyrin). 


Neosporin 

Ointment 

(Polymyxin  B-Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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Have  you  examined  your  financial 
health  recently  ??  If  not,  we  urge  you 
to  review  your  present  situation  in 
light  of  today’s  economy.  Should  you 
not  have  the  full  $2 166/mo.  income 
benefits  through  the  Society  spon- 
sored program , please  give  us  a col- 
lect call  to  evaluate  your  financial 
needs.  No  obligation  of  course. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.—  P.0.  Box  8500-27707—919-493-2441 
Gene  Greer  — Office  Manager 

Jack  Featherston  — Associate  — Charlotte,  N.C. 
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NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.'s  AND  BAR  GROUPS 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  maybe  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Flospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  liv:ng  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Medical  Staff 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Bruce  W.  Rau,  M.D. 

Staff  Psychiatrist 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 
Larry  T.  Burch,  M.D. 
Courtesy  Staff 
Glenn  N Burgess,  M.D. 

Courtesy  Staff 
Edward  Weaver,  M.D. 
Courtesy  Staff 

For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 
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The  Annual  Society  Committee  Conclave  was  held  in  Mid  Pines,  N.C.,  from 
September  27th-30th  and  the  Executive  Council  met  on  October  1,  1978.  Forty  of 
our  committees  held  meetings  which  were  well  attended  with  much  interest  and 
enthusiasm.  In  behalf  of  the  Society,  I would  like  to  thank  the  Executive  Council, 
Commissioners,  Committee  Chairmen,  and  members  of  the  various  committees  for  giving 
their  time  and  talents  in  making  this  a successful  Conclave. 

The  Executive  Council  elected  T.  Tilghman  Herring,  M.D. , general  surgeron,  Wilson, 
as  the  Society's  new  Second  Vice-President.  Albert  Stewart,  M.D. , Fayetteville, 
had  been  elevated  to  First  Vice-President.  Dr.  Herring  is  at  present  a Commissioner 
and  has  been  for  many  years  Chairman  of  the  Finance  Committee.  He  has  devoted  many 
years  of  dedicated  and  faithful  service  to  the  Society  and  it  will  be  a pleasure  to 
have  him  serve  as  the  Second  Vice-President. 

Mrs.  Mary  Jane  Means,  Auxiliary  President,  reported  total  contributions  for  AMA-ERF 
last  year  were  $21,643.90  with  75%  contributed  through  the  Sharing  Christmas  Card 
Project.  This  is  an  increase  of  almost  $5,000  over  last  year.  Mrs.  Means  was  pre- 
sent at  the  dedication  of  the  Buncombe  County  Health  Adventure  with  Mrs.  Rosalyn 
Carter  as  guest  speaker.  This  is  a magnificent  health  education  facility  that  will 
enable  school  children  throughout  the  western  area  to  learn  more  about  their  bodies 
and  how  to  care  for  them  properly. 

The  Council  voted  to  combine  the  Committee  on  Drug  Abuse  and  the  Committee  on 
Pharmacy.  The  Committee  on  Legislation  and  the  Committee  on  Communications  will 
be  established  as  free-standing  committees.  They  also  voted  to  establish  a 
Committee  on  Ethics  and  Religion.  It  was  decided  that  any  resolution  to  the  House 
of  Delegates  from  a county  society  should  bear  the  signature  of  two  officers  from 
that  county  society. 

A resolution  was  passed  that  the  North  Carolina  Society  of  Ophthalmology  in  coopera- 
tion with  the  North  Carolina  Medical  Society  introduce  legislation  in  the  North 
Carolina  Legislature  for  the  purpose  of  repealing  the  1977  Optometry  Drug  Use  Law. 
The  Council  decided  that  initial  certification  or  recertification  by  a Specialty 
Board  is  sufficient  documentation  of  completion  of  continuing  medical  education 
requirements  for  a three-year  period.  The  Council  voted  that  the  Society  recommend 
to  North  Carolina  medical  institutions  that  "retired  and  disabled"  physicians  be 
admitted  to  continuing  medical  education  courses  without  tuition  fees  and  endorsed 
the  concept  that  the  Committee  on  Medical  Education  will  contribute  basic  science 
articles  for  publication  in  the  North  Carolina  Medical  Journal. 

The  format  of  the  Annual  Meeting  for  1979  has  been  changed  with  the  sessions  begin- 
ning on  Thursday  morning  and  ending  Saturday  night.  The  golf  and  tennis  tournaments 
will  be  reinstituted. 

The  Committee  on  Cancer  would  like  to  emphasize  to  Society  members  that  North 
Carolina  law  requires  the  reporting  of  cancer  deaths  to  the  local  Health  Department. 
They  also  urge  each  doctor  to  read  carefully  the  recently  mailed  publication  of  the 
Department  of  Vital  Statistics  about  Death  Certificates. 
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The  Committee  on  Medical  Cost  Containment  voted  to  write  a letter  to  the  Chairman 
of  the  Audit  Committee  and  President  of  the  Medical  Staff  of  each  hospital  in  the 
state  requesting  the  Hospital  Administrator  to  provide  a copy  of  a patient  s bill 


The  Committee  on  Traffic  Safety  recommended  that  the  Society  go  on  record  as  favor 
ing  the  concept  of  reviewing  and  rewriting  the  current  laws  involving  drunken  drivers. 

The  Committee  on  Child  Health  recommended  that  routine  screening  of  newborns  for 
hypothyroidism  be  established  as  part  of  the  newborn  screening  program.  The  Council 
voted  to  recommend  to  the  State  Health  Department  the  continued  serology  test  for 
marriage  licenses,  but  requested  the  abolishment  of  the  rubella  testing  requirement 
of  G.S.  51-9  by  the  1979  General  Assembly. 

The  Committee  on  Chronic  Illness  recommended  the  Society  work  with  other  organizations 
to  preserve  the  dignity  and  peace  of  the  individual  in  all  matters  pertaining  to 
death.  It  was  also  suggested  that  the  Society  endorse  the  Hospice  concept  and  encour- 
age its  members  to  participate  in  this  specialized  approach  to  the  care  of  the 

terminally  ill  patient.  This  Committee  also  recommended  that  medical  schools  and 
other  institutions  devote  increased  attention  in  their  teaching  programs  to  the 
special  problems  involved  in  the  care  of  terminally  ill  patients. 

The  Committee  on  Drug  Abuse  recommends  that  each  county  medical  society  plan  some 
dialogue  with  special  emphasis  on  drug  abuse  at  the  local  level  with  representative 
groups  of  pharmacists  and  physicians  to  discuss  issues  of  common  interest. 

The  Committee  on  Mental  Health  feels  that  the  budget  recommended  by  Secretary 
Sarah  Morrow,  M.D.,  for  the  Division  of  Health  Services  is  restrictive  with  cutbacks 
in  funding  of  services  which  will  seriously  threaten  the  already  inadequate  medical 
and  psychiatric  services  of  the  mental  hospitals  and  mental  health  centers. 

ficient  funding  will  result  in  loss  of  accreditation  status  by  the  Joint  Commission 

(JCAH)  and  put  the  state  mental  hospitals  at  the  mercy  of  the  stringent  accredita- 
tion procedures  of  HEW.  The  Council  passed  a resolution  that  the  Society  strongly 
endorse  the  work  of  the  Study  Commission  to  revise  the  North  Carolina  Commitment 
Law  and  its  implementation.  It  was  recommended  the  North  Carolina  Medical  Society 
go  on  record  in  favor  of  locally  based  treatment  for  the  seriously  mentally  ill 
whenever  possible  and  when  such  treatment  is  not  feasible,  strongly  support  the 
provision  of  high  quality  care  in  the  regional  psychiatric  hospitals  with  assurance 
of  continuity  of  care  between  the  hospitals  and  the  community  services. 

The  Medical-Legal  Committee  is  undertaking  a study  of  and  the  appropriate  wording 
for  a surgical  consent  form  for  the  state. 

The  Committee  on  Legislation  recommends  that  the  Department  of  Human  Resources  be 
requested  to  tighten  the  regulation  on  the  licensing  of  lay  midwives  and  the 
committee  also  reaffirmed  its  support  of  the  Health  Education  Bill  (No.  540)  an 
for  its  continued  funding  by  the  General  Assembly. 

The  Committee  on  Eye  Care  recommended  that  all  reasonable  effort  be  made  to  see 
that  a code  for  permission  for  donation  of  eyes  or  other  human  tissue  be  made  an 
integral  part  of  the  North  Carolina  Driver's  License. 

Additional  items  from  the  October  1 Executive  Council  meeting  will  be  reported 
in  the  November  President's  Newsletter. 


to  each  doctor  once  a month. 


Sincerely, 


Physicians: 
we  treat  you 
seriously  in  the 
Air  Force 


As  an  Air  Force  Medi- 
cal Officer,  you’ll  prac- 
tice in  a professional 
environment  sup- 
ported  by  a 
team  of  high- 
ly qualified 
technical 
assistants. 

You’ll  treat 
your  patients 
in  modern,  well- 
equipped  health 
care  facilities. 

The  Air  Force  Med- 
ical Service  will  pro- 
vide unlimited  pro- 
fessional develop- 
ment, with  a carefully 
designed  individual  pro- 


gram to  complement 
your  own  skills  and 
objectives.  Air  Force 
Medical  Centers  offer 
a full  range  of  op- 
portunities in  clin- 
ical medicine, 
including  clini- 
cal investiga- 
tion. 

Avoid  the 
time  consum- 
ing burdens 
of  private  prac- 
tice. Consider  the 
benefits  of  Air 
Force  medicine. 
Health  care  at  its 
very  best. 


FOR  COMPLETE  INFORMATION  CONTACT: 

C.  A.  ESTES  or  J.  C.  DOTSON 
AF  Health  Professions  Recruiting 
310  New  Bern  Avenue,  Room  606 
Raleigh,  North  Carolina  27611 
919/755-4134  Please  Call  Collect. 

Air  Force.  A great  way  of  life. 


HALOG  [halcinonide 


Wherever  the  cutaneous  lesion  appears, 
here  is  an  appropriate  form  of  Halog. 


C Halog  Cream 0.1% 

Halcinonide  Cream  0.1% 


S =HalogSolutionO.J% 

Halcinonide  Solution  0.1% 


O Halog  Ointment  0.1% 

Halcinonide  Ointment  0.1% 


After  1 week 


See  next  page  for  brief  summary 


SQUIBB 


HALOGr  (HALCINONIDE 


HALOG  (Haloino.ii.ie)  CREAM/OINTMENT/SOLUTION 

Halog  Cream  0.025%  (Halcinonide  Cream  0.025%) 
and  Halog  Cream  0.1%  (Halcinonide  Cream 
0.1%)  contain  0.25  mg  and  1 mg  halcinonide 
per  gram,  respectively,  in  a specially  formu- 
lated cream  base.  Halog  Ointment  0.1% 

( Halcinonide  Ointment  0. 1%)  contains 
1 mg  halcinonide  (0.1%)  per  gram  in 
Plastibase®  (Plasticized  Hydrocarbon 
Gel),  a polyethylene  and  mineral  oil 
gel  base.  Halog  Solution  0.1%  (Hal- 
cinonide Solution  0.1%)  contains  ijpJ 

1 mg  halcinonide  (0.1%)  per  ml. 

CONTRAINDICATION:  Topical 
steroids  are  contraindicated  in 
those  patients  with  a history  of  .fli 
hypersensitivity  to  any  of  the 
components  of  the  prepara- 
tions. 

PRECAUTIONS: 

General — If  ir- 
ritation de-  . 

velops, 


associated  with  exposure  of  gestating  females  to  topical  corticoste- 
roids— in  some  cases  at  rather  low'  dosage  levels.  Therefore,  dings 
of  this  class  should  not  be  used  extensively  on  pregnant  patients, 
in  large  amounts,  or  for  prolonged  periods  of  time. 

Occlusive  Dressing  Technique — The  use  ol  occlusive 
dressing  increases  the  percutaneous  absorption  of  cortico- 
steroids. For  patients  with  extensive  lesions  it  may  be 
preferable  to  use  a sequential  approach,  occluding  one 
portion  of  the  body  at  a time.  Keep  the  patient  under 
close  observation  if  treated  with  the  occlusive  tech- 
nique over  large  areas  and  over  a considerable 
period  of  time.  Occasionally,  a patient  who  has 
been  on  prolonged  therapy,  especially  occlu- 
sive therapy,  may  develop  symptoms  of 
steroid  withdrawal  when  the  medication  is 
stopped.  Thermal  homeostasis  may  be 
impaired  if  large  areas  of  the 
body  are  covered.  Discon- 
tinue use  of  the  occlu- 
sive dressing  il 
deration  of  the 
body  tem- 
perature 


Occasionally,  a patient  may  develop  a sensitivity  reactloi 
to  a particular  occlusive  dressing  material  or  adhesivt 
and  a substitute  material  may  be  necessary.  If  infecttoi 
develops,  discontinue  the  use  of  the  occlusive  dress- 
ing and  institute  appropriate  antimicrobial  therapy.  ■ 
ADVERSE  REACTIONS:  The  following  local  adversi 
reactions  have  been  reported  with  topical  corticosteroids 
especiallr  under  occlusive  dressings:  burning  sensations 
itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acne 
form  eruptions,  perioral  dermatitis,  allergic  contact  dermatitisi 
hypopigmentation,  maceration  of  the  skin,  secondary  infection 
skin  atrophy,  striae,  and  miliaria. 

For  full  prescribing  information,  consult  package  inserts. 

HOW  SUPPLIED:  The  0.025%  and  0.1%  Cream  and  the  0.19 
Ointment  are  supplied  in  tubes  of  15  g and  60  g,  and  in  jars  of  240  g (8 ’ oz- 
The  0.1%  Solution  is  supplied  in  plastic  squeeze  bottles  of  20  ml  and  60  ml 


continue  the  product  and  institute  appropriate  therapy. 

In  presence  of  an  infection,  institute  use  of  a suitable 
antibacterial  or  antifungal  agent.  If  a favorable  re- 
sponse does  not  occur  promptly,  discontinue  the 
corticosteroid  until  the  infection  has  been  adequately 
controlled.  If  extensive  areas  are  treated  or  if  the  occlu- 
sive technique  is  used,  there  will  be  increased  systemic 
absorption  of  the  corticosteroid  and  suitable  precautions 
should  be  taken,  particularly  in  children  and  infants. 
These  preparations  are  not  for  ophthalmic  use. 

Usage  in  Pregnancy — Although  topical  steroids 
have  not  been  reported  to  have  an 
adverse  effect  on  human  pregnancy,  the  safety 
of  their  use  in  pregnant  women  has  not  been 
absolutely  established.  In  laboratory  animals,  in- 
creases in  incidence  of  fetal  abnormalities  have  been 
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WHAT  HAVE  YOU 
DONE  FOR  US  LATELY 

MLMIC? 


Let’s  See:  In  1975  you  offered  coverage  when  no  one  else  would  cover  M.D.’s  in  North 
Carolina. 

In  1976  you  lowered  your  rates  on  your  Claims  Made  policies. 

In  1977  you  further  lowered  your  Claims  Made  policy  rates  and  also  lowered 
the  Occurrence  form  rates. 

In  1977  you  simplified  coverage  for  groups  by  offering  scheduled  policies 
eliminating  the  need  for  numerous  individual  policies. 

In  1977  you  paid  interest  at  the  rate  of  6%  to  those  investing  in  your  guaranty 
capital. 

In  1977  and  in  1978  you  reclassified  certain  procedures  thus  lowering  rates  for 
many  internal  medicine  and  general  practitioners. 

In  1978  you  simplified  renewals  by  eliminating  the  renewal  application  as  an 
annual  requirement. 

In  1978  you  offered  coverage  limits  up  to  $2,000,000. 

In  1978  you  announced  the  opening  of  Medical  Insurance  Agency  to  assist 
M.D.’s  with  all  their  insurance  needs. 

In  1978  you  publicized  your  toll  free  number  1-800-662-7917  to  facilitate  our 
contacting  you  on  any  insurance  matter. 


NOT  BAD  - BUT  WHAT  LATELY  MLMIC? 


To  find  out  what  we  are  doing  and  can  do  for  you 

CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

DOUGLASS  M.  PHILLIPS  — EXECUTIVE  VICE  PRESIDENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
Phone  1-800-662-7917 


YOUR  SUPPORT  IS  NEEDED 
CONTRIBUTE  TO  WORTHY  PROJECTS 

TAX  DEDUCTIBLE 

THE  NORTH  CAROLINA  MEDICAL  SOCIETY  FOUNDATION,  INC.  was  created  in  1966 
originally  to  receive  funds  for  the  construction  of  a new  headquarters 
office  in  Raleigh.  However,  when  other  methods  of  financing  a permanent 
building  were  devised,  the  role  of  the  Foundation  was  changed.  This 
change  permitted  the  N.  C.  Medical  Society  Foundation  to  be  approved  as 
a charitable  institution  empowered  to  receive  TAX  EXEMPT  contributions 
for  the  purposes  of  education  and  scientific  advancement.  The  North 
Carolina  Medical  Society  Foundation,  Inc.  has  a 501(c)  (3)  letter  from 
the  Internal  Revenue  Service. 

Among  the  contributions  made  to  the  Foundation  since  its  inception  have 
been : 

— The  Forsyth-Stokes  Medical  Auxiliary  Benevolent  and  Educational 
Fund  in  1971,  and 

— the  assets  of  the  Joseph  Ward  Hooper,  Sr.,  Trust  which  were 
transferred  to  the  Foundation  in  1976. 

While  these  examples  of  group  contributions  have  been  greatly  appreciated, 
your  individual  support  is  badly  needed.  Today,  after  more  than  12  years, 
the  resources  of  the  Foundation  are  still  quite  limited.  As  the  financial 
resources  grow,  the  opportunities  to  use  these  funds  for  worthy  projects 
will  increase  and  all  of  us  will  benefit  by  its  success. 

At  this  time  the  Foundation  is  prepared  to: 

— serve  as  a custodian  of  contributions  designated  by  groups  for 
special  projects, 

— receive  direct  contributions  and  donations  of  stock  or  general 
capital  certificates  of  the  Medical  Liability  Mutual  Insurance 
Company,  all  TAX  EXEMPT,  and  to 

— accept  from  wills  bequests  which,  properly  defined,  would  not 
be  taxable  to  the  estate  of  the  donor. 

Please  make  your  tax  exempt  contribution  payable  to:  THE  NORTH  CAROLINA 

MEDICAL  SOCIETY  FOUNDATION,  INC.  and  mail  to: 

N.  C.  Medical  Society  Foundation 
P.  0.  Box  27167 
Raleigh,  N.  C.  27611 
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(amoxicillin) 

Capsules  and  Powder  for  Oral  Suspension 


flavor  'n’  economy 
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“ it  isn’t  just  for  simple 

inflammation*  * 

- it  isn  t just  for  simple  * 

cutaneous  candidiasis*  I 

- it  isn’t  just  for  simple 
bacterial  infection* 

but  how  often 
is  life  so  simple? 

there's  nothing  quite  like 

MycologtREAM 

Nystatin-Neomycin  Sulfate  - Gramicidin- 
Triamcinolone  Acetonide  Cream 
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Jeomycin 
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'namcinolone 

toetonide 

fream 

jution:  Federal  law  prohibit* 
•“Pensing  without  prescripts" 
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Mycolog  Cream  (Nystatin  — Neomycin  Sulfate  — Gramicidin  — Triam- 
cinolone Acetonide  Cream)  provides  100,000  units  nystatin,  neomycin 
sulfate  equivalent  to  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and 
1 mg.  triamcinolone  acetonide  (0.1%)  per  gram  in  an  aqueous  per- 
fumed vanishing  cream  base. 

INDICATIONS:  Based  on  a review  of  this  preparation  by  the  Na- 
tional Academy  of  Sciences  — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  follows: 
Possibly  effective:  In  cutaneous  candidiasis;  superficial  bacterial 
infections;  the  following  conditions  when  complicated  by  candidal 
and/or  bacterial  infection:  atopic,  eczematoid,  stasis,  nummular, 
contact,  or  seborrheic  dermatitis,  neurodermatitis,  and  dermatitis 
venenata;  infantile  eczema;  lichen  simplex  chronicus;  and  pruritus 
ani  and  pruritus  vulvae. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

CONTRAINDICATIONS:  Viral  diseases  of  the  skin  (such  as  vaccinia 
and  varicella);  fungal  lesions  of  the  skin  except  candidiasis;  history 
of  hypersensitivity  to  any  product  component.  Not  intended  for  oph- 
thalmic use;  should  not  be  applied  in  the  external  auditory  canal  of 
patients  with  perforated  eardrums;  should  not  be  used  when  circula- 
tion is  markedly  impaired. 

WARNINGS:  Because  of  the  potential  hazard  of  nephrotoxicity  and 
ototoxicity,  prolonged  use  or  use  of  large  amounts  of  this  product 
should  be  avoided  in  the  treatment  of  skin  infections  following  ex- 
tensive burns,  trophic  ulceration,  and  other  conditions  where  absorp- 
tion of  neomycin  is  possible. 

Usage  in  Pregnancy:  Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  the  fetus,  the  safety  of  topical 


steroids  during  pregnancy  has  not  been  absolutely  establisf 
therefore,  do  not  use  extensively  on  pregnant  patients,  in  la 
amounts,  or  for  prolonged  periods. 

PRECAUTIONS:  Watch  constantly  for  overgrowth  of  nonsuscept 
organisms  (including  fungi  other  than  Candida).  Should  superin 
tion  due  to  nonsusceptible  organisms  occur,  administer  suite 
concomitant  antimicrobial  therapy;  if  favorable  response  is  not  pror 
discontinue  the  preparation  until  adequate  control  by  other  c 
infectives  is  effected.  If  extensive  areas  are  treated  or  if  the  occlu 
technique  is  used,  the  possibility  exists  of  increased  systemic  absi 
tion  of  the  corticosteroid;  suitable  precautions  should  be  taker 
irritation  develops,  discontinue  the  product  and  institute  appropr 
therapy. 

ADVERSE  REACTIONS:  Sensitivity  reactions  to  topical  use  of  g ramie 
are  rare.  Hypersensitivity  to  nystatin  is  extremely  uncommon.  Hy 
sensitivity  to  neomycin  has  been  reported  and  articles  in  the  cur 
medical  literature  indicate  an  increase  in  its  prevalence. 

The  following  local  adverse  reactions  have  been  reported  ’ 
topical  corticosteroids  either  with  or  without  occlusive  dressings:  b 
ing  sensations,  itching,  irritation,  dryness,  folliculitis,  secondary  in 
tion,  skin  atrophy,  striae,  miliaria,  hypertrichosis,  acneform  erupt! 
maceration  of  the  skin,  and  hypopigmentation.  Contact  sensitivity 
particular  dressing  material  or  adhesive  may  occur  occasionally.1 
toxicity  and  nephrotoxicity  have  been  reported. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  Available  in  15,  30,  and  60  g.  tubes.  It  is  also  a 
able  in  jars  of  1 20  g.  (4  oz.)  for  hospital  or  institutional  use  only. 
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100  mg  250  mg  500  mg 


Iblinase 

tolazamide,  Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 
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you  wouldn't  wear 
boxing  gloves  to  milk  a cow... 


We're  sure  our  hapless  friend  here 
looks  as  funny  to  you  as  he  did  to  us. 
But  he  succeeds  in  making  our  point. 
There  are  two  ways  of  doing  things: 
the  hard  way  and  the  easy  way. 


ity  income  Protection  for  younger 
doctors.  A plan  that  can  help  you 
protect  perhaps  your  most  impor- 
tant, valuable,  and  most  irreplaceable 
asset  — your  ability  to  earn  a living. 


It’s  much  the  same  when  disability 
strikes  a family.  If  you  haven't  a plan 
of  protection  for  you  and  your  fam- 
ily, then  trying  to  maintain  your  life- 
style can  seem  a lot  like  trying  to 
milk  that  cow. 

But  as  a member  of  the  North  Car- 
olina Medical  Society,  you  are  in  a 
unique  position  to  take  advantage  of 
an  important  insurance  plan.  Disabil- 


If you're  under  the  age  of  55  and  are 
active  full  time  in  your  practice,  act 
today  . . . don’t  put  yourself  in  the 
position  of  trying  to  milk  a cow  while 
wearing  boxing  gloves.  Just  fill  out 
the  coupon  below  and  return  it  to- 
day. A Mutual  of  Omaha  service  rep- 
resentative will  provide  personal, 
courteous  service  in  furnishing  full 
details  of  coverage. 


Mutual  of  Omaha  insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  send  me  complete  information  on  the 
Disability  income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  55 

Name 

| Address 

I City State ZIP 

i 


Mutual 

'^rOmahaxL/ 

Ppoplp  (fou  c<io  count  on... 

Life  Insurance  Affiliate: 

IJnilpd  of  Ofndhd 

MUTUAL  Of  OMAHA  INSURANCE  COMPANY 
HOMf  OFFICE  OMAHA.  NEBRASKA 


J 


Current  Concepts: 

Management  of  Breast  Cancer 


Hyman  B.  Muss,  M.D.,  Douglas  R.  White,  M.D., 
Frederick  Richards,  II,  M.D.,  M.  Robert  Cooper,  M.D., 
John  J.  Stuart,  M.D.,  and  Charles  L.  Spurr,  M.D. 


INTRODUCTION 

BREAST  cancer  remains  one  of 
the  most  challenging  problems 
in  oncology.  In  the  past,  treatment 
was  usually  in  the  domain  of  the 
surgeon.  It  has  become  increasingly 
apparent,  however,  that  most  of  the 
morbidity  and  mortality  resulting 
from  breast  cancer  are  due  not  to 
problems  with  locally  recurrent  dis- 
ease but  to  distant  metastatic  dis- 
ease. 

PREOPERATIVE  EVALUATION 

Careful  evaluation  is  necessary  in 
any  patient  with  a mass  in  the  breast 
suggestive  of  cancer.  Clinical 
evaluation  and  mammograms  are 
likely  to  suggest  the  correct  diag- 
nosis in  more  than  90%  of  patients. 
A complete  blood  count,  urinalysis, 
and  complete  chemistry  profile 
should  be  obtained  and  renal  and 
liver  functions  tested.  The  chemis- 
try profile  may  indicate  hypercal- 
cemia or  a liver  function  abnormal- 
ity, suggestive  of  more  advanced 
disease.  A chest  x-ray,  routinely 
obtained  on  all  patients,  may  reveal 
inoperable  disease.  Most  on- 
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cologists  would  consider  a bone 
scan  of  value  since  it  is  much  more 
sensitive  than  conventional  bone 
x-rays  and  may  demonstrate  dis- 
seminated lesions.1  Spot  films 
should  be  obtained  of  all  suspicious 
or  positive  areas  on  scan  to  attempt 
to  rule  out  benign  processes  that 
may  account  for  these  abnor- 
malities (e.g.  fracture,  osteo- 
myelitis, degenerative  disease).  Up 
to  40%  of  patients  with  clinical 
Stage  I and  II  disease  have  positive 
bone  scans2,3  and  biopsies  of  these 
lesions  may  reveal  metastatic  dis- 
ease.4 

A liver  scan  in  a patient  with  nor- 
mal serum  alkaline  phosphatase  and 
a nonpalpable  liver  usually  will  be 
negative.5  In  certain  situations  a 
liver  scan  may  be  indicated  but  this 
test  is  usually  not  worth  its  high 
cost.  Certainly  any  patient  with 
liver  function  abnormalities  or  a 
palpable  liver  should  be  studied 
before  surgery.  One  must  be  aware 
that  a positive  scan  showing  an  en- 
larged liver  with  patchy  infiltrates 
but  without  focal  defects  is  fre- 
quently not  associated  with  malig- 
nancy.(i  A patient  should  not  be  de- 
nied a chance  for  surgical  cure  on 
the  basis  of  nonspecific  findings  on 
a liver  scan.  Brain  scanning  is  un- 
likely to  be  of  value  in  asympto- 
matic patients  with  early  breast 


cancer.7  Computerized  brain  and 
body  scans  may  prove  to  be  of  value 
in  these  patients  but  their  role  in  im- 
proving data  from  simpler  and  less 
costly  tests  has  yet  to  be  defined. 

Tumor  markers,  such  as  the  car- 
cinoembryonic  antigen  (CEA),  as 
well  as  several  new  proteins  and  en- 
zymes, may  assist  follow-up  evalu- 
ation of  patients  with  breast  cancer. 
Presently,  however,  these  have  a 
limited  role  in  daily  clinical  prac- 
tice. A baseline  CEA  may  be  of  help 
in  evaluating  the  results  of  surgery 
but  false  positives  and  negatives  are 
common  with  this  tumor  marker 
and  only  in  unusual  situations 
would  it  be  reasonable  to  make  im- 
portant clinical  decisions  based  on 
these  results  alone. 

PRIMARY  THERAPY 

In  spite  of  many  years  experience 
with  various  types  of  therapy,  the 
best  method  of  handling  the  primary 
tumor  in  a patient  with  breast 
cancer  has  yet  to  be  defined.  Recent 
studies  appear  to  show  no  differ- 
ence between  radical  mastectomy, 
radical  mastectomy  with  radiation 
therapy,  simple  mastectomy  with 
radiation  therapy,  and  simple  mas- 
tectomy alone  in  terms  of  length  of 
survival.3  Differences  in  the  type  of 
primary  therapy  do  relate  to  the 
tendency  for  local  recurrence  and  to 
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the  difficulties  encountered  in 
treating  local  recurrence  if  it  ap- 
pears after  initial  therapy.  It  is  of 
note  that  about  80%  of  patients  who 
have  local  recurrence  as  the  first 
manifestation  of  metastatic  disease 
also  have  distant  metastases  at  the 
same  time.'’  Although  there  is  no 
question  that  local  recurrence  can 
cause  pain,  cosmetic  problems  and 
considerable  anxiety,  it  is  unusual 
for  it  to  cause  substantial  morbidity 
and  it  rarely  results  in  the  death  ot 
the  patient.  Radical  or  modified 
radical  mastectomy  alone  or  less 
radical  procedures  associated  with 
adjuvant  radiation  therapy  appear 
most  effective  in  preventing  local 
recurrence.  Simple  mastectomy 
alone  is  associated  with  up  to  30% 
local  recurrence,"’  although  in  most 
instances  treatment  at  the  time  of 
recurrence  is  successful.11  Theo- 
retically, adjuvant  chemotherapy, 
which  will  be  discussed  below, 
if  effective  at  all,  should  prevent 
local  as  well  as  distant  recurrence. 

Radical  mastectomy  and  mod- 
ified radical  mastectomy,  in  addi- 
tion to  being  therapeutic,  also  pro- 
vide the  physician  with  important 
prognostic  information.  The  TNM 
staging  system  for  breast  cancer,12 
based  on  the  size  of  the  tumor  (T), 
the  presence  of  apparent  axillary 
lymph  node  metastases  (N),  and 
whether  there  is  clinical  evidence  of 
extranodal  metastatic  disease  (M), 
is  inaccurate  in  a substantial 
number  of  patients.  Twenty-six 
percent  of  patients  with  clinically 
negative  axillary  examinations  will 
have  microscopic  nodal  involve- 
ment at  the  time  of  surgery  while  up 
to  55%  of  patients  with  palpable 
nodes  will  be  found  to  have  only 
benign  reactive  changes.13  Such 
data  are  of  critical  prognostic  im- 
portance to  both  patient  and  physi- 
cian. In  the  first  instance,  positive 
microscopic  nodal  disease  indicates 
a less  favorable  prognosis  than  the 
staging  system  would  indicate.  In 
the  second  instance,  certain  types 
of  reactive  changes,  notably  sinus 
histiocytosis  or  lymphocytic  infil- 
tration, may  indicate  a more  favor- 
able prognosis.14 

ADJUVANT  CHEMOTHERAPY 

Clinical  trials  are  under  way  to 
see  if  chemotherapy  can  prevent  re- 


currence and  ultimate  mortality 
from  breast  cancer  in  patients  who 
have  no  clinical  or  laboratory  evi- 
dence of  residual  disease  after  pri- 
mary therapy.  Several  studies  are  in 
progress  and  preliminary  results  are 
encouraging. 15-1<i  These  studies 
have  generally  been  confined  to 
high-risk  patients,  that  is,  women 
with  axillary  node  involvement. 
The  patients  are  treated  with 
chemotherapeutic  agents  within 
several  weeks  of  surgery  and  usu- 
ally for  one  to  two  years,  or  until 
recurrence.  The  survival  rate  in 
women  with  breast  cancer  with  four 
or  more  positive  axillary  nodes  is 
only  20%-25%  at  10  years  compared 
to  a survival  rate  of  70%-80%  in 
women  with  no  axillary  node 
metastases.17  The  survival  of 
women  with  one  to  three  positive 
nodes  ranges  between  these  ex- 
tremes. Present  chemotherapy 
trials  use  single  agents,  e.g.  mel- 
phalan,15  or  multiple  drugs  in  com- 
bination."’ Recent  reports,  some  of 
which  have  appeared  since  the 
Pinehurst  meeting,  indicate  that  the 
only  statistically  significant  differ- 
ences have  been  in  premenopausal 
women."’  ”’  Combination  therapy, 
which  in  the  treatment  of  patients 
with  advanced  disease  is  superior  to 
single  agent  therapy,  has  produced 
discouraging  adjuvant  results  in 
postmenopausal  women  in  Euro- 
pean trials.”’  Preliminary  data  from 
United  States  trials  suggest  that  this 
therapy  may  still  be  of  value  and 
final  results  are  pending.  It  is  the 
opinion  of  most  oncologists  that 
high-risk  patients  should  be  placed 
in  a controlled  protocol  if  they  are  to 
receive  adjuvant  therapy.  Only  by 
this  means  can  significant  data  be 
obtained.  The  preliminary  data 
should  be  viewed  with  cautious  op- 
timism and  one  should  be  aware  that 
none  of  the  current  studies  has  been 
in  progress  long  enough  to  deter- 
mine the  long-term  value  of  ad- 
juvant chemotherapy.  Preliminary 
reports  of  early  studies  using  pro- 
phylactic castration,  thiotepa  ad- 
ministration at  the  time  of  surgery, 
and  other  adjuvant  chemotherapies 
were  often  impressive  but,  ulti- 
mately, significant  reduction  in 
mortality  from  disease  in  5-  and  10- 
year  analyses  has  not  been  shown. 


ESTROGEN  RECEPTORS 

In  the  last  several  years,  assay  of 
estrogen  receptor  protein  (ERP),  a 
cytoplasmic  estrogen-binding  pro- 
tein found  in  some  malignant  breast  ; 
cancer  cells,  has  proved  helpful  in 
predicting  the  response  to  hormonal 
therapy.  These  assays  are  available 
in  many  commercial  laboratories  in 
North  Carolina  and  should  be 
routinely  performed  as  a recognized 
and  justifiable  addition  to  the  evalu- 
ation and  management  of  the  patient 
with  breast  cancer.  The  assay  re- 
quires a cubic  centimeter  of  rapidly 
frozen  unfixed  tumor  tissue  best 
obtained  at  the  time  of  primary 
surgery  because  metastases  are 
often  not  accessible  for  biopsy.  It 
has  been  shown  that  when  the  ERP 
is  found  in  the  primary  tumor,  it  is 
usually  also  demonstrable  in  sub- 
sequent metastases.  The  converse  i 
is  also  true.  Thus,  obtaining  these 
data  at  the  time  of  primary  surgery 
and  recording  them  in  the  patient's 
record  can  be  of  great  help.  In  pa- 
tients whose  tumors  are  estrogen 
receptor  positive,  50%-60%  will  re- 
spond to  the  appropriate  hormonal 
manipulation  whether  additive  oi 
ablative.  In  those  patients  whose 
tumors  lack  the  ERP,  fewer  than 
10%  will  respond  to  any  type  ot 
hormonal  therapy.2"  Knowledge  oi 
ERP  negativity  may  thus  spare  an  it 
patient  a surgical  ablative  proce-i 
dure  or  an  unsuccessful  trial  of  ad- 
ditive hormonal  therapy  and  allow 
prompt  initial  treatment  with 
chemotherapy.  Whenever  feasible/: 
metastatic  tumor  should  also  be 
submitted  for  receptor  assay  since  ii( 
has  been  reported  that  in  38%  ot 
patients,  the  ERP  activity  of  sub; 
sequent  metastases  has  differec 
from  that  of  the  primary  tumor.2 
Recently,  progesterone  receptor;! 
have  also  been  demonstrated  ii 
breast  cancer  tissue.  Preliminary 
data  indicate  that  when  estrogei 
and  progesterone  receptors  art 
present  in  the  tumor,  the  likelihoot 
of  response  to  hormonal  therapy  i 
as  great  as  67%  while  when  estrogei 
receptor  protein  is  positive  and 
progesterone  receptor  is  negative 
the  chance  of  response  is  only 
39%. 22  The  progesterone  recepto 
assay  is  available  at  some  institu 
tions  and  will  probably  beconv 
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Fig.  1.  Schema  for  therapy  of  the  patient  with  breast  cancer. 


Icommercially  available  in  the  near 
future.  Patients  who  possess  the 
ERP  appear  to  have  a better  outlook 
which  is  independent  of  prognosis 
based  on  nodal  involvement,  age, 
menopausal  status,  or  other  pre- 
dictive factors.23 

Lastly,  in  women  who  have 
metastatic  carcinoma  where  the 
primary  tumor  is  not  clinically  ap- 
parent, estrogen  receptor  assay  of 
the  metastatic  tissue  may  help  de- 
termine the  site  of  the  primary 
tumor.  In  patients  who  demonstrate 
the  ERP,  it  is  highly  likely  that  the 
tumor  is  of  breast  origin  and  hor- 
nonal  manipulation  might  play  a 
•ole  in  their  management.  En- 
dometrial and  ovarian  carcinoma 
nay  contain  estrogen  receptors  but 
dinical  evaluation  should  be  suffi- 
:ient  to  exclude  these  lesions  in 
nost  patients. 

ADVANCED  DISEASE 

Regardless  of  their  response  to 
lormonal  therapy,  almost  all  pa- 
ients  with  recurrence  will  eventu- 
illy  suffer  progression  of  disease. 
Combination  chemotherapy  has  be- 
come valuable  for  patients  with  ad- 
'anced  breast  cancer.  More  than 
0%  of  patients  treated  in  this  man- 
ler  have  objective  responses,24 
0%  to  20%  of  which  are  complete. 
Although  the  average  response  lasts 
rom  nine  months  to  a year,  some 
atients  have  remained  in  remission 
or  over  two  years.  Thus,  a small 
roportion  of  patients  with  ad- 
anced  breast  cancer  treated  with 
hemicals  will  be  long-term  sur- 
ivors.  In  addition,  chemotherapy 
> of  value  in  the  control  of  exten- 
ive  pulmonary  and  hepatic  metas- 
ises  which  do  not  usually  respond 
a hormonal  therapy.  Extensive 
tudies  with  combination  chemo- 
lerapy  in  breast  cancer  at  this  in- 
titution  have  yielded  similar  re- 
ults.25  Many  oncologists  now  be- 
eve  that  chemotherapy  is  pre- 
irred  initially  for  patients  with 
ipidly  progressive  metastatic  dis- 
ase,  especially  where  there  is 
epatic  or  extensive  pulmonary  in- 
olvement  and  particularly  for  pa- 
ents  who  are  estrogen  receptor 
egative  or  when  estrogen  receptor 
ssay  is  not  obtainable. 

Patients  with  brain  metastases 


represent  a unique  problem.  They 
usually  have  clinical  signs  and 
symptoms  indicating  CNS  in- 
volvement and  conventional 
radionuclide  brain  scans  will  usu- 
ally demonstrate  intracranial  le- 
sions. When  scanning  is  unreveal- 
ing despite  signs  and  symptoms, 
computerized  axial  tomography 
should  be  considered.  The  admin- 
istration of  corticosteroids  in  high 
dose,  a valuable  adjunct  to  defini- 
tive therapy,  should,  if  possible,  be 
withheld  until  the  studies  are  com- 
plete since  prior  or  concomitant 
administration  may  cause  false 
negative  scans.  After  the  diag- 
nosis has  been  confirmed,  whole 
brain  irradiation  is  begun  and  cor- 
ticosteroids should  be  administered 
concurrently  because  alleviation  of 
signs  and  symptoms  usually  occurs 
within  24  to  48  hours  after  they  are 
started.  In  general,  cancer  chemo- 
therapeutic agents  cross  the  blood- 


brain  barrier  poorly.  The  adminis- 
tration of  nitrosoureas,  high  dose 
methotrexate  with  citrovorum  re- 
scue, or  5-Fluorouracil  which  will 
reach  the  central  nervous  system 
may  be  considered  in  the  future 
management  of  these  patients. 
Whole  brain  irradiation  can  signifi- 
cantly improve  a patient’s  perfor- 
mance and  corticosteroids  can  be 
tapered  and  ultimately  discon- 
tinued. Most  patients  will  benefit 
from  this  therapy  and  several  of  our 
patients  have  remained  free  of 
symptoms  with  normal  brain  scans 
from  one  to  two  years  after  treat- 
ment. 

Radiation  therapy  can  provide 
effective  palliation  in  patients  with 
advanced  disease;  for  example, 
symptomatic  bony  metastases  or 
chest  wall  recurrence.  One  must  be 
aware  that  radiation  therapy  causes 
bone  marrow  suppression,  espe- 
cially when  the  pelvis,  ribs  and 
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spine  are  treated,  and  can  limit  con- 
comitant or  subsequent  chemother- 
apy. In  patients  with  large  osteoly- 
tic lesions  of  the  femur,  orthopedic 
evaluation  should  be  considered 
because  pinning  or  hip  replacement 
may  be  of  benefit  especially  if  a 
fracture  has  occurred. 

CONCLUSIONS 

In  light  of  our  knowledge  of  the 
result  of  assay  of  estrogen  receptors 
done  on  a specimen  obtained  at 
primary  surgery,  a therapeutic 
schema  is  presented  (Fig.  1).  All 
pathological  Stage  1 patients  are  ob- 
served while  all  Stage  II  patients 
should  be  considered  for  adjuvant 
therapy.  If  a patient  develops 
metastatic  disease,  further  therapy 
is  determined  by  the  initial  estrogen 
receptor  assay  results  unless  the  re- 
current tumor  is  accessible  to 
biopsy.  If  biopsy  of  the  recurrence 
can  be  obtained,  estrogen  receptor 
assay  is  repeated  since  in  some  pa- 
tients the  estrogen  receptor  status 
may  change  from  the  time  of  pri- 
mary surgery.  A change  from  ERA 
positivity  to  ERA  negativity  may 
indicate  that  the  tumor  is  less  well- 
differentiated  and  portend  a poorer 
prognosis.  In  patients  with  predom- 
inantly soft  tissue  or  bone  metas- 
tases,  or  with  pulmonary  disease  — 
small  pleural  effusion  or  small 
nodules  without  compromise  of 
pulmonary  function  — hormonal 
therapy  would  be  the  first  choice  for 
those  who  have  estrogen  receptor 
protein  demonstrated  in  the  tumor. 


In  patients  with  extensive  pulmo- 
nary metastases  or  a large  pleural 
effusion  with  compromised  respira- 
tory function,  chemotherapy  would 
be  preferred.  In  patients  with  exten- 
sive liver  metastases,  we  would 
suggest  chemotherapy  regardless  of 
hormonal  status  since  few  respond 
to  hormonal  manipulation.  Patients 
with  brain  metastases  should  be 
managed  separately  as  noted  above. 

Local  irradiation  can  be  effec- 
tively used  for  patients  whose  re- 
current disease  can  be  encom- 
passed within  reasonable  portals 
and  whose  previous  therapy  does 
not  preclude  further  irradiation. 
Chemo-  or  hormonal  therapy 
should  be  considered  after  radiation 
therapy  for  many  of  these  patients, 
especially  if  there  is  disease  outside 
the  irradiated  field. 

ADDENDUM 

Since  the  presentation  of  these 
data,  several  studies  have  appeared 
indicating  that  preoperative  bone 
scans  are  positive  in  only  a very 
small  percentage  of  patients.  It  is 
still  our  feeling  that  they  should  be 
done  prior  to  surgery  as  they  will 
detect  some  patients  with  occult 
metastatic  disease. 
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...  by  an  inconsiderate  and  childish  affectation  of  Noveltie,  as  is  the  true  case  of  the  first  invention  of 
Tobacco  taking,  and  of  the  first  entry  thereof  among  us.  For  Tobacco  being  a common  herbe.  which 
(though  under  divers  names)  growes  almost  everywhere,  was  first  found  out  by  some  of  the  barbarous 
Indians,  to  be  a Preservative,  or  Antidot  against  the  Pockes,  a filthy  disease,  whereunto  these  barbarous 
people  are  (as  all  men  know)  very  much  subject,  what  through  the  uncleanly  and  adust  constitution  of 
their  bodies,  and  what  through  the  intemperate  heate  of  their  Climate:  so  that  as  from  them  was  first 
brought  into  Christendome,  that  most  detestable  disease,  so  from  them  likewise  was  first  brought  this 
use  of  Tobacco,  as  a stinking  and  unsavorie  Antidot,  for  so  corrupted  and  execrable  a Maladie,  the 
stinking  Suffumigation  whereof  they  yet  use  against  the  disease,  making  so  one  canker  or  venime  to  eate 
out  another.  — A Counter-Blaste  to  Tobacco,  King  James  1,  1604. 


5% 


Vot..  39.  No.  I 


Perforation  of  a Benign  Gastric  Ulcer  Into 
the  Left  Pleural  Cavity:  Successful 
Surgical  Treatment  of  a Case  Mimicking 
Boerhaave’s  Syndrome 

Norman  A.  Silverman,  M.D.,  and  E.  Wilson  Staub,  M.D. 


ABSTRACT  A case  of  perforation 
of  a benign  gastric  ulcer  into  the  left 
pleural  cavity  is  reported.  Perfora- 
tion of  a gastric  ulcer  into  the 
thoracic  cavity  is  usually  due  to  delay 
in  diagnosis  and  treatment  of  an 
intra-abdominal  gastric  perforation 
or  an  intrathoracic  location  of  the 
stomach.  Prompt  surgical  treatment 
is  imperative. 

IN  1724.  Boerhaave  described  the 
clinical  syndrome  of  postemetic 
rupture  of  the  esophagus.  The  re- 
sultant contamination  of  the 
mediastinum  and  left  pleural  cavity 
by  gastric  contents  classically  pro- 
duces excruciating  chest  or  epigas- 
tric pain,  dyspnea  and  subcutane- 
ous emphysema.  The  differential 
diagnosis  includes  dissection  of  the 
thoracic  aorta,  acute  myocardial 
infarction,  pulmonary  embolism, 
spontaneous  pneumothorax,  in- 
:arcerated  diaphragmatic  hernia, 
and  such  acute  abdominal  diseases 
as  perforated  peptic  ulcer,  pan- 
creatitis, mesenteric  vascular  oc- 
clusion and  biliary  colic.  This  report 
describes  a patient  who  was  thought 
to  have  spontaneous  rupture  of  the 
esophagus  but  who  was  found  at 
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surgery  to  have  free  perforation  of  a 
benign  gastric  ulcer  into  the  left 
pleural  cavity  with  no  intraperi- 
toneal  soilage. 

CASE  REPORT 

A 77-year-old  woman  was  ad- 
mitted to  Moore  Memorial  Hospital 
after  fracturing  her  right  femoral 
neck.  Her  history  revealed  that  a 
permanent  transvenous  pacemaker 
had  been  inserted  two  years  earlier 
for  complete  heart  block  and  that 
she  had  a long  history  of  osteoar- 
thritis for  which  indomethacin  had 
been  prescribed.  On  the  day  of  ad- 
mission, open  reduction  and  inter- 
nal fixation  of  the  right  hip  with  a 
Knowles  pin  was  performed.  On  the 
second  postoperative  day,  she  be- 
came nauseated  and  vomited  and 
then  began  to  complain  of  severe 
pain  in  her  left  chest  and  shortness 
of  breath.  The  patient  was  tachyp- 
neic  and  dyspneic  with  a respiratory 
rate  of  32  and  a temperature  of  101°. 
No  subcutaneous  emphysema  was 
found.  Breath  sounds  were  mark- 
edly diminished  over  the  left  chest. 
The  abdomen  was  nontender  and 
bowel  sounds  were  normal.  Blood 
studies  showed  a leukocytosis  of 
21,700  and  normal  serum  chemis- 
tries. The  electrocardiogram  dem- 
onstrated a paced  rhythm  with  no 
change  from  the  preoperative  trac- 
ing. Chest  x-ray  showed  a left 
hydropneumothorax  and  a #20  ar- 
gyle  chest  tube  was  inserted  that 


drained  bilious  fluid  with  a pH  of  4.0 
(Fig.  1 ).  An  emergency  gastrografin 
swallow  was  interpreted  as  demon- 
strating no  esophageal  perforation 
(Fig.  2).  However,  charcoal  given 
by  mouth  soon  appeared  in  the 
thoracostomy  tube.  The  patient  was 
taken  to  the  operating  room  with  the 
presumptive  diagnosis  of  poste- 
metic esophageal  perforation  and 
explored  through  a left  posterolat- 
eral thoracotomy.  The  lung  was  en- 
cased in  a fibrinous  exudate  and  the 
pleural  cavity  contained  a large 
quantity  of  undigested  food.  After 
evacuation  of  the  particulate  mat- 
ter, gastric  mucosa  was  visualized 
through  a 1 cm  perforation  in  the 
dome  of  the  left  diaphragm.  The 
diaphragm  was  radially  incised. 
Abdominal  exploration  revealed  no 
peritoneal  contamination;  however, 
the  fundus  of  the  stomach  was 
densely  adherent  to  the  diaphragm. 
When  the  stomach  was  freed,  a 
peptic  ulcer  was  found  in  the  fun- 
dus. The  ulcer  was  excised  and  the 
site  oversewn  in  two  layers.  His- 
tological examination  confirmed  the 
diagnosis  of  a benign  gastric  ulcer. 
At  surgery,  no  evidence  of  esoph- 
ageal perforation  was  found.  The 
patient  did  well.  Her  chest  tubes 
were  removed  on  the  fifth  day  and 
she  was  discharged  on  the  16th 
postoperative  day. 

DISCUSSION 

Perforation  continues  to  be  a 
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Fig.  1.  Initial  chest  film  demonstrates  left 
hydropneumothorax. 


major  complication  of  peptic  ulcer- 
ations of  the  stomach.  Most  benign 
gastric  ulcers  appear  on  the  lesser 
curvature  of  the  stomach  at  the 
junction  of  the  antral  and  fundic 
mucosa.  Transmural  penetration 
therefore  results  in  free  perforation 
into  the  peritoneal  cavity  with  the 
classic  symptoms  of  sudden  ab- 
dominal pain,  rigidity  and  peri- 
tonitis. Unusual  clinical  presenta- 
tions of  perforated  gastric  ulcer  may 
occur  because  of  a delay  in  making 
the  diagnosis  or  because  of  an 
atypical  location  of  the  ulcer.  It  has 
been  recently  appreciated  that  cer- 
tain medications  can  produce 
chronic  ulceration,  particularly  in 
women.  An  important  and  in- 
teresting feature  of  these  drug- 
induced  ulcers  is  their  tendency  to 
localize  in  the  fundus  and  body  of 


the  stomach  along  the  greater  cur- 
vature.' Indomethacin  is  a known 
ulcerogenic  drug,  and  its  use  by  the 
patient  described  in  this  report  may 
be  invoked  as  etiologic  for  the 
chronic  ulcer  found  at  surgery  in  the 
gastric  fundus.  Inflammation 
around  the  ulcer  would  then  cause 
dense  adherence  to  the  adjacent 
diaphragm.  When  perforation  oc- 
curred, the  peritoneal  cavity  would 
be  walled  off  by  the  previous  scar- 
ring and  the  ulcer  would  rupture 
transdiaphragmatically  into  the  free 
pleural  space. 

In  a review  of  the  literature,  it  is 
apparent  that  the  involvement  of  the 
mediastinum  and  pleura  by  perfo- 
rated gastric  ulcers  is  often  due  to 
delay  in  establishing  the  correct 
diagnosis  of  an  intra-abdominal 
gastric  perforation.  Fenwick  col- 
lected 21  cases  of  perforated  gastric 
ulcer  into  the  left  pleura,  media- 
stinum, heart  or  pericardium.2  In 
these  cases,  subdiaphragmatic 
abscess  antedated  diaphragmatic- 
perforation.  The  stomach  was 
firmly  adherent  to  the  inferior  sur- 
face of  the  diaphragm,  and  the  dia- 
phragmatic muscle  was  finally 
eroded  by  infection  and  the  chronic 
ulcer.  Friedenwald  described  a pa- 
tient whose  subphrenic  abscess 
eroded  through  the  diaphragm  and 
adherent  pleura  into  lung  paren- 
chyma causing  multiple  lung 
abscesses.2  A patient  described  by 
Cooper  had  a perforated  gastric 
ulcer  and  was  ill  for  six  weeks  be- 
fore perforation  of  a subphrenic 
abscess  into  the  lung  and  pleura 
with  a resultant  bronchopleural 
fistula.4 

The  lethality  of  acute  perforation 
of  an  intra-abdominal  gastric  ulcer 
into  the  left  pleural  cavity  is  con- 
firmed by  previous  reports  of  pa- 
tients treated  without  surgery. 
Hudson  et  al  described  a patient 
who  vomited,  developed  severe  ab- 
dominal pain  and  a left  hydro- 
pneumothorax, and  died  within  24 
hours.5  An  autopsy  determined  that 
a gastric  ulcer  on  the  posterior  car- 
dia  had  eroded  superiorly  into  the 
wall  of  the  esophagus  causing  dis- 
section of  the  esophageal  wall  with 
perforation  into  the  left  pleural  cav- 
ity. Wulsin  presented  a patient  w ho 
had  a two-hour  history  of  abdominal 


pain  and  hematemesis."  He  pre- 
sented with  subcutaneous  em- 
physema and  a left  pneumothorax. 
The  patient  refused  treatment  and  at 
autopsy  10  days  later  was  found  to  1 
have  a perforated  gastric  ulcer,  re-  : 
troperitoneal  and  mediastinal 
abscesses,  and  gastric  fluid  in  the 
left  chest.  An  autopsy  study  of  31 
cases  of  undiagnosed  perforated 
peptic  ulcer  describes  a patient  with 
a fundal  ulcer  perforating  into  the 
right  pleural  cavity.7 

Perforation  by  gastric  ulcers  into 
thoracic  structures  may  be  due  to 
the  intrathoracic  location  of  the 
stomach.  Sangster  reported  a pa- 
tient who  had  a diaphragmatic  de- 
fect in  the  tendinous  portion  of  the 
left  diaphragm.8  No  hernia  sac  was 
present  and  a benign  ulcer  in  the 
herniated  stomach  perforated  into 
the  pleural  cavity.  Similarly,  Nigam 
described  a patient  with  an  eventra- 
tion of  the  left  diaphragm  whose 
gastric  ulcer  perforated  into  the 
left  chest."  This  patient  was  suc- 
cessfully treated  by  excising  and 
oversewing  the  ulcer.  After 
esophagectomy,  an  esophagogas- 
tric anastomosis  is  often  made  in  the 
left  chest  to  reestablish  gastrointes- 
tinal continuity.  Ulcers  developing 
in  the  intrathoracic  stomach  rem- 
nant have  been  reported  to  perfo- 
rate the  pericardium  causing 
pericarditis,  pyopneumopericar- 
dium  or  cardiac  tamponade.  In  ad- 
dition, these  reports  have  docu- 
mented direct  perforation  by  an 
ulcer  of  the  left  atrium  or  left  ven- 
tricle resulting  in  exsanguinating 
gastrointestinal  hemorrhage . 1 0 
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Editorials 


ROLE  OF  NORTH  CAROLINA  PHYSICIANS 
IN  EMERGENCY  MEDICAL  SERVICES 

Until  fairly  recently  emergency  medical  services 
(EMS)  were  a hodgepodge  of  ambulances  usually 
based  at  funeral  homes  and  reluctant  emergency  room 
personnel  mostly  provided  by  hospitals'  house  staffs. 
Federal  and  state  laws  have  brought  some  order  into 
this  chaos.  The  operation  of  emergency  vehicles  has 
been  concentrated  essentially  in  the  hands  of  the  local 
governments.  The  state  has  mandated,  provided  and 
controlled  the  training  of  emergency  medical  techni- 
cians (EMTs).  Some  14,000  people  are  certified  in 
North  Carolina  as  emergency  medical  technicians, 
300  are  certified  as  EMTIVs  (emergency  medical 
technician  intravenous)  and  100  as  mobile  intensive 
care  technicians.  Emergency  medical  services  have 
four  identifiable  components:  communication,  trans- 
portation, medical  service  and  training.  The  goal  of 
emergency  medical  services  is  to  provide  a person 
who  is  injured  or  suddenly  taken  ill  with  rapidly- 
arriving  help,  sustenance  of  life  and  quick  and  safe 
transportation  to  a medical  facility  that  can  adequately 
care  for  him.  It  is  obvious  that  in  order  to  do  these 
things  efficiently  a proper  communication  network 
must  exist  among  the  base  of  operations,  the  vehicles, 
the  personnel  in  the  field  and  the  emergency  depart- 
ments of  hospitals.  Transportation  vehicles  should 
meet  certain  federal  and  state  requirements,  and  to 
achieve  all  of  the  above,  training  is  necessary.  The 
icid  test  of  emergency  medical  services  occurs  at  the 
lospitals. 

For  the  past  century  and  a half  the  physician  and  the 
nurse  have  established  working  relationships  in  the 
:ourse  of  their  practice  within  the  hospital.  It  is  now 
necessary  for  physicians  to  establish  some  relation- 
ship with  emergency  medical  technicians.  As  much  as 
:he  new  specialty  of  emergency  medicine  has  pro- 
luced  physicians  oriented  toward  emergency  medi- 
:ine,  it  is  of  paramount  importance  that  every  physi- 
cian be  cognizant  of  his  role  in  emergency  medical 
services.  After  all,  anyone  involved  in  an  emergency 
ind  taken  to  a hospital  is  likely  to  become  the  patient 
nf  a physician  on  the  hospital  staff. 

In  some  communities  emergency  medical  services 
encounter  outright  hostility  from  the  medical  com- 
munity. Due  to  the  availability  of  nonphysician  in- 
structors, emergency  medical  technicians  are  rela- 
:ively  self-sufficient  in  terms  of  basic  life  support 
echniques.  However,  training  in  the  administration  of 
ntravenous  fluids  and  advanced  life  support  is  avail- 
able only  in  a hospital.  To  serve  all  patients  in  the  best 


possible  manner,  physicians  should  see  that 
emergency  medical  technicians  and  mobile  intensive 
care  technicians  are  properly  trained  and  that  they 
maintain  their  skills.  Therefore,  it  becomes  of  great 
importance  that  the  teaching  of  these  people  take 
place  in  medical  institutions. 

Emergency  medical  technicians  are  in  the  process 
of  forming  what  will  likely  become  a large  and  impor- 
tant organization.  The  national  group  has  more  than 
10,000  members  and  is  publishing  a journal;  on  the 
state  level  a young  organization  is  active  and  running. 

The  medical  profession  is  often  set  upon  by  the 
critics  as  unresponsive  and  self-centered.  “Emer- 
gency medical  services”  is  currently  a popular  sub- 
ject, and  continued  lack  of  involvement  of  some  local 
segments  of  the  North  Carolina  medical  community  in 
EMS  training  could  be  misinterpreted  by  our  critics  as 
a lack  of  commitment  rather  than  apathy,  which  it 
probably  is. 

In  addition,  the  lack  of  involvement  by  physicians 
and  particularly  the  paucity  of  physician  support  in 
some  smaller  communities,  encourages  the  reluctance 
of  nurses  and  hospital  administrators  to  support  EMS. 

The  time  is  at  hand  when  all  North  Carolina  physi- 
cians should  step  forward  when  requested  and  provide 
their  support  and  expertise  to  improve  emergency 
medical  services  and,  therefore,  to  serve  all  patients  in 
the  best  possible  manner. 

George  Podgorny,  M.D.,  Winston-Salem,  N.C. 


GUIDELINES  FOR  COMPUTERIZED 
TOMOGRAPHY 

The  advent  of  computerized  tomography  in  Ameri- 
can medicine  provided  a wonderful  opportunity  for 
taking  sides  and  there  were  many  sides  to  be  taken. 
For  the  large  hospital,  fearful  of  losing  face,  scientific 
progress  and  improved  patient  services  had  to  be  con- 
sidered while  governmental  agencies,  watchdogs  of 
cherished  dollars,  voiced  concern  because  costs 
seemed  dramatically  high.  The  Wall  Street  Journal 
even  entered  the  fray  on  behalf  of  its  version  of  the 
free  market.  Somewhat  the  potential  beneficiaries  of 
improved  technology,  patients,  were  not  consulted 
although  they  had  many  self-appointed  spokesmen. 
Of  course  patients  could  not  really  speak  for  them- 
selves because  it  takes  time  to  accumulate  enough 
data  to  recognize  how  new  instruments  can  best  be 
used  for  them. 

What  theorists  without  clinical  background  failed  to 
realize  is  that  after  the  introduction  of  any  new  diag- 
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nostic  or  therapeutic  vector  there  is  a hunting  and 
gathering  stage  during  which  sufficient  data  must  be 
accumulated  at  considerable  expense  for  value  of  the 
new  tool  to  be  determined.  Such  is  our  thirst  for 
novelty  that  we  tend  to  forget  that  effective  applica- 
tion can't  come  without  precise  observation.  In  this 
issue  of  the  Journal  is  a report  from  the  Blue  Cross 
and  Blue  Shield  Subcommittee  about  computerized 
tomography  in  North  Carolina  which  has  spent  many 
hours  in  trying  to  arrive  at  a reasonable  position  about 
reimbursement  for  the  procedure.  It  deserves  the  at- 
tention of  all  North  Carolina  physicians  just  as  the 
subcommittee  deserves  our  thanks. 

Much  of  the  hoopla  could  have  been  avoided  had 
the  matter  been  approached  dispassionately.  De- 


velopment is  costly  and  fair  return  for  investment  is 
essential.  However,  quality  control  in  the  medical 
marketplace  is  determined  in  large  measure  by  utili- 
tarian standards  — ultimately  by  value  to  patient  and 
physician.  Perhaps  third  parties  need  to  join  industry, 
hospitals,  government  and  physicians  in  setting  up 
quasi-independent  task  forces  not  unlike  the  team  of 
patient,  doctor,  drug  house  and  government  which 
evaluates  drugs  before  market.  But  many  drugs  are 
lingering  so  long  in  Phase  III  that  other  patients  are 
being  denied  their  due.  We  need  ad  hoc  groups  whose 
recommendations  have  scientific  validity  and  legal 
impact  if  we  are  to  have  economy  and  better  medicine. 
If  this  is  to  be  done,  government  must  be  a partner,  not 
a parent.  J.H.F. 


Committees  and 
Organizations 


COMMITTEE  ON  TRAFFIC  SAFETY 
“Injury  Control’’ 

Every  year,  60  million  Americans  are  injured.  In 
1975  there  were  156,000  injury-related  deaths;  88,000 
hospital  personnel  and  one-eighth  of  all  general  hos- 
pital beds  are  required  for  treatment  of  the  injured. 
The  annual  cost  of  motor  vehicle  injuries  alone  is 
estimated  at  $18  billion. 

Most  injuries  are  caused  by  abnormal  energy 
transfers  or  interference  with  energy  transfers.  Ab- 
normal energy  transfers  include  all  fractures,  lacera- 
tions, abrasions  and  contusions.  The  causative  factor 
is  the  transfer  of  mechanical  energy  either  by  moving 
objects  (bullets,  knives,  etc.)  or  impacts  of  moving 
people  against  relatively  stationary  surfaces  such  as 
windshields  and  stairs.  Interference  with  energy 
transfer  includes  normal  body  energy  exchanges,  such 
as  interference  with  oxygen  exchange,  as  in  drowning 
or  carbon  monoxide  poisoning,  or  thermo-regulation, 
as  in  freezing.  The  fundamental  tasks  in  injury  are  (a) 
to  prevent  the  agents  from  reaching  people  in  amounts 
or  rates  that  exceed  injury  thresholds,  and  (b)  to 
minimize  the  consequences  of  injury  through  several 
approaches: 

1.  Prevent  the  marshalling  of  potentially  injurious 
agents. 

2.  Reduce  the  amounts  of  such  agents  (limit  the 
speed  of  vehicles  or  the  height  of  diving  boards). 

3.  Prevent  inappropriate  release  of  the  agent  (re- 
duce the  amount  of  information  a driver  must 
monitor  and  simplify  the  actions  he  must  take). 

4.  Modify  the  release  of  the  agent  (design  seat  belts 
which  would  decelerate  the  occupants  with  the 
vehicle  rather  than  permit  more  abrupt  deceler- 
ation against  hard  surfaces). 


5.  Separate  in  time  or  space. 

6.  Separate  with  physical  barriers. 

7.  Modify  surfaces  and  basic  structures  (remove 
projections  and  round  and  soft  corners  and  edges 
of  likely  impact  areas  such  as  car  fronts). 

8.  Increase  resistance  to  injury. 

9.  Emergency  response. 

10.  Medical  care  and  rehabilitation  (modern  com- 
munications systems,  ambulances  designed  and 
equipped  to  support  life,  and  highly  trained 
emergency  and  paramedical  personnel  are  es- 
sential for  the  adequate  management  of  acutely 
injured  patients.  Physicians  can  play  a crucial 
role  by  being  prepared  and  willing  to  give  life- 
supporting assistance  in  emergencies,  promoting 
first-aid  training  for  laymen,  pushing  for  urgently 
needed  services  and  paramedical  training  pro- 
grams, and  insisting  on  the  evaluation  of  medical 
care  of  the  injured). 

Human  behavior  is  undeniably  important  in  injury 
causation.  Behaviors  contributing  to  injury  include 
most  human  activities.  Examples  pertinent  to  drivers 
include  the  distance  driven,  the  speed  of  travel,  the 
use  of  alcohol,  and  the  non/use  of  seat  belts.  “Safety 
campaigns”  have  generally  been  expensive  and  had 
little  success.  Often,  the  failure  of  educational  efforts 
has  been  followed  by  coercion,  and  when  coercion  has 
failed,  legal  sanctions  have  been  proposed. 

In  the  area  of  injury  prevention  and  drugs,  alcohol  is 
the  only  drug  involved  in  a substantial  proportion  of 
injury-producing  events.  Half  of  all  motor  vehicle 
crashes  cause  fatality  to  the  occupant.  More  than  one- 
fifth  of  those  in  which  the  occupants  are  seriously  in- 
jured and  one-third  or  more  of  the  crashes  that  are 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $100  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  1 2 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


fatal  to  adult  pedestrians  result  at  least  in  part  from  the 
use  of  alcoholic  beverages.  While  medical  conditions 
can  contribute  to  injury  events,  data  are  not  available 
for  determining  the  extent  to  which  diseases  increase 
the  risk  of  injury.  It  is,  however,  important  to  note 
that  if  injury  occurs  because  a drug  was  prescribed 
without  adequate  warning  as  to  possible  side  effects, 
the  physician  may  be  held  legally  liable. 

Injuries,  the  leading  cause  of  death  for  more  than 
half  the  span  of  human  life,  can  be  greatly  reduced  in 
frequency,  severity  and  sequelae.  To  do  so,  physi- 
cians, other  health  workers  and  the  public  must 
employ  approaches  based  on  science  rather  than 
guesswork.  Through  relationships  with  patients  and 
the  public  and  with  decision-makers  in  industry  and 
government,  those  who  understand  the  issues  and 
scientific  concepts  involved  can  effectively  contribute 
to  substantial  reduction  of  this  huge  problem. 

William  Haddon,Jr.,  M.D. 

Susan  P.  Baker  M.P.H. 


COMPUTERIZED  TOMOGRAPHY  SCAN 
SUBCOMMITTEE  OF  THE  BLUE  SHIELD 
COMMITTEE 

“Policy  Concerning  Computerized 
Tomography  Scans” 


Blue  Cross  and  Blue  Shield  of  North  Carolina,  with 
the  help  of  the  Ad  Hoc  CT  Scan  Subcommittee  of  the 
Blue  Shield  Committee  of  the  North  Carolina  Medical 
Society,  has  established  a policy  regarding  procedure 
codes  and  guidelines  pertaining  to  computerized  to- 
mography benefits. 

Although  Blue  Cross  and  Blue  Shield  of  North 
Carolina  already  provides  benefits  for  established 
diagnostic  radiologic  tests  and  procedures  consistent 
with  diagnoses,  including  CT  scans,  the  new  policy 
was  created  to  assure  responsible  payment  of  sub- 
scriber funds  by  appropriate  and  effective  usage  of 
this  advanced  and  costly  diagnostic  service. 

In  January,  1977,  the  Blue  Shield  committee  of 
physicians  established  the  ad  hoc  CT  subcommittee  to 
study  the  clinical  and  economic  ramifications  of  CT 
scans.  The  subcommittee  is  composed  of  the  follow- 
ing members: 


Edward  V.  Staab,  M.D.,  Chairman 
Edwin  L.  Bryan,  M.D. 

David  L.  Kelly,  Jr.,  M.D. 

Robert  W.  McConnell,  M.D. 
Charles  E.  Putman,  M.D. 

Robert  B.  Salmon,  M.D. 

Joseph  W.  Stiefel,  M.D. 

Robert  W.  Youngblood,  M.D. 


Nuclear  Medicine 
Internal  Medicine 
Neurological  Surgery 
Radiology 
Radiology 
Radiology 
Neurology 
General  Surgery 


This  multi-specialty  subcommittee  met  jointly  with 
the  Executive  Committee  of  the  North  Carolina 
Chapter  of  the  American  College  of  Radiology  and 
conducted  discussions  with  other  concerned  specialty 
organizations  through  the  physicians  serving  on  the 
subcommittee.  Blue  Cross  and  Blue  Shield  of  North 
Carolina  established  the  procedure  codes  and 
guidelines  of  the  new  policy. 

The  criteria  for  benefit  payment  of  the  com- 
puterized tomography  procedures  are  listed  below. 
These  criteria  will  be  changed  and  updated  as  addi- 
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Librax' 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chlor- 
diazepoxide HCI  and/or  clidinium  Br 
Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazmes.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax 
When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered,  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e. , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


In  treating  certain  G.I.  disorders ... 

Enhance  your  therapeutic  expectations 


with  the  triple  benefits  of 

TT  Adjunctive 


Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Librax  is  unique  among  b J medications 
in  providing  the  specific  aritianxiety  action  of 
LIBREJ\l  (chlordiazepoxide  HC1)  as  well  as  the  potent 
antisecretory  and  antispasmodic  actions  of 
( )l  A RZ  A.\  (clidinium  Br)  for  adjunctive  therapy 
of  irritable  bowel  syndrome'and  duodenal  ulcer.* 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


mouthwash/gargle/sore 
throat  lozenges 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CEPASTAT 
brings  soothing  relief  within  minutes. 
Your  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
to  take  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 


Suit  the  product 
to  the  patient . . 


The  liquid  is  best  for  use  at 

home  as  a spray  or  gargle.  Lozenges 

are  ideal  for  patients  on  the  go. 


relief  of  minoi 


CEPASTAT  in  your 

treatment  room  . . . 

Used  as  a spray,  CEPASTAT  is  more 
keiy  to  deliver  the  most  relief  to  the 
painful  area  of  the  throat. 


A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


/CEPASTAT  sore  ,hroa*  w 

hjimi  patients  want 


ME  R RE  LL- NATIONAL  LABORATORIES 
Division  ot  Richardson-Merrell  Inc 
Cincinnati  Ohio  45215 


CEPASTAT 


aryngitis  and  tonsillitis 

...prompt  temporary  relie 


' 


t v";  '%■ 


of  pain  even  before 
patients  leavt 
your  office 
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ional  CT  scan  data  are  accumulated.  When  services 
ire  provided  for  other  than  the  indications  listed,  or 
or  procedures  designated  “IC”  (individual  consid- 
:ration),  an  explanation  should  accompany  the  claim 
locumenting  the  reasons  for  CT  scan  studies. 

The  subcommittee  has  developed  a CT  information 
'orm  (Form  No.  L-43)  which  may  be  requisitioned 
rom  Blue  Cross  and  Blue  Shield  of  North  Carolina.  It 
s to  be  completed  by  CT  scan  providers  for  providing 
l data  base  to  aid  the  subcommittee  in  evaluating 
ffectiveness  and  the  continued  updating  of  indica- 
ions  for  scanning.  The  forum,  upon  completion, 
hould  be  sent  to  the  North  Carolina  Medical  Society, 
\0.  Box  27167,  Raleigh,  N.C.  2761 1 , Attention  Sub- 
ommittee  on  Computerized  Tomography. 

The  subcommittee  will  meet  quarterly  to  review 
ata  collected  from  those  seeking  reimbursement  for 
T services  as  a basis  for  continued  evaluation  of  the 
ledical  indication  guidelines  and  to  add  criteria  for 
ppropriate  instrumentation  and  sequencing  with 
ther  diagnostic  studies. 

Also  established  by  the  subcommittee  is  a 
lechanism  for  the  continuing  education  of  providers 
/ith  CT  capabilities,  including  regional  quarterly 
leetings  for  the  exchange  of  technical  and  diagnostic 
iformation,  guest  speakers  to  present  experiences 
/ith  CT  to  other  medical  groups,  and  a CT  forum  at 
tate  Medical  Society  meetings. 

The  CT  scan  subcommittee  welcomes  comments 
nd  criticism.  Letters  should  be  sent  to  Edward  V. 


Staab,  M.D.,  Chairman,  CT  scan  subcommittee.  De- 
partment of  Radiology,  North  Carolina  Memorial 
Hospital,  Chapel  Hill,  N.C.  27514. 

INDICATIONS  FOR  CT  SCANNING 
Brain 

A.  Symptoms 

1 . Persistent  headache  of  significant  magnitude 

2.  Vertigo 

3.  Altered  consciousness 

4.  Seizures,  excluding  febrile 

5.  Symptoms  suggestive  of  transient  ischemic 

attacks 

6.  Dementia 

B.  Physical  Findings 

1.  Papilledema,  or  other  signs  of  increased  in- 

tracranial pressure 

2.  Apraxia  or  aphasia 

3.  Visual  field  defects 

4.  Cerebellar  dysfunction  signs 

5.  Hemiparesis 

6.  Exophthalmos 

7.  Other  focal  neurological  signs 

C.  Unresolved  Medical  Problems 

1.  Vascular 

a.  Cerebral  infarction 

b.  Subarachnoid  hemorrhage 

2.  Traumatic 

a.  Hematoma,  subdural  or  intracerebral 
hematoma 


We  can  help  you  help  your  patient . . . 

Problem  Pregnancy  Counseling 


without  charge,  anywhere  in  N.C. 

Caseworker  will  travel  to  client  if  your  patient 
cannot  go  to  CHS  office. 

To  refer  your  patient,  or  for  more  information, 
call  our  nearest  district  office: 


Asheville 
Chapel  Hill 
Charlotte 


(704)  258-1661 
(919)  929-4708 
(704)  334-2854 


Fayetteville  (919)483-8913 
Greensboro  (919)274-1538 
Greenville  (919)752-5847 


Wilmington  (919)763-9727 


The  Children’s  Home  Society 
of  N.C. 


founded  in  1903 
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b.  Orbits 

c.  Loss  of  consciousness  or  declining 
neurological  status 

3.  Neoplastic 

a.  Primary  brain  tumor 

b.  Intracranial  metastases 

4.  Congenital  Lesions 

a.  Hydrocephalus 

b.  Encephaloceles 

5.  Cerebral  Deterioration 

a.  Brain  atrophy 

b.  Acquired  hydrocephalus 

c.  Non-infectious,  infiltrative  disease 

6.  Infections  of  central  nervous  system 

7.  Abnormalities  seen  on  skull  x-ray,  e.g.,  cal- 

cification 

D.  Serial  studies  to  evaluate  response  to  treatment 
such  as: 

1.  Neoplasm 

2.  Hematoma 

3.  Hydrocephalus 

4.  Brain  abscess 

E.  Serial  studies  in  patients  without  structural  ab- 
normality 

1.  Progressive  neurological  findings 

2.  Physician  justification  to  peer  satisfaction 

Orbits  — Studies  for  mass  lesions. 

Face  — Studies  to  identify  skeletal  and  soft  tissue 
abnormalities  of  the  facial  bones,  sinuses  and  base  of 
skull. 

Neck  — Studies  to  identify  extent  of  soft  tissue 
neoplasms  of  the  pharynx. 

Chest  — Pleura  — Studies  to  identify  extent  of 
pleural  disease. 

Lung  — Studies  for  metastatic  neoplasia. 

Heart  — No  benefits  will  be  provided. 


Thoracic  Great  Vessels  — Studies  of  the  Thoracic 
Great  Vessels  will  be  reviewed  individually,  (IC); 
conventional  angiographic  methods  provide  more  ac- 
curate information. 

Mediastinum  — Studies  of  the  mediastinum  for  de- 
fining the  nature  of  superior  and  anterior  mediastinal 
and  para-mediastinal  lesions. 

Spine  — Studies  for  spinal  stenosis. 

Spinal  Cord  — Studies  of  the  spinal  cord  will  be 
reviewed  individually,  (IC). 

Retroperitoneum  — Studies  for  mass  lesions. 

Pancreas  — Studies  for  mass  lesions  (neoplasms  or 
inflammation  including  pseudocysts). 

Abdomen  and  Pelvis  — Studies  for  mass  lesions. 

Biopsy  — Studies  for  localization  and  thin  needle 
biopsy  for  staging  malignant  disease  or  diagnosis  and 
possible  drainage  of  abscesses. 

Treatment  planning  — Studies  to  delineate  a mass 
for  radiation  treatment. 

Kidney  — Studies  of  the  kidney  will  be  reviewed 
individually,  (IC);  ultrasound,  nuclear  medicine  scans 
and  conventional  radiography  can  usually  answer 
questions  without  CT. 

Biliary ; System  — Studies  for  obstructive  condi- 
tions. 

Gallbladder  — Studies  of  gallbladder  will  be  re- 
viewed individually,  (IC);  conventional  radiography 
and  B-mode  ultasound  provide  more  accurate  infor- 
mation. 

Abdominal  aorta  — Studies  of  abdominal  aorta  will 
be  reviewed  individually,  (IC);  properly  performed 
B-mode  ultrasound  examination  is  considered  highly 
efficacious. 

Pelvis  — Studies  for  staging  tumors  and  delineation, 
of  masses,  i.e.  abscess,  cysts. 

Extremities  — Studies  to  delineate  primary  bone 
tumors. 


Withe  the  report  of  a great  discovery  for  a Conquest,  some  two  or  three  Savage  men,  were  brought  in, 
together  with  this  Savage  custome.  But  the  pitie  is,  the  poore  wilde  barbarous  men  died,  but  that  vile 
barbarous  custome  is  yet  alive,  yea  in  fresh  vigor:  so  as  it  seemes  a miracle  to  me,  how  a custome 
springing  from  so  vile  a ground,  and  brought  in  by  a father  so  generally  hated,  should  be  welcomed  upon 
so  slender  a warrant.  For  if  they  that  first  put  it  in  practise  heere,  had  remembered  for  what  respect  it  was 
used  by  them  from  whence  it  came,  I am  sure  they  would  have  bene  loath,  to  have  taken  so  farre  the 
imputation  of  that  disease  upon  them  as  they  did,  by  using  the  cure  thereof.  — A Counter-Blaste  to 
Tobacco,  King  James  I,  1604. 
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NEW  MEMBERS 

of  the  State  Society 


Vlickes,  George  Cartwright,  MD,  (IM)  1100  Blythe  Blvd.,  Char- 
lotte 28203 

3arham,  Berlin  Francis,  Jr.,  MD,  (CDS)  1900  Randolph  Rd.,  Char- 
lotte 28207 

3havis,  Herman  (STUDENT)  212-D  Branson  Street,  Chapel  Hill 
27514 

"lark,  Kenneth  James,  Jr.,  MD,  (GE)  131  McDowell  Street, 
Asheville  28801 

)el  Marmol,  Hortensia  Rita,  MD,  (INTERN-RESIDENT)  1402 
Wyldewood  Road,  A-2,  Durham  27704 
)ennis,  Kenneth  Michael,  MD  (PD)  3-A  Smathers  Street,  Clyde 
28721 

Jovenmuehle,  Robert  Henry,  MD,  (P)  2901-G  Cottage  Place, 
Greensboro  27405 

)rew,  Philip  Trafton,  MD,  (FP)  1009  Markham  Avenue,  Durham 
27701 

}off,  David  Albert,  (STUDENT)  L-8  Berkshire  Manor,  Carrboro 
27510 

iarlan,  David  Marshall,  (STUDENT)  1911  Erwin  Road,  Apt.  D., 
Durham  27705 

leyer,  Robert  Allan,  MD,  (IM)  2711  Randolph  Rd.,  Ste.  100, 
Charlotte  28207 

(.ahn,  Leonard  Bernard,  MD,  (PTH)  UNC,  Dept,  of  Path.  228-H, 
Chapel  Hill  27514 

.azaro,  Ernest  C.,  MD,  116  W.  Market  Street,  Hertford  27944 
.ee,  Jesse  Thomas,  III  (STUDENT)  Box  2811,  Duke  Med.  Ctr., 
Durham  27710 

xe,  Joseph  D.,  MD,  (R)  P.O.  Drawer  575,  Lincolnton  28092 
xone,  Cheryl  Levine,  MD,  (PTH)  1740  Montclaire  Ave.,  Gastonia 
28052 

xone,  Philip,  MD,  (PTH)  1740  Montclaire  Ave.,  Gastonia  28052 
rindow,  Larry  Gene,  MD,  1949  Clematis  Drive,  Charlotte  28211 
dcQuade,  John  Francis,  III,  MD,  (IM)  4511  Gloucester  Dr.,  New 
Bern  28560 

dorris,  Donald  S.,  MD,  Forsyth  Mem.  Hosp.,  Winston-Salem 
27103 

)liver,  David  Clark,  MD,  (IM)  4607  W.  Fairway  Drive,  New  Bern 
28560 

’atterson,  Furnifold  McLendel  Simmons,  Jr.,  M.D.  (CD)  Rt.  6, 
Box  78,  Chapel  Hill  27514 

’eters,  Peter  Demjantschuk,  MD,  P.O.  Box  85,  Broughton  Hospi- 
tal, Morganton  28655 

’eterson,  David  Marshall,  Jr.,  MD,  (IM)  3535  Randolph  Road, 
Charlotte  2821 1 

Vather,  Donna  Lynn,  MD,  (INTERN-RESIDENT)  1540  Garden 
Terrace,  Apt.  308,  Charlotte  28203 
losen,  Richard  James,  MD,  (IM)  1032  Professional  Village, 
Greensboro  27401 

•hanker,  Kasturi  G.,  MD,  (U)  117  W.  7th  St.,  Roanoke  Rapids 
27870 

•havender,  Eugene  Frank,  MD,  (OBG)  1821  Green  St.,  Durham 
27705 

'allent,  Eric  Allen  (STUDENT)  Old  Well  Apts.  1 1-0,  Carrboro 
27510 

Jnderhill,  Thurlow  Reed,  MD,  (U)  800  Hospital  Dr.  Ste.  4,  New 
Bern  28560 

Jrban,  Bruno  Joseph,  MD,  (AN)  Box  3094,  Duke  Med.  Center, 
Durham  27710 

Veiler,  Stephen  James,  MD,  (P)  Box  3263,  Duke  Med.  Center, 
Durham  27710 

Villiams,  Randal  James,  MD,  (OPH)  P.O.  Box  2588.  Hickory  28601 


Woodward,  Kent  Thomas,  MD,  (TR)  Duke  Med.  Ctr.  Div.  of 
Therapeutic  Radiology,  Durham  27710 
Woodworth,  Alfred  Norman,  MD,  1 18  Oakmont  Drive,  Greenville 
27834 

Worland,  David  Eric,  MD,  (AN)  208  Homewood  Avenue,  Greens- 
boro 27401 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  Wayne  County  Hospital  and  Burroughs 
Wellcome  Company  are  accredited  by  the  American  Medical  As- 
sociation. Therefore  CME  programs  sponsored  or  co-sponsored  by 
these  schools  automatically  qualify  for  AMA  Category  I credit 
toward  the  AMA’s  Physician  Recognition  Award,  and  for  North 
Carolina  Medical  Society  Category  A credit.  Where  AAFP  credit 
has  been  requested  or  obtained,  this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 


PROGRAMS  IN  NORTH  CAROLINA 

December  1-2 

American  College  of  Physicians  — North  Carolina  Society  of  Inter- 
nal Medicine  Annual  Meeting 

Place:  Sheraton  Inn,  Charlotte 

For  Information:  Norman  H.  Garrett,  M.D.,  1038  Professional  Vil- 
lage, Greensboro  27401 

December  2 

Pregnancy,  Birth  and  Infancy:  Origins  of  Attachment 

Fee:  $35 

Credit:  6 hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

December  11-15 

Industrial  Toxicology 

For  Information:  Mario  Battigelli,  M.D.,  Department  of  Medicine, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

December  13 

Office  Gynecology 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

January-February 

1st  District  Medical  Society  Postgraduate  Course 

Place:  Edenton,  Ahoskie 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 
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January  10 

Immunological  Aspects  of  Malignancy 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  Assistant  Dean  for 
Continuing  Education,  East  Carolina  University  School  of  Medi- 
cine, Greenville  27834 

January  17 

Wingate  Johnson  Memorial  Lecture 
Fee:  None 
Credit:  2 hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing  Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

January  17 

Office  Recognition  and  Management  of  Sexual  Dysfunction 
Place:  Flame  Steak  House,  Sanford 

Sponsors:  Lee  County  Medical  Society  and  Wake  AHEC 
Fee:  $6 

Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

January  26-27 

Urology  Postgraduate  Course 
Fee:  $100 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

February  1-3 

Womack  Surgical  Society  Meeting 
Place:  Berryhill  Hall 

For  Information:  Noel  McDevitt,  M.D.,  Department  of  Surgery, 
UNC  School  of  Medicine,  Chapel  Hill  27514 
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February  2-3 

North  Carolina  Conference  for  Medical  Leadership 
Place:  Sheraton  Crabtree  Motor  Inn,  Raleigh 
Sponsor:  North  Carolina  Medical  Society 

For  Information:  Mr.  William  N.  Hilliard,  Executive  Director, 
North  Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

February  14 

Psychopharmacology  Update 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

February  16-20 

Basic  Electroencephalography 
Credit:  30  hours 

For  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

February  19-23 

Microvascular  Surgery  Workshop 
Credit:  40  hours 

For  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 

March  3-4 

Anesthesiology 

For  Information:  David  Brown,  M.D.,  Department  of  Anesthesiol- 
ogy, UNC  School  of  Medicine,  Chapel  Hill  27514 

March  8-10 

Internal  Medicine  — 1979 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

March  9-10 

2nd  Ocutome  Workshop 
Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

March  9-10 

Frank  R.  Lock  Symposium  in  Obstetrics  and  Gynecology 
Fee:  $125 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

March  14 

Recent  Advances  in  Surgical  Care 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dear 
for  Continuing  Education,  East  Carolina  University  School  ot 
Medicine,  Greenville  27834 

March  29-30 

Annual  Cancer  Research  Symposium 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu 
cation,  236  MacNider  Building  202-H,  UNC  School  of  Medicine 
Chapel  Hill  27514 

March  31-April  1 

4th  Annual  Radiology  Update 
Fee:  $50 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con 
tinuing  Education,  Bowman  Gray  School  of  Medicine 
Winston-Salem  27103 

April  2-6 

7th  Annual  Tutorial  — Radiology  of  the  Chest 
Sponsor:  The  Department  of  Radiology,  Duke  University  School  o 
Medicine 
Credit:  30  hours 
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For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808 
Duke  University  School  of  Medicine,  Durham  27710 

April  2-6 

Chest  Radiology 
Place:  Ramada  Inn,  Durham 
Fee:  $300 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  Box  3808 
Duke  University  Medical  Center,  Durham  27710 

April  6-7 

Practical  Pediatrics 
Fee:  $35 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine 
Winston-Salem  27103 

April  11 

Current  Clinical  Problems  in  Family  Practice 
■’lace:  Pitt  County  Memorial  Hospital,  Greenville 
=ee:  $15 
Credit:  3 hours 

'or  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

April  12 

Jreensboro  Academy  of  Medicine  Annual  Medical  Symposium  — 
Rheumatic  Diseases 

'lace:  Jefferson-Standard  Club,  Greensboro 
Tedit:  6 hours 

ror  Information:  William  Harrison  Turner,  M.D.,  1030  Profes- 
sional Village,  Greensboro  27401 


April  18-20 

lainey  Orthopedic  Lectures 
lace:  Berryhill  Hall 

or  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine 
Chapel  Hill  27514 

April  20-22 

pring  Radiology  Seminar 
lace:  Berryhill  Hall 

or  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building,  202-H,  School  of  Medicine, 
Chapel  Hill  27514 

April  27-28 

!th  Malignant  Disease  Symposium 

or  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine 
Chapel  Hill  27514 

April  27-28 

:rspectives  on  Pain  Management 
:e:  $100 
redit:  12  hours 

or  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine 
Winston-Salem  27103 

May  2-3 

inual  Meeting  of  the  North  Carolina  Thoracic  Society 
ace:  Royal  Villa,  Raleigh 

>r  Information:  Mr.  C.  Scott  Venable,  Executive  Director,  North 
Carolina  Lung  Association,  P.O.  Box  127,  Raleigh  27602 

May  9-10 

;spiratory  Care  Symposium:  Breath  of  Spring  1979 
:e:  $35 

edit:  10  hours 

)r  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  18-19 

i Annual  Course  in  Perinatology 

»r  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 


ITEMS  OF  SPECIAL  INTEREST 
December  7-10 

Thirty-Second  American  Medical  Association  Winter  Scientific 
Meeting 

Place:  Las  Vegas 

F°r,  Information:  Department  of  Meeting  Services,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago  Il- 
linois 60610  ’ 

February  12-16 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Acapulco  Princess  Hotel,  Mexico 

Sponsor:  Department  of  Radiology,  Duke  University  Medical 
Center 
Fee:  $250 

For  Information:  Robert  McLelland,  M.D.,  Radiology  Box  3808 
Duke  University  Medical  Center,  Durham  27710 

March  5-8 

18th  National  Conference  of  the  Detection  and  Treatment  of  Breast 
Cancer 

Place:  Atlanta,  Georgia 

Sponsor:  American  College  of  Radiology 

For  Information:  American  College  of  Radiology,  6900  Wisconsin 
Avenue,  Chevy  Chase,  Maryland  20015 

May  6-10 

2nd  International  Symposium  on  Adolescent  Medicine 
Place:  Mayflower  Hotel,  Washington,  D.C. 

Sponsor:  The  Society  for  Adolescent  Medicine 
Fee:  $150 

For  Information:  The  Institute  for  Continuing  Education,  P.O.  Box 
11083,  Richmond  Virginia  23230 

Abdominal  Real  Time  Sonography  Courses 

A series  of  six  week-long  courses  on  the  use  of  Real  Time  Ul- 
trasound in  abdominal  studies  will  be  offered  at  Bowman  Gray 
School  of  Medicine  on  the  following  dates:  December  4-8,  1978; 
March  12-16,  June  11-15,  July  16-20  and  December  9-13,  1979^ 
Participants  will  receive  30  hours  of  Category  I credit  per  week 
For  further  information,  please  contact,  James  F.  Martin,  M D 
Director,  Center  for  Medical  Ultrasound,  Bowman  Gray  School  of 
Medicine,  Winston-Salem  27103 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  27611,  by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Fruit  flies,  swatted  by  housewives  and  ignored  in 
recent  years  by  researchers,  have  found  a new 
champion  in  Dr.  Amo  Greenleaf. 

The  Comprehensive  Cancer  Center  biochemist  will 
use  the  tiny  flies  to  help  explain  why  normal  cells 
develop  normally,  while  cancer  cells  do  not. 

The  American  Cancer  Society  has  awarded  Green- 
leaf  a $130,000  grant  for  his  work.  He  is  an  assistant 
professor  of  biochemistry. 

Greenleaf  said  he  will  focus  on  genes  in  the  inner- 
most core  of  fruit  fly  (Drosophila)  cells  because  they 
contain  only  about  5,000  genes.  Human  cells  contain 
about  500  times  that  number. 

* * * 

The  director  of  education  and  evaluation  of  the 
Family  Medicine  Program  has  received  a project  grant 
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from  the  Department  of  Health,  Education  and  Wel- 
fare to  enhance  the  teaching,  research  and  adminis- 
trative skills  of  family  medicine  faculty  members. 

Dr.  James  A.  Bobula,  an  assistant  professor  of 
community  and  family  medicine,  said  the  project  was 
approved  for  five  years,  with  a first-year  budget  of 
$12,288  and  a total  support  amounting  to  $681,739. 

Trainees  will  participate  in  one  or  more  of  four 
programs  to  be  offered  by  the  Division  of  Family 
Medicine.  These  include  a one-year  fellowship,  a 
series  of  one-week  workshops  over  a 10-month 
period,  a single  four-day  workshop  and  on-site  con- 
sultation by  Duke  family  medicine  faculty  members  at 
the  trainee’s  institution. 

* * * 

The  keynote  address  at  the  founding  meeting  of  the 
American  Holistic  Medical  Society  in  Denver,  was 
given  by  Dr.  Eugene  A.  Stead  Jr.,  professor  of  medi- 
cine. Stead  spoke  on  “Growing  Holistic  Doctors." 

The  new  society  will  sponsor  educational  and  sci- 
entific programs  for  physicians  and  other  health  pro- 
fessionals. It  will  begin  a journal  and  has  established  a 
newsletter  which  states  that  “Holistic  medicine  en- 
compasses all  safe  modalities  of  diagnosis  and  tieat- 
ment  . . . emphasizing  the  necessity  of  looking  at  the 
whole  person,  including  analysis  of  physical,  nutri- 
tional, environmental,  emotional,  spiritual  and  life 
style  values.”  _ * * 

Dr.  Shirley  K.  Osterhout,  assistant  professor  of 
pediatrics  and  clinical  director  of  the  Poison  Control 
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Center,  has  been  appointed  as  a consumer  represen- 
tative to  the  Technical  Advisory  Committee  on  Prod- 
uct Safety  Packaging  at  the  Consumer  Product  Safety 
Committee. 

* * * 

The  Burroughs  Wellcome  Fund  has  selected  a noted 

British  microbiologist  as  one  of  its  six  William  N. 

Creasy  Visiting  Professor  of  Clinical  Pharmacology 
for  the  1978-79  academic  year. 

Professor  Francis  W.  O’Grady  of  the  University  of 
Nottingham  will  spend  a week  here  in  April  next  year 
giving  lectures  and  tutorials  in  the  departments  of 
pharmacology  and  medicine. 

O'Grady  is  an  expert  on  the  use  of  antibiotics  in 
treating  bacterial  infections. 

* * * 

Dr.  Gerald  S.  Lazarus,  chief  of  the  division  of  der- 
matology, has  been  named  J.  Lamar  Callaway  Profes- 
sor of  Dermatology. 

Lazarus,  39,  is  the  first  physician  to  occupy  the 
chair  which  was  established  last  year  to  honor 
Callaway,  chief  of  dermatology  from  1946-75  and  a 
member  of  the  Duke  faculty  since  1937. 

Callaway,  who  is  James  B.  Duke  Professor  of  Der- 
matology, is  continuing  his  practice  and  research 
here. 

A native  of  New  York  City,  Lazarus  earned  a B.S. 
in  chemistry  at  Colby  College  in  1959  and  his  M.D.  at 
George  Washington  University  School  of  Medicine 
in  1963. 

Before  joining  the  Duke  faculty  in  1975,  he  was 
associate  professor  of  medicine  at  Albert  Einstein 
College  of  Medicine  in  New  York  and  head  of  der- 
matology at  Montefiore  Hospital. 

* * * 

The  Duke  University  Comprehensive  Cancer  Cen- 
ter has  finished  first  among  the  nation’s  19  com- 
prehensive cancer  centers  in  a review  by  the  National 
Cancer  Advisory  Board. 

The  results  of  the  review  were  published  in  the  July 
14,  1978,  edition  of  The  Cancer  Letter. 

The  review  scored  the  centers  on  10  characteristics 
that  the  advisory  board  used  to  determine  if  a center 
were  comprehensive. 

Duke  led  all  the  centers  in  only  one  category,  that  of 
developing  community  programs  for  physicians  in  the 
area  served.  However,  its  strong  ratings  in  all 
categories  led  to  the  overall  ranking. 

* * * 

One  of  the  one-in-five  Duke  Hospital  patients  frorr 
outside  North  Carolina  recently  came  from  halfway 
around  the  world. 

And  because  of  the  special  nature  of  the  treatmen 
he  was  to  receive,  his  physician  came  with  him  U 
observe  the  procedure  firsthand. 

Klaus  Morlein,  from  Munich,  West  Germany 
underwent  surgery  for  Wolff-Parkinson-Whiti 
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(WPW)  syndrome,  a relatively  rare  congenital  heart 
defect.  A surgical  technique  for  correcting  the  syn- 
drome was  developed  at  Duke  by  Dr.  Will  C.  Sealy, 
professor  of  thoracic  surgery,  who  performed  Mor- 
lein's  surgery. 

Treatment  includes  “mapping"  the  heart  to  pin- 
point for  the  surgeon  the  section  of  the  heart  muscle 
that  requires  surgery.  This  is  done  in  the  Clinical 
Electrophysiology  Lab  by  Dr.  John  J.  Gallagher  and 
his  associates.  Gallagher,  an  associate  professor  of 
medicine  in  the  division  of  cardiology,  is  director  of 
the  lab. 

Sealy  and  Gallagher  have  become  internationally 
known  for  their  work  with  WPW  during  the  past  de- 
:ade. 

Morlein's  physician.  Dr.  Hans  Meisner,  decided 
that  his  patient  should  come  to  Duke  after  consulta- 
:ion  in  Europe  with  Gallagher. 
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EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  Charles  Rob,  an  internationally  known  surgeon 
vho  pioneered  techniques  in  vascular  surgery,  has 
oined  the  Department  of  Surgery  at  East  Carolina 
Jniversity.  A native  of  England,  Rob  will  teach  gen- 
ral  and  vascular  surgery  at  the  medical  school  and 
vi\\  be  responsible  for  the  development  of  a vascular 
iboratory  which  will  provide  consultation  and  refer- 
al  services  to  area  physicians. 

Rob  comes  to  ECU  from  the  University  of  Roches- 
-r  School  of  Medicine  and  Dentistry  where  he  was 
rofessor  and  chairman  of  the  Department  of  Surgery 
?r  17  years.  He  served  as  consulting  surgeon  to  the 
ienesee.  Highland,  Rochester  General  and  St. 
lary  s Hospitals  in  Rochester.  He  is  an  honorary 
illow  of  the  Venezuelan  Surgical  Society,  the  As- 
xiation  of  Surgeons  of  India,  the  Association  of 
urgeons  of  Great  Britain  and  Ireland,  and  the 
.cademy  of  Medicine,  Toronto.  He  has  been  guest 
jrgeon  at  hospitals  and  medical  schools  in  England, 
few  Zealand,  Canada  and  Australia. 

In  1975  the  International  Surgical  Society  awarded 
ob  the  Rene  Leriche  Prize  for  the  most  valuable 
ork  on  the  surgery  of  arteries,  veins  or  the  heart 
hich  had  appeared  in  recent  years. 

Rob  received  his  M.D.  from  Cambridge  University 
id  completed  his  postgraduate  training  at  St. 
homas’s  Hospital,  London.  He  served  as  professor 
surgery  at  the  University  of  London  before  coming 
1 the  United  States  in  1960  to  accept  an  appointment 
■ chairman  of  surgery  at  the  University  of  Rochester. 


Dr.  Jarlath  MacKenna  has  been  appointed  assistant 
ofessor  in  the  Department  of  Obstetrics  and 


Gynecology.  He  will  teach  the  management  of  high- 
risk  pregnancies  and  will  be  responsible  for  the  de- 
velopment of  a consultation  and  referral  service  for 
high-risk  obstetrics. 

The  author  of  numerous  articles  on  maternal  and 
fetal  medicine,  MacKenna  has  developed  and 
evaluated  placental  function  tests  and  recently  par- 
ticipated in  a national  study  evaluating  the  reliability 
of  electronic  testing  of  the  fetus. 

Prior  to  joining  ECU,  he  was  assistant  professor  of 
pediatrics  and  obstetrics  and  gynecology  at  the  East- 
ern Virginia  Medical  School.  He  also  served  as  co- 
director ofthe  school’s  division  of  perinatal  medicine. 

A native  of  Ireland,  MacKenna  received  his  under- 
graduate and  M.D.  degrees  from  University  College, 
Dublin.  He  did  his  internship  and  residency  at  Norfolk 
General  Hospital  and  completed  a fellowship  in  ma- 
ternal and  fetal  medicine  at  Duke  University  Medical 
Center,  where  he  also  held  a faculty  appointment. 

* * * 

Dr.  Lane  E.  Jennings  has  been  appointed  instructor 
in  the  Department  of  Family  Practice.  He  will  be  di- 
rector of  the  department’s  undergraduate  medical 
education  program  and  serve  as  a faculty  physician  at 
the  Eastern  Carolina  Family  Practice  Center,  the  pri- 
mary care  facility  operated  by  the  School  of  Medicine. 

A native  of  Florida,  Jennings  received  his  under- 
graduate degree  from  Florida  Atlantic  University  and 
his  M.D.  from  the  University  of  Miami  School  of 
Medicine.  He  recently  completed  his  residency  train- 
ing at  the  Duke-Watts  Family  Medicine  Program. 

* * * 

Dr.  Donald  D.  Weir,  medical  director  for  the  Re- 
gional Rehabilitation  Center  in  Greenville,  has  been 
named  chairman  of  the  medical  school’s  Department 
of  Rehabilitation  Medicine,  one  of  six  new  divisions 
recently  established. 

The  other  new  departments  include  anesthesiology, 
community  medicine,  human  genetics,  radiation 
therapy  and  radiology  and  nuclear  medicine.  Chair- 
men for  these  departments  have  not  been  appointed. 

Weir  will  coordinate  clinical  rotations  for  medical 
students  at  the  regional  center,  a 55-bed  facility  adja- 
cent to  Pitt  County  Memorial  Hospital.  Prior  to  joining 
the  center  in  June,  he  was  director  of  rehabilitation  at 
St.  Luke’s  Hospital,  Cedar  Rapids,  Iowa.  He  has  held 
faculty  appointments  at  the  State  University  of  Iowa 
and  the  University  of  North  Carolina  School  of  Medi- 
cine, where  from  1958-1969  he  was  director  of  re- 
habilitation. 

Weir  received  his  undergraduate  degree  from  Drake 
University  and  his  M.D.  from  the  State  University  of 
Iowa.  He  completed  his  postgraduate  training  at  Johns 
Hopkins  and  Baltimore  City  hospitals. 

* * * 

Three  faculty  members  in  the  Department  of  Phar- 
macology presented  papers  at  the  annual  meeting  of 
the  Society  of  Toxicology  and  the  American  Society 
for  Pharmacology  and  Experimental  Therapeutics. 
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Dr.  John  DaVanzo  chaired  a session  on  “Behavorial 
Pharmacology  and  Toxicology”  and  presented  “Ag- 
gressive Behavior  in  Grouped  Bulbectomized  Mice.” 
Dr.  Andrea  Hunter  presented  “The  Effects  of  Preg- 
nancy on  the  Biliary  Excretion  of  Oubain”  at  the  drug 
disposition  session.  Dr.  Donald  W.  Barnes  presented 
“Inhibition  of  Mixed  Function  Oxidase  (MFO)  Activ- 
ity by  Maleic  Anhydride-Divinyl  Ether  Copolymers” 
at  the  biochemical  pharmacology  session. 

* * * 

The  ECU  School  of  Medicine  began  its  second 
academic  year  this  fall  with  36  students,  all  of  them 
residents  of  North  Carolina. 

The  students  are  21  to  30  years  old.  All  have  ex- 
pressed an  interest  in  primary  care  and  all  are  in- 
terested in  practicing  in  the  state  after  graduation. 

Twenty-eight  students  are  beginning  their  second 
year  of  study  at  the  medical  school. 

* * * 

The  School  of  Medicine  and  Pitt  County  Memorial 
Hospital  experienced  another  “first”  this  summer 
when  24  additional  residents  joined  the  hospital's 
house  staff.  Physicians  participating  in  the  medical 
school’s  postgraduate  training  program  now  total  31. 
Last  year  seven  residents  were  in  training  at  the 
school’s  family  practice  center. 
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The  Bowman  Gray  School  of  Medicine  began  its 
37th  year  as  a four-year  school  with  the  Aug.  28  en- 
rollment of  108  students  in  the  first-year  class. 

The  Medical  School  has  a total  enrollment  of  410 
students  this  fall. 

Classes  for  new  students  began  Aug.  30. 

The  entering  class  was  chosen  from  4,722  appli- 
cants. The  first-year  students  represent  18  states  and 
Puerto  Rico  and  a total  of  49  colleges  and  universities. 
Sixty-seven  of  the  students  — 62%  of  the  class  — 
are  from  North  Carolina.  Applications  from  440 
North  Carolinians  were  received  for  entry  into  the 
new  class.  Sixty  North  Carolina  counties  are  rep- 
resented in  the  class. 

The  class  includes  18  women  and  16  minority  stu- 
dents, an  increase  of  five  minority  students  over  1977. 

On  the  medical  college  admission  test,  the  new 
students  ranked  above  the  national  median  score, 
which  was  eight  out  of  a possible  score  of  1 5 on  each  of 
the  test's  six  categories.  The  grade  point  average  for 
the  new  class  was  3.45. 

Twenty-two  new  graduate  students  were  enrolled 
this  fall  in  the  biomedical  graduate  studies  program.  A 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  /xg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful =5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 
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Economical 


Antiminth 

(pyrantel  pamoate) 


' a drug  of  choice  in 
/pinworm  infections 
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equivalent  to  50  mg  pyr4ntel/ml 
ORAL  SUSPENSION 

Please  see  brief  summary  of  prescribing  information  on 


facing  page 
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. in  functional  G.l.  disorders* 


Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  1 0 minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  ari  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


*This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl ' 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  prob- 
ably" effective: 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  tunctional  gastrointestinal  dis- 
orders), and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  llexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-etlective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis),  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  barmtul.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  ot  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  autonomic  neuropathy,  hepatic  or  renal 
disease,  ulcerative  colitis— Large  doses  may  suppress  intestinal 
motility  to  the  point  ol  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension, 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  of  anticbolinergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  ot 
complication  ol  biliary  tract  disease.  Investigate  any  tachycardia 
betore  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur.  ADVERSE  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response.  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia, 
palpitations;  mydriasis;  cycloplegia,  increased  ocular  tension, 
loss  of  taste,  headache,  nervousness;  drowsiness;  weakness, 
dizziness;  insomnia,  nausea,  vomiting;  impotence;  suppression  ot 
lactation;  constipation;  bloated  feeling;  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations,  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons;  and  decreased  sweat- 
ing With  the  injectable  lorm  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mq.  capsule  and  syrup  Adults:  1 or  2 
capsules  or  teaspoontuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily  Infants:  Vi 
teaspoonful  syrup  three  or  tour  times  daily.  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mq.:  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Imection  Adults  2 ml  (20  mg  (every  tour  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  ot  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  It  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 
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total  of  82  students  are  studying  in  the  graduate  pro- 
gram. 

* * * 

L.  Stephen  Nunn  of  Phoenix,  Ariz.,  has  been  pre- 
sented the  James  F.  Wilson  Memorial  Award  as  the 
outstanding  graduating  student  of  Bowman  Gray’s 
Physician  Assistant  Program. 

Nunn  was  one  of  41  students  who  was  graduated 
from  the  two-year  program  Aug.  24.  Nunn  served  as 
president  of  the  Katherine  H.  Anderson  Society  dur- 
ing his  first  year  in  the  program  and  is  a past  president 
of  the  National  Academy  of  Physician  Assistants. 

Six  teaching  excellence  awards  were  presented  by 
students  to  the  faculty,  staff  and  area  physicians  dur- 
ing the  graduation  ceremonies.  Recipients  were  Dr. 
Calvin  Busch,  a cardiologist  at  Oteen  VA  Hospital; 
Dr.  Scott  Chatham,  resident  in  obstetrics  and 
gynecology  at  Forsyth  Memorial  Hospital;  Dr. 
William  F.  Folds,  a family  physician  in  Winston- 
Salem;  Gale  Harkness,  clinical  coordinator  of  the 
P.A.  program;  Dr.  Ronald  B.  Mack,  associate  profes- 
sor of  pediatrics;  and  Dr.  Alfred  J.  Rufty  Jr.,  associate 
professor  of  medicine. 

* * * 

The  Nurse  Anesthesia  Program  of  Bowman  Gray 
and  North  Carolina  Baptist  Hospital  graduated  twelve 
students  during  ceremonies  Aug.  19. 

The  students,  representing  four  states,  received 
certificates  signifying  successful  completion  of  the 
two-year  program. 

* * * 

Dr.  Carolyn  Huntley,  professor  of  pediatrics  at 
Bowman  Gray,  has  received  a $178,074  grant  from 
The  John  A.  Hartford  Foundation  to  further  her  re- 
search on  what  promises  to  be  an  improved  method  of 
testing  for  infections  caused  by  the  dog  roundworm, 
Toxocara  Canis. 

The  two-year  grant  permits  Dr.  Huntley  to  examine 
the  possible  use  of  an  antigen  produced  by  the  round- 
worm  common  in  pigs  in  a test  tor  the  Toxocara  Canisij 
infection.  j 

The  dog  roundworm  antigen  is  difficult  to  get  in 
needed  quanitities  and  obtaining  the  antigen  poses  the 
hazard  of  infecting  laboratory  technicians. 

Dr.  Huntley  is  in  the  process  of  purifying  the  pig 
roundworm  antigen,  which  is  available  in  large  quan- 
tities and  is  safer  to  obtain.  Development  of  proce- 
dures for  using  the  antigen  in  tests  with  serum  taken 
from  people  suspected  of  having  the  infection  will 
follow.  Those  procedures  must  then  be  tested  before 
they  can  rountinely  be  used  with  human  serum. 

* * * 

The  North  Carolina  Chapter  of  the  Society  foi 
Neuroscience  has  elected  Dr.  James  G.  McCormick 
as  its  president-elect. 

McCormick  is  a research  associate  professor  ol 
otolaryngology  at  Bowman  Gray.  He  will  serve  as  the 
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: chapter’s  president  during  the  1979-80  academic  year. 

The  chapter  is  one  of  the  largest  belonging  to  the 
national  society.  About  30  Bowman  Gray  "faculty 
members  belong  to  the  chapter. 


Dr.  F.  A.  Blount,  assistant  professor  of  pediatrics 
(and  associate  medical  director  of  Bowman  Gray’s 
iPhysician  Assistant  Program,  has  been  appointed  to 
ithe  Clinical  Rotations/Curriculum  and  Evaluation 
Committee  of  the  National  Association  of  Physician 
Assistant  Programs. 


Dr.  Vardaman  M.  Buckalew,  professor  of  medi- 
cine. has  been  appointed  a member  of  the  Research 
Review  Subcommittee  of  the  North  Carolina  Heart 
Association  for  a three-year  term. 


Dr.  Thomas  B.  Clarkson,  professor  and  chairman  of 
:he  Department  of  Comparative  Medicine,  received 
he  1978  Charles  River  Prize  from  the  American  Vet- 
erinary Medical  Association  for  his  contributions  to 
he  field  of  laboratory  animal  science. 

* * * 

Dr.  Donald  L.  Copeland,  associate  professor  of 
amily  medicine,  has  been  appointed  to  the  Medical 


and  Community  Program  Committee  of  the  North 
Carolina  Heart  Association. 

* * * 

Dr.  Joseph  E.  Johnson  III,  professor  and  chairman 
of  the  Department  of  Medicine,  has  been  elected 
secretary-treasurer  of  the  Association  of  Professors  of 
Medicine. 

* * * 

Virginia  MacFarlane,  instructor  in  allied  health,  has 
been  appointed  to  the  Behavioral  Sciences/Communi- 
cation Skills  Committee  of  the  National  Association  of 
Physician  Assistant  Programs. 

* * * 

Sandra  Maree,  assistant  director  of  Bowman  Gray’s 
Nurse  Anesthesia  Program,  has  been  appointed  to  the 
ad  hoc  Council  of  Re-Certification  of  the  American 
Association  of  Nurse  Anesthetists. 

* * * 

Dr.  Jesse  H.  Meredith,  professor  of  surgery,  rep- 
resented the  North  Carolina  Medical  Society  Aug.  22 
at  the  meeting  of  the  North  Carolina  Voluntary  Cost 
Containment  Committee  in  Raleigh. 

^ ^ :fc 

Dr.  Richard  C.  Proctor,  professor  and  chairman  of 


TEGA-SPAN  CAPELLETS 

TEGA-SPAN  CAPELLETS  FOR  MORE  ADVANCED  NICOTINIC  ACID 

THERAPY 

Each  capsule  contains:  . . . 400  mg  of  pure  pelletized 
Nicotinic  Acid 

INDICATIONS:  Tega-Span  is  indicated  where  reduction  of  serum  chloresterol  and  total 
lipid  levels  in  hypercholesteremia  and  hyperlipemia  is  desirable.  It  may  also  be  useful  in 
reducing  xanthomatous  tissue  cholesterol  deposits. 

DOSAGE  AND  ADMINISTRATION:  Usual  dose  is  one  or  two  capellets  twice  daily  with  or 
after  meals.  Since  lower  doses  may  control  hyperlipidemia  in  some  patients,  the  dosage 
should  be  individualized  according  to  the  effect  on  serum  lipid  levels.  It  is  also  to  be  noted 
that  adverse  reactions  appear  with  greater  frequency  early  in  therapy;  in  order  to  avoid 
these  it  may  be  best  to  start  the  drug  at  low  levels  and  increase  dosage  gradually. 

Federal  Law  prohibits  dispensing  without  a prescription 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST  AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 


CTOBER  1978,  NCMJ 


the  Department  of  Psychiatry,  has  been  appointed  to 
work  with  the  North  Carolina  Industrial  Commission 
by  the  North  Carolina  Medical  Society. 

* * * 

Michael  D.  Sprinkle,  director  of  Bowman  Gray's 
library,  has  been  elected  to  the  Advisory  Board  ot 
Excerpta  Medica. 
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Dr.  Eng-Shang  Huang,  assistant  professor  of  medi- 
cine and  a member  of  the  Cancer  Research  Center,  has 
received  a $383,535  grant  from  the  National  Institute 
of  Allergy  and  Infectious  Diseases  for  his  research 
with  cytomegalovirus  (CMV).  When  passed  on  by  a 
pregnant  woman  to  her  unborn  child,  the  microor- 
ganism can  cause  mental  retardation,  piematuiity, 
congenital  defects  and  fetal  death. 

CMV  is  one  of  many  viruses  suspected  of  somehow 
combining  with  environmental  factors  and  human- 
host  vulnerability  to  ultimately  cause  cancer.  Huang 
and  his  associates  have  isolated  CMV  genetic  material 
in  human  tumors,  a first  step  in  proving  a cancer  link 
for  any  infectious  agent. 

Huang’s  laboratory  in  Chapel  Hill  has  become  one 
of  the  leading  centers  for  basic  study  ot  this  virus. 
Scientists  throughout  the  world  send  him  tissue  sam- 
ples from  patients  suspected  of  suffering  from  CMV- 
caused  diseases. 

* * * 

Charles  T.  Martin  has  been  named  associate  direc- 
tor of  the  Medical  Faculty  Practice  Plan  of  the  medical 
school.  The  plan  manages  financial  affairs  and  patient 
billing  for  the  medical  school  faculty. 

Martin  has  served  for  the  past  two  years  as  assistant 
director  of  the  Medical  Service  Plan  office  at  the  Uni- 
versity of  Michigan. 

* * * 

Dr.  Marion  Phillips  has  been  named  associate  dean 
of  the  medical  school.  He  has  been  an  assistant  dean  of 
student  affairs  since  1973.  His  expanded  duties  in- 
clude grievance  and  appeals  mediation  and  arbitration 
for  N.C.  Memorial  Hospital  and  the  university,  mem- 
bership on  numerous  medical  school  committees,  and 
medical  school  recruitment  and  counseling. 

* * * 

Dr.  Arthur  H.  Lockwood,  an  assistant  professor  of 
anatomy  and  a member  of  the  Cancer  Research  Cen- 
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Tenuate  e 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ot  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction 
The  limited  usefulness  ot  agents  ot  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism. 

known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  ot  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine  oxidase  inhibitors,  (hypertensive  crises  may  result) 

WARNINGS  It  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  ettect:  rather,  the  drug 
should  be  discontinued,  Tenuate  may  impair  the  ability  ot  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  ot  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  ot  a weight 
reduction  program  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Preanancv  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  ot  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  ot 
Tenuate  may  be  necessary  „ . . . . .. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  |it- 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal. 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg.  tablet  three  times  daily,  one  hour  before  mea  s, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlleo-release  One  7b  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended lor  use  in  children  under  12  years  of  age. 

OVERDOSAGE  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assau  t- 
iveness  hallucinations,  panic  states. Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  ot  peritoneal  dialysis  is  made- 
guate  to  permit  recommendation  in  this  regard.  Intravenous 
phentolamme  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
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Whether  overweight  is  a 
complicating  factor... 


e Dospan  c 

ion  hydrochloride  NF 


(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 
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For  prescribing  information  see  opposite  page. 
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dmetidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
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ter,  has  been  awarded  a $201,000  four-year  grant  by 
the  National  Institute  of  General  Medical  Sciences  to 
support  his  research  into  changes  that  occur  in  malig- 
nant cells. 

He  is  also  investigating  the  existence  in  mammals  of 
compounds  similar  to  cancer-fighting  drugs  and  has 
received  a $10,000  grant  from  the  Anna  Fuller  Fund  to 
support  this  aspect  of  his  research. 

Lockwood  was  recently  named  a special  fellow  by 
the  Leukemia  Society  of  America  and  will  receive 
$31,000  during  the  next  two  years  to  support  his 
leukemia-related  research. 


The  efforts  of  Dr.  Joseph  S.  Pagano,  director,  and 
colleagues  in  the  Cancer  Research  Center  to  evolve  a 
“unifying  hypothesis”  linking  benign  infectious 
mononucleosis  and  Burkitt’s  lymphoma  and  naso- 
pharyngeal cancer  were  reported  in  an  article  titled 
“Tracking  the  Epstein-Barr  Virus”  in  Science  News, 
June  3. 

Dr.  Edward  V.  Staab.  professor  of  radiology,  has 
been  named  chairman  of  the  Academic  Council  of  the 
Society  of  Nuclear  Medicine.  The  council  is  com- 
posed of  all  directors  of  nuclear  medicine  training 
programs  in  the  United  States.  Staab  presided  over 
the  national  meeting  of  the  council  in  Anaheim,  Calif., 
in  June.  He  has  also  been  elected  president  of  the 


Southeastern  Chapter  of  the  Society  of  Nuclear  Medi- 
cine. 

* * * 

Dr.  Stephen  Haskill,  ob-gyn,  and  Dr.  Stephen  W. 
Russell,  associate  professor  of  pathology,  were 
among  16  international  leaders  in  the  field  of  cancer 
research  invited  to  participate  in  the  International 
Cancer  Research  Workshop,  “In-Situ  Expressions  of 
Anti-Tumor  Immunity,”  at  Tel  Aviv  University.  The 
symposium  was  the  first  scientific  meeting  devoted 
exclusively  to  in-situ  tumor  immunity. 

He  % 

Jo  Ann  Flair,  director  of  the  patient  education  cen- 
ter at  N.C.  Memoral  Hospital,  presented  a state-of- 
the-art  review  paper  on  patient  education  at  the  1978 
meeting  of  the  Medical  Library  Association  in 
Chicago. 

* * * 

Dr.  Margaret  L.  Moore,  professor  of  physical 
therapy,  presented  the  13th  Mary  McMillan  Lecture 
at  the  American  Physical  Therapy  Association’s  54th 
annual  conference  in  Las  Vegas.  The  lectureship  is  the 
highest  honor  awarded  by  the  association. 

* * * 

Dr.  Christopher  C.  Fordham  III,  dean  of  the  School 
of  Medicine  and  vice-chancellor  of  UNC-CH  for 


That’s  right. . . $17,000!  It 
may  be  possible  depending 
on  your  age  and  income.  Be- 
cause the  Employee  Retire- 
ment Income  Security  Act  of 
1974  (ERISA)  contains  provi- 
sions, which  may  permit  40 
year  old  self-employed  individ- 
uals to  contribute  over  $17,000 
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I’d  like  to  know  more  about  the  new  Defined  Benefit  HR-10. 
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annually  toward  their  own  retirement . . . and 
take  a tax  deduction  for  it!  HOW? 
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any  other  tax-qualified  pension 
or  profit  sharing  plan  and  in- 
dividual retirement  accounts,  fill 
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health  affairs,  spoke  to  the  American  Pharmaceutical 
Association’s  annual  meeting  in  Montreal  on  “Health 
Professional  Manpower  Issues:  A Perspective.” 

* * * 

Dr.  James  H.  Scatliff,  chairman  of  radiology,  pre- 
sented “Computerized  Tomography  in  the  Assess- 
ment of  Spinal  Dysraphism”  at  the  eleventh  Neuro- 
radiological  Symposium  in  Wiesbaden,  Germany.  He 
also  evaluated  \-ray  equipment  at  several  European 
manufacturing  plants. 

* * * 

A master's  degree  program  in  occupational  therapy , 
the  only  such  graduate  degree  in  North  Carolina,  has 
been  established  in  the  department  of  medical  allied 
health  professions  in  the  UNC-CH  School  ot  Medi- 
cine. » 

Ten  students,  the  majority  from  North  Carolina, 
will  make  up  this  fall’s  first  class,  says  Dr.  Marlys 
Mitchell,  director  of  the  program  and  associate  pro- 
fessor in  the  medical  school.  Mitchell  said  the  state  is 
in  desperate  need  of  occupational  therapists  and  she 
predicts  that  most  members  of  the  class  will  remain  in 
North  Carolina  when  they  graduate. 

* * * 

Dr.  Pierre  Morell,  professor  of  biochemistry  and 
nutrition,  has  been  named  director  of  the  UNC-CH 
curriculum  in  neurobiology. 

Morell,  who  joined  the  UNC-CH  faculty  in  1973, 
has  taught  at  the  Albert  Einstein  College  of  Medicine, 
where  he  earned  his  Ph.D.  in  1968.  He  received  his 
B.A.  from  Columbia  College  of  Columbia  University 
in  1963. 

* * * 

Dr.  Thomas  R.  Griggs,  assistant  professor  of  medi- 


cine and  pathology,  has  been  named  a Jefferson -Pi lot 
Fellow  in  Academic  Medicine. 

Griggs  will  use  his  fellowship  to  study  the  diagnosis 
and  treatment  of  coronary  patients  in  an  effort  to  learn  < 
and  teach  improved  methods  of  coronary  patient  care. 

The  fellowship  program,  established  in  1971  by  the  | 
Jefferson-Pilot  Corporation,  is  designed  to  attract  and  . 
hold  young  faculty  to  the  UNC-CH  School  of  Medi- 
cine. The  fellows  are  selected  by  a committee  of  medi- 
cal faculty  at  UNC-CH. 

Griggs  received  his  M.D.  degree  from  the  UNC-CH 
School  of  Medicine. 

* * * 

Appointments 

New  faculty,  effective  July  1,  are  Robert  A.  Eisen- 
berg  and  Jorge  J.  Gonzalez,  assistant  professors,  de- 
partment of  medicine;  and  Fran  S.  Larsen,  assistant 
professor,  department  of  family  medicine. 

Eisenberg  has  been  a research  fellow  in  im- 
munopathology  and  immunology  at  the  Scripps  Clinic 
and  Research  Foundation  in  California  since  1975.  He 
received  his  B.A.  from  Haverford  College  and  his 
M.D.  from  Stanford  University. 

Gonzalez  has  been  an  instructor  at  the  Medical 
University  of  South  Carolina  and  an  associate  inves- 
tigator at  the  Veterans  Administration  Hospital  at 
Charleston,  S.C.,  for  the  past  two  years.  He  earned 
his  M.D.  at  the  University  of  Chile. 

Larsen  comes  to  Chapel  Hill  from  the  University  of 
California  at  Los  Angeles,  where  he  was  an  assistant 
professor  of  medicine.  He  also  has  been  assistant  di- 
rector of  medical  education  and  director  of  the  Family 
Care  Center  at  General  Hospital  in  Ventura,  Calif. 
Larsen  earned  his  B.S.  and  M.S.  degrees  at  Michigan 
State  University  and  his  M.D.  at  the  University  of 
Washington. 


...  as  I have  already  said,  in  regard  that  this  Tobacco,  is  not  simply  ot  a hot  and  dry  qualities;  but 
rather  hath  a certaine  venemous  facultie  joyned  with  the  heate  thereof,  which  makes  it  have  an 
Antipathie  against  nature,  as  by  the  hatefull  smell  thereof  doeth  well  appeare.  For  the  nose  being  the 
proper  Organ  and  convoy  of  the  sense  of  smelling  to  the  braines  which  are  the  onely  tountaine  of  that 
sense,  doeth  ever  serve  us  for  an  infallible  witnesse,  whether  that  Odour  which  we  smell,  be  healthtull  or 
hurtfull  to  the  braine  (except  when  it  fals  out  that  the  sense  it  selfe  is  corrupted  and  abused  through  some 
infirmitie,  and  distemper  in  the  braine.)  — A Counter-Blaste  to  Tobacco,  King  James  1,  1604. 


624 


Vol.  39,  No.  !( 


Special  From 
Washington 


One  of  the  thornier  problems  confronting  health 
:are  planners,  policymakers  and  providers  — the  geo- 
graphic distribution  of  health  manpower,  particularly 
physicians  — was  the  subject  of  a recently  completed 
study  by  the  General  Accounting  Office. 

In  a report  to  Congress  the  GAO  said  that  $430 
jmillion  in  federal  funds  had  been  spent  during  fiscal 
years  1972-77  in  an  effort  to  increase  the  supply  of 
physicians  in  shortage  areas. 

According  to  the  GAO,  some  384,900  non-federal 
(physicians  — 369,800  M.D.s  and  15,100  doctors  of 
osteopathy  — are  unevenly  distributed  throughout  the 
United  States.  Of  the  M.D.s,  approximately  292,200 
(79%)  are  providing  patient  care.  But  although  this 
works  out  to  137  physicians  for  each  100,000  persons, 
adisproportionately  large  number  are  located  in  urban 
areas,  where  the  physician-to-population  ratio  is  sig- 
nificantly higher  than  in  rural  areas.  Furthermore,  the 
GAO  reported,  distribution  is  also  “inequitable” 
within  urban  centers. 

As  for  the  20,000  new  physicians  on  whom  data 
were  available,  they  followed  the  path  of  their  pre- 
decessors: 90%  of  the  1967-71  U.S.  and  foreign  medi- 
cal graduates  licensed  located  in  cities. 

The  study  attributed  the  urban  concentration  of  re- 
cent graduates  primarily  to  the  fact  that  most  physi- 
cians, other  than  general  and  family  practitioners, 
choose  urban  practice  locations.  The  latter  are  more 
uniformly  distributed  between  urban  and  rural  areas, 
the  GAO  said. 

“Preference  for  rural  or  urban  living  and  the  avail- 
jability  of  clinical  support  facilities  and  personnel  were 
(equally  important  factors  affecting  the  location  deci- 
sions of  a sample  (1,066)  of  physicians  licensed  in 
1971,”  the  GAO  found.  “As  a group,  however,  pro- 
fessional considerations,  including  clinical  support, 
contact  with  other  physicians,  and  continuing  educa- 
tion opportunities,  played  the  largest  role.  Overall,  the 
physicians  stated  they  had  not  been  greatly  influenced 
by  economic  factors,  such  as  income  potential  and  the 
availability  of  loans.” 

Reporting  on  the  National  Health  Service  Corps, 
the  GAO  told  Congress: 

“The  Corps  has  undoubtedly  increased  the  avail- 
ability of  physicians’  services  in  communities  desig- 
nated by  HEW  as  having  a critical  shortage  of  health 
manpower.  However: 

— “The  Corps  has  not  adequately  considered  the 
demand  for  medical  services  when  assessing  the 
need  for  physicians  in  shortage  areas.  This, 


coupled  with  its  decision  to  place  a minimum  of 
two  physicians  at  most  sites  to  the  extent  possi- 
ble, has  resulted  in  many  physicians  being  under- 
used in  terms  of  patients  served  at  sites  in  opera- 
tion one  year  or  longer. 

— “The  Corps  has  experienced  difficulty  in  re- 
cruiting physicians  willing  to  voluntarily  practice 
in  the  more  remote,  less  populated  areas.  Con- 
sequently, many  of  these  sites  have  remained 
unstaffed  for  periods  ranging  up  to  four  years. 

— “Corps  officials  look  to  the  HEW  scholarship 
program  with  its  shortage  area  service  obligation 
to  provide  a sufficient  supply  of  physicians  in  the 
future.  But,  because  of  deferments  for  graduate 
medical  education,  HEW  officials  do  not  expect  a 
substantial  number  of  physicians  to  be  available 
until  fiscal  year  1979. 

“It  should  be  recognized,  moreover,  that  the 
number  of  physicians  authorized  by  the  Corps  for  its 
unstaffed  sites  may  exceed  the  number  needed  as 
evidenced  by  the  low  use  of  Corps  physicians  at  many 
sites  in  operation  one  year  or  longer.  This  raises  seri- 
ous questions  to  GAO  concerning  the  extent  of  unmet 
demand  for  health  care  in  some  of  these  areas  and, 
therefore,  the  number  of  additional  physicians  with 
scholarship  service  obligations  that  will  be  needed  to 
serve  in  HEW-designed  shortage  areas. 

— “From  inception  through  July  1976,  only  42 
physicians  — out  of  a total  of  about  800  who 
served  in  the  Corps  — remained  in  the  shortage 
areas  or  were  planning  to  do  so,  as  private  prac- 
titioners, which  is  a major  program  objective.” 

As  for  loan  repayment  programs,  the  GAO  found 
them  relatively  ineffective. 

“As  of  October  31,  1977,”  the  report  said,  “the 
federal  loan  repayment  program  attracted  only  762 
physicians  (about  1.7  percent  of  those  eligible)  to 
shortage  areas  in  return  for  loan  repayment. 
Moreover,  the  majority  of  those  who  participated 
through  February  1976  probably  would  have  estab- 
lished practices  in  those  shortage  areas  anyway.  Thus, 
it  seems  the  program  provided  financial  benefits  pre- 
dominantly to  physicians  who  already  had  decided  on 
shortage  area  practice.” 

The  GAO  found  it  hard  to  assess  the  effectiveness  of 
area  health  education  centers. 

“The  long-term  nature  of  the  program,  the  lack  of 
clearly  defined  national  strategy,  and  different  de- 
velopmental stages  and  program  strategies  among  the 


(October  1978,  NCMJ 


625 


1 1 area  health  education  centers  make  identifying  and 
assessing  the  program's  impact  difficult.  Neverthe- 
less, GAO  believes  this  program  conceptually  has 
considerable  long-term  potential  to  indirectly  improve 
health  manpower  distribution  by  overcoming  some  of 
the  important  professional  objections  to  shortage  area 
practice.” 

Both  the  preceptorship  and  family  medicine  training 
programs  were  too  new  at  the  time  of  GAO’s  review  to 
determine  their  impact  on  increasing  the  supply  of 
physicians  in  shortage  areas. 

In  an  effort  to  assess  state  and  private  efforts  to 
improve  access  to  primary  care  medical  services  in 
rural  areas  through  programs  relying  heavily  on  non- 
physician providers  (including  nurses  and  physician 
extenders)  the  GAO  visited  four  such  programs: 

The  North  Carolina  Rural  Health  Centers;  Ken- 
tucky Frontier  Nursing  Service;  Checkerboard  Area 
Health  System;  and  East  Kentucky  Health  Services 
Center.  All  use  physician  extenders  as  principal  pro- 
viders of  health  care  in  rural  clinics.  The  physician 
extenders  provide  services  under  the  supervision  of 
physicians,  but  physicians  are  not  always  present 
when  the  services  are  performed. 

The  inability  to  receive  reimbursement  from  Medi- 
care (part  B)  and  some  other  third-party  payers  for 
physician  extender  services  at  independent  sites  such 
as  those  discussed  above  had  apparently  restricted 
their  potential  widespread  use. 

“In  1965,”  the  GAO  reported,  “when  Medicare 
was  enacted,  there  were  few  if  any  physician  ex- 
tenders working  and  no  allowance  was  made  for  their 
reimbursement.”  But,  the  report  continued,  “on  De- 
cember 13,  1977,  the  President  signed  into  law  the 
‘Rural  Health  Clinic  Services  Act,’  authorizing 
reimbursement  under  Medicare  (part  B)  and  Medicaid 
for  services  rendered  in  certain  rural  health  clinics  in 
underserved  areas.  Among  the  services  covered  are 
those  of  physician  assistants  and  nurse  practitioners, 
whether  or  not  a physician  is  physically  present  at  the 
time  the  service  is  provided. 

“The  act  also  requires  the  Secretary  of  HEW  to 
conduct  demonstration  projects  in  urban  medically 
underserved  areas  with  respect  to  reimbursement  on  a 
cost  basis  for  services  provided  by  physician-directed 
clinics  which  employ  physician  assistants  and  nurse 
practitioners. 

“In  GAO's  view,  now  that  reimbursement  for 
physician  extender  services  rendered  in  rural  clinics  in 
underserved  areas  has  been  authorized,  projects 
which  rely  extensively  on  physician  extenders  at 
satellite  clinics  or  in  mobile  units  with  backup  from 
physicians  in  larger  neighboring  communities  could 
constitute  an  approach  for  providing  health  care  to 
communities  in  the  nation  otherwise  unable  to  attract 
or  retain  physicians.” 

The  General  Accounting  Office  recommended  that 
the  Secretary  of  Health,  Education  and  Welfare 
should: 

— Develop  guidelines  for  assessing  under  what  cir- 
cumstances it  would  be  appropriate  to  assign 


health  care  providers  to  entities  requesting  Corps 
assistance  and  the  number  and  type  of  provider(s) 
that  would  be  most  appropriate. 

— Require  communities  and  other  entities  request- 
ing Corps  health  care  providers  to  conduct 
studies  which  identify,  to  the  extent  possible,  the 
number  and  types  of  residents  located  therein 
who  are  likely  to  seek  care  from  a Corps-spon- 
sored practice. 

— Develop  multi-year  projections  to  assess  the  total 
number  of  physicians  with  scholarship  commit- 
ments that  will  be  needed  to  serve  in  shortage 
areas. 

— Make  an  analysis  of  the  extent  to  which  family 
practitioners  and  other  specialists  are  locating  in 
HEW-designated  shortage  areas  and  based  upon 
this  analysis  submit  to  the  Congress  recom- 
mendations for  financially  supporting  those  pro- 
grams which  constitute  the  greatest  resource  for 
providing  health  care  to  medically  underserved 
areas. 

— Work  with  the  states  to  identify  those  areas  hav- 
ing health  manpower  distribution  problems  and 
develop  a strategy  for  marshaling  resources  — 
federal,  state,  and  private  — to  establish  an  in- 
tegrated program  designed  to  provide  health  ser- 
vices in  the  manner  most  appropriate  to  each 
area. 

— Examine  those  programs  which  rely  on  physician 
extenders  to  help  deliver  health  services  to  those 
areas  otherwise  unable  to  attract  physicians  and 
consider  seeking  legislation  which  would  provide 
federal  funds  to  help  develop  those  programs 
found  to  be  most  useful. 

Addressing  its  recommendations  to  Congress,  the 
GAO  said  it  believes  it  is  doubtful  that  a separate  loan 
repayment  program  is  still  needed  to  attract  physi- 
cians to  shortage  areas  in  view  of  the  (1)  expanded 
Corps  scholarship  program  and  number  of  physicians 
expected  to  be  available  for  shortage  area  service;  and 
(2)  discretion  available  to  the  Secretary  of  HEW  under 
the  Health  Professions  Educational  Assistance  Act  of 
1976  to  repay  the  newly  authorized  federally  insured 
health  professions  student  loans. 

Therefore,  the  Congress  should  reconsider  whether 
the  loan  repayment  program  for  physicians  needs  to 
be  continued  since  “it  has  not  induced  substantial 
numbers  of  physicians  to  enter  shortage  area  practice 
and  many  physician  participants  apparently  received 
windfall  repayment  of  their  education  loans  by  the 
federal  government  since  they  would  have  established 
their  practices  in  those  shortage  areas  anyway.” 

The  report  continued: 

The  Congress  should  also  reconsider  the  necessity 
for  HEW  to  complete  its  study  on  physician  extender 
reimbursement  as  required  by  the  Social  Security 
Amendments  of  1972  in  view  of  the  “recent  legislation 
enacted  that  provides  for  (1)  Medicare  (part  B)  and 
Medicaid  reimbursement  for  physician  extender 
(physician  assistants  and  nurse  practitioners)  services 
rendered  in  certain  rural  health  clinics  in  medically 
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inderserved  areas;  and  (2)  demonstration  projects  to 
ie  conducted  with  respect  to  reimbursement  for  ser- 
vices provided  by  physician-directed  clinics  which 
j.'mploy  physician  assistants  and  nurse  practitioners.” 
HEW,  which  agreed  with  most  of  the  GAO  recom- 
nendations,  said  it  was  also  concerned  about  the  pos- 
,ible  underuse  of  Corps  physicians  and  that  it  must 
:onsider  alternative  health  care  delivery  modes  or 
.taffing  arrangements  for  those  HEW-designated 
.hortage  areas  which  cannot  sustain  fulltime  medical 
practices  or  retain  physicians.  HEW  expects  some 
)rogress  toward  improved  use  to  occur  as  major  bar- 


riers to  the  use  of  physician  extenders  are  reduced 
(i.e.,  eligibility  for  reimbursement  and  limitations  of 
licensure). 

HEW  also  stated  that  existing  National  Health  Ser- 
vice Corps  sites  will  not  be  continued  if  sufficient 
support  for  the  corps  project  has  not  been  demon- 
strated over  the  period  of  Corps  involvement. 

The  GAO  said  it  had  considered  comments  made  by 
officials  of  the  programs  and  projects  reviewed,  and 
those  of  the  American  Medical  Association,  in  pre- 
paring its  report. 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . 


if  there 

are  problems 
and  there 
is  drinking... 

drinking 

may  be  the 

only  Problem-' 
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(If  changed,  publisher  must  submit  explanation  of  change 
with  this  statement.) 


10,  EXTENT  AND  NATURE  OF  CIRCULATION 

AVERAGE  NO.  COPIES  EACH 
ISSUE  DURING  PRECEDING 
12  MONTHS 

ACTUAL  NO.  COPIES  OF  SINGLE 
ISSUE  PUBLISHED  NEAREST  TO 
FILING  DATE 

A TOTAL  NO.  COPIES  PRINTED  (Net  Press  Run) 

5,622 

5,700 

B PAID  CIRCULATION 

1.  SALES  THROUGH  DEALERS  AND  CARRIERS.  STREET 
VENDORS  AND  COUNTER  SALES 

-0- 

-0- 

2.  MAIL  SUBSCRIPTIONS 

5,415 

5,485 

C.  TOTAL  PAID  CIRCULATION  (Sum  of  10B1  and  10B2) 

5,415 

5,485 

D.  FREE  DISTRIBUTION  BY  MAIL.  CARRIER  OR  OTHER  MEANS 
SAMPLES.  COMPLIMENTARY.  AND  OTHER  FREE  COPIES 

162 

170 

E.  TOTAL  DISTRIBUTION  (Sum  ofCo'i'im 

5,577 

5,655 

F.  COPIES  NOT  DISTRIBUTED 

1.  OFFICE  USE.  LEFT  OVER.  UNACCOUNTED.  SPOILED 
AFTER  PRINTING 

45 

45 

2.  RETURNS  FROM  NEWS  AGENTS 

-0- 

-0- 

G.  total  (Sum  of  E,  FI  and  2should  equal  net  press  run  shown 
in  A) 

5,622 

5,700 

n.  I certify  that  the  statements  made  by  me 
above  are  correct  and  complete. 
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12.  FOR  COMPLETION  BY  PUBLISHERS  MAILING  AT  THE  REGULAR  RATES  (Section  132.121,  Postal  Service  Manual) 

39  U.  S C.  3626  provides  in  pertinent  part  "No  person  who  would  have  been  entitled  to  mail  matter  under  former  section  4359  of  this  title 
shall  mall  such  matter  at  the  rates  provided  under  this  subsection  unless  he  files  annually  with  the  Postal  Service  a written  request  for  permission 
to  mail  matter  at  such  rates." 

In  accordance  with  the  provisions  of  this  statute,  1 hereby  request  permission  to  mall  the  publication  named  in  Item  1 at  the  phased  postage 
rates  presently  authorized  by  39  U.  S.  C.  3626. 
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Classified  Ads 


EMERGENCY  PHYSICIANS,  FULL  AND  PART-TIME:  Need  im- 
mediately both  full  and  part-time  Emergency  Room  Physicians  in 
the  Research  Triangle  Park  and  Charlotte  areas.  Malpractice  pro- 
vided. All  inquiries  confidential.  Contact:  Coastal  Emergency 
Physicians,  P.O.  Box  8703,  Durham,  N.C.  27707.  Telephone  (919) 


COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  1 18 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound; 
Salary  & %.  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medical 
Center,  Edenton,  N.C.  27932.  Telephone  (919)  482-2116. 

STUDENT  HEALTH  PHYSICIAN  needed  to  replace  retiring  staff 
physician  at  growing  Southern  Conference  University  located  20 
miles  from  the  Great  Smoky  Mountains  National  Park.  Competi- 
tive salary  and  state  benefits.  North  Carolina  license  required. 
Contact:  Donald  P.  O’Neal,  M.D.,  Western  Carolina  University, 
Cullowhee,  North  Carolina  28723.  Telephone  (704)  227-7430. 

Coastal  North  Carolina  — Beautiful  and  historic  Edenton  on  Al- 
bemarle Sound.  Ophthalmologist  to  join  primary  care  group  in  new 
modem  25,000  sq.  ft.  comprehensive  fee  for  service  ambulatory 
care  center.  Modern  eye  lanes,  retina  room,  minor  surgery,  opti- 
cian’s shop.  Contact  Dr.  C.  Lucas,  P.O.  Box  J,  Edenton,  N.C. 
27932  Phone:  919-482-8461. 

N.C.  — Family  Physicians  needed  in  beautiful  and  historic  Edenton 
located  on  Albemarle  Sound  near  famous  Outer  Banks.  Board 
Certified/eligible  to  join  primary  care  group  with  pharmacy  in  new 
modern  25,000  sq.  ft.  comprehensive  innovative  problem  oriented 
ambulatory  health  center  utilizing  team  modules/protocols/audit 
serving  rural  area  of  40,000  persons.  Sophisticated  computerized 
data  systems.  Rotating  caU.  Ob.  Comprehensive  JCAH  120  bed 
hospital.  Active  teaching  affiliation  with  three  medic:  1 schools. 
Close  referral  centers.  Fee  for  service.  Salary  negotiable  — plus 
fringes  plus  bonuses.  No  investment.  Reasonable  hours.  Time  to  be 
with  family.  Friendly  people.  Scenic  beauty.  Cultural  activities  and 
good  schools.  Unpolluted.  Progressive  atmosphere.  Metropolitan 
Norfolk,  Va.  70  miles.  Contact  C.  Lucas,  M.D.,  P.O.  Box  J, 
Edenton,  N.C.  27932.  Night  919-482-8461. 


Asheville,  N.C.  — Turnkey  family  practice.  $115, 000/year  gross.  No 
down  payment.  Pay  monthly  until  paid.  Walk  to  two  hospitals, 
medical  library.  Modern  equipment,  new  dictaphone  each  ex- 
amining room.  Call  (704)  253-5685. 

PSYCHIATRIST:  Full  time  position  in  psychiatric  outpatient  setting 
to  provide  and  supervise  clinical  services  to  adults  and  children. 
Mental  Health  Area  covers  two  counties  with  a population  of 
72,000.  Emphasis  is  on  community-based  outpatient  treatment. 
This  opportunity  is  in  Rutherford  and  Polk  counties  located  half- 
way between  Charlotte  and  Asheville  at  the  foothills  of  the  beautiful 
mountains  of  Western  North  Carolina.  The  area  features  year 
round  recreational  opportunities.  Salary  commensurate  with 
training  and  experience,  ($35,700-$45,588.)  Benefits  include  health 
insurance,  membership  in  the  North  Carolina  Local  Governmental 
Employees’  Retirement  System,  twelve  (12)  paid  sick  leave  days  a 
year,  fifteen  (15)  paid  vacation  days  a year,  and  fourteen  (14)  hours 
a year  petty  leave.  For  more  information  contact:  Mr.  Virgil  A. 
Cook,  Area  Director,  Rutherford-Polk  Mental  Health  Programs, 
City  Route  3,  Fairground  Road,  Spindale,  North  Carolina  28160. 

PEDIATRICIAN  WANTED:  Board  certified.  Medical  Director  of 
comprehensive  diagnostic  evaluation  and  treatment  facility.  Inter- 
est in  developmental  disabilities  necessary.  Position  available  im- 
mediately. Contact:  P.O.  Box  1572,  Elizabeth  City,  N.C.  27909. 

FAMILY  PRACTITIONER  needed  to  join  2 F.P.’s  in  Western  N.C. 
Mountains.  Summer  and  Winter  resort  with  year  round  recreation, 
excellent  schools,  near-by  University.  Ample  opportunity  for  time 
off.  Blowing  Rock  Medical  Clinic,  P.  A.,  P.O.  Box  8,  Blowing  Rock, 
N.C.  28605. 

OB-GYN  — to  join  Solo  nearing  retirement.  To  share  office  and  take 
over  large  practice,  mostly  GYN.  Excellent  facilities,  good  hospitals 
and  medical  environment.  Ideal  for  someone  wishing  to  relocate. 
Reply:  P.O.  Box  9122,  Charlotte,  N.C.  28299.  Phone:  (704)  333- 

6014. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 
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Nolfon 

fenoprofen  calcium 

300-mg.  Pulvules  and  600-mg.  Tablets 


Idista 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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Librium:.,  an  unsurpasse 

(chlordiazepoxide  HCD 


More  than  two  decades  of 
research  — including  hundreds 
of  animal  studies  and  hundreds 
of  clinical  trials— stand 
behind  the  proven  antianxiety 
performance  of  Librium. 


1 


safety  record 


What  excited  clinical 
researchers  about 
Librium  was  its  promise 
of  effective  antianxiety 
action  within  an  unprece- 
dented margin  of  safety 
This  promise  continues  to  be 
fulfilled  in  millions  of 
patients  today—  most 
likely  including  many 
of  your  own. 


Librium 9 

chlordiazepaxide  HO/ Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states.  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies  Periodic 
reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazmes.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e  g , excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage  ad|ustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment, blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects. Oral-Adults:  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  t.I.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  5 mg  b i d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium5  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10 
mg  and  25  mg — bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs®  (chlordiazepoxide) 
Tablets,  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. 
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For  Your  Information 

Continuing  Medical 
Education  Membership 
Requirement 

North  Carolina 
Medical  Society 

REQUIREMENTS: 

150  hours  every  three  years  — 
at  least  75  hours  in  Category  A 

CATEGORY  A: 

Courses  or  activities  sponsored  or  ap- 
proved by  recognized  medical  educa- 
tion centers  and  agencies  (university- 
based,  AHEC,  etc.),  medical  societies 
(local,  North  Carolina,  and  AMA),  or 
medical  specialty  and  scientific  socie- 
ties, AMA  accredited  audio-tapes. 

CATEGORY  B: 

Self-instruction:  i.e.,  programmed 

self-instruction  materials,  video-tapes, 
reading  medical  textbooks  and  jour- 
nals, teaching,  presenting  or  publish- 
ing professional  papers  or  exhibits. 
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We  try  harder. 


AVIS  GIVES  N.C.  MEDICAL  SOCIETY 
TIME  & MILEAGE  DISCOUNT 

The  North  Carolina  Medical  Society  has  entered  into  an  agreement 
with  Avis  Rent  A Car  System,  Inc.  to  provide  a significant  discount  to 
all  members  of  the  North  Carolina  Medical  Society. 

Effective  September  1,  1978,  the  North  Carolina  Medical  Society  and 
its  membership  will  receive  from  Avis  Rent  A Car  the  following: 

— A 25%  discount  off  our  published  normal  time  and 
mileage  rates  (customer  furnishes  gasoline.) 

— A 15%  discount  off  System  Presold  Rates  (customer  fur- 
nishes gasoline.)  These  are  special  unlimited  mileage 
rates  such  as  See  America  and  Florida  Freedom  Rates. 

— A 1 0%  discount  off  normal  time  and  mileage  rates  and  flat 
rates  (where  available)  in  Canada. 

—A  10%  discount  off  normal  rates  at  International  loca- 
tions. 

The  discounts  are  offered  on  both  business  and  personal  rentals. 
To  assure  receiving  the  special  discounts,  North  Carolina  Medical 
Society  members  must  always  identify  themselves  at  the  Avis  counter 
by  presenting  their  North  Carolina  Medical  Society  membership  card 
with  the  A.I.D.  (Avis  Incremental  Discount)  number  A/A  6012  00  at- 
tached or  visible  in  conjunction  with  (1)  an  Avis  charge  card  or  (2) 
presenting  an  Avis-honored  charge  card  (American  Express,  Master- 
charge,  Visa,  etc.) 

The  Avis  Incremental  Discount  Card/Sticker  identification 
was  enclosed  with  the  October  “Bulletin.”  If  you  did  not 
receive  your  A.I.D.  card/sticker,  it  is  suggested  that  ail 
members  immediately  write  the  North  Carolina  Medical 
Society  A.I.D.  number  A/A  601 2 00  on  the  front  of  their  North 
Carolina  Medical  Society  membership  card,  or  contact  the 
Medical  Society  Headquarters  Office,  P.O.  Box  27167,  Ra- 
leigh, N.C.  27611. 
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Your  Patient 
Saves  Dollars 

with  Generics 

by  PUREPAC 

Here’s  Proof! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 

QUANTITY  BRAND  NAME"  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30  Polycillin(250  mg.) $8.70  Ampicillin  (250  mg.) $2.40 . $6.30 

100 Equanii  (400  mg.)(3  8.09  Meprobamate  ooo  mg.  )<3  1.83  6.26 

100  Darvon  Comp.  65  G 7.83  Propoxyphene  HC1  Comp.  65  (3  4.63  3.20 

100 Pavabid  (i50mg.) 11.73  . Papaverine  HC1  T.R.ooomg.)  4.33  7.40 

100 Thorazine  (50  mg.) 6.03  Chlorpromazine  HC1(50  mg.)  3.23  2.80 

100  Libriumdo  mg.)G  7.11  Chlordiazepoxide  HC1  (io  mg.)(3.  . 4.89  2.22 


The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 


Brand  names  are  registered  trademarks  of 
Bristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  G Co., 
Marion  Labs.,  Smith  Kline  G French  Labs., 
Roche  Labs,  respectively. 


Elizabeth,  NJ  07207 

AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


You  wouldn't  wear 
boxing  gloves  to  milk  a cow... 


We’re  sure  our  hapless  friend  here 
looks  as  funny  to  you  as  he  did  to  us. 
But  he  succeeds  in  making  our  point. 
There  are  two  ways  of  doing  things: 
the  hard  way  and  the  easy  way. 


ity  income  Protection  for  younger 
doctors.  A plan  that  can  help  you 
protect  perhaps  your  most  impor- 
tant, valuable,  and  most  irreplaceable 
asset  — your  ability  to  earn  a living. 


It’s  much  the  same  when  disability 
strikes  a family.  If  you  haven’t  a plan 
of  protection  for  you  and  your  fam- 
ily, then  trying  to  maintain  your  life- 
style can  seem  a lot  like  trying  to 
milk  that  cow. 

But  as  a member  of  the  North  Car- 
olina Medical  Society,  you  are  in  a 
unique  position  to  take  advantage  of 
an  important  insurance  plan.  Disabil- 


If you’re  under  the  age  of  55  and  are 
active  full  time  in  your  practice,  act 
today  . . . don’t  put  yourself  in  the 
position  of  trying  to  milk  a cow  while 
wearing  boxing  gloves.  Just  fill  out 
the  coupon  below  and  return  it  to- 
day. A Mutual  of  Omaha  service  rep- 
resentative will  provide  personal, 
courteous  service  in  furnishing  full 
details  of  coverage. 


Mutual  of  Omaha  insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  send  me  complete  information  on  the 
Disability  income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  55 

Name 

j Address  

I City state zip 

i 


Mutual  dT\ 
^OmahaxL/ 

Peoplp  you  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASKA 
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Based  on  latest  U.S.  Government  Report: 


Box  or  menthol: 

ten  packs 
of  Carlton 


have  less  tar  than  one  pack  of: 


“LOW  TAR” 

FILTERS 
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Nicotine 

mg./cig 

mg./cig 

Winston  Lights 

13 
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Nicotine 
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Carlton  is  lowest* 

Less  than  1 mgr.  tar 

01  • o 

.1  mg.  me. 


Of  all  brands,  lowest... Carlton  Box:  less  than  0.5  mg.  tar 
Warning:  The  Surgeon  General  Has  Determined  ancj  q .05  mg.  nicotine  av.  per  cigarette,  FTC  Report  May  78. 

That  Cigarette  Smoking  Is  Dangerous  to  Your  Health.  gox  gess  t(lan  g 5 mg  "tar”,  0 .0 5 mg.  nicotine,-  Soft  Pack  and  Menthol:  1 mg.  "tar", 

0.1  mg.  nicotine  av.  per  cigarette,  FTC  Report  May  '78. 


From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic.  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Flospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Medical  Staff 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Bruce  W.  Rau,  M.D. 

Staff  Psychiatrist 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 
Larry  T.  Burch,  M.D. 

Staff  Psychiatrist 
Glenn  N.  Burgess,  M.D. 

Active  Staff 
Edward  Weaver,  M.D. 

Active  Staff 

For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 

Towards  Wholeness 


“THE  PHYSICIAN  IS  A 

DECISION  MAKER,  AND  ALMOST 

EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 

* PATIENT  CARE  Magazine— Outlook  1977,  "Face  Off:  Cost  Containment  vs.  Chaus','  J anuary  1,  1977. 

Lyle  CB,  et  al.  "Practice  habits  in  a group  of  eight  internists','  ANNALS  OF  INTERNAL  MEDICINE  84  (May  1976),  594-601. 

Schroeder  SA,  et  al.  "Use  of  laboratory  tests  and  pharmaceuticals:  variation  among  physicians  and  effect  of  cost  audit  on  subsequent  use','  JOURNAL  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION  225  (A  ug.  20,  1973),  969-73. 
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Have  you  examined  your  financial 
health  recently??  If  not,  we  urge  you 
to  review  your  present  situation  in 
light  of  today’ s economy . Should  you 
not  have  the  full  $2 166/mo.  income 
benefits  through  the  Society  spon- 
sored program , please  give  us  a col- 
lect call  to  evaluate  your  financial 
needs.  No  obligation  of  course. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 

J.  L.  & J.  SLADE  CRUMPTON,  INC. 

Durham,  N.C.— P.0.  Box  8500-27707—919-493-2441 
Gene  Greer  — Office  Manager 


Jack  Featherston  — Associate  — Charlotte,  N.C. 
P.O.  Box  17824 — 28211 — 704-366-9359 


Dan  Haley  — Associate  — Greensboro,  N.C. 
P.O.  Box  5367-27403—919-299-0411 


Approved  Administrators  for  following  Professional  Groups. 

NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.A.'s  AND  BAR  GROUPS 


RANALGESIC 


A SALICYLATE  DERMAL  DELIVERY  SYSTEM 
FOR  RELIEF  OF  MUSCLE  AND  JOINT  PAIN 


PANALGESIC  PROVIDES 

• Effective  relief  of  minor  pain  in  arthritis, 
low  back  and  overexerted  muscles. 

• 58%  salicylate  content  for  effective 
analgesia. 

• Soothing,  warming  relief  of  pain  and 
stiffness. 

CAUTION:  Do  not  use  around  eyes  or  in  sensitive  genital  area.  Keep 


PATIENTS: 

• A proven  dermal-absorption  method  of 
medication  delivery. 

• Enhanced  local  circulation  at  painful 
site  due  to  gentle  rubbing  and  counter- 
irritant  properties. 


of  reach  of  children. 


POYTHRESS  .basic  therapeutics  for  modern  patient  management. 


William  P.  Poythress  & Company,  Inc.,  Richmond,  VA  23261 


©William  P Poythress  & Company,  Inc  1978 


Printed  in  U S A 78-0019 


The  Country  Doctor  Museum , Bailey , AT.C. 


THINK  MEDICAL  HERITAGE! 

THE  COUNTRY  DOCTOR  MUSEUM  has  been  visited  by  many  hun- 
dredsof  Americans  as  well  as  tourists  from  foreign  countries,  who  have 
savored  its  treasures  over  the  years.  A constant  reminder  of  the  con- 
tributions made  by  physicians  to  the  Founding,  growth  and  perpetua- 
tion of  this  state  and  nation,  THE  COUNTRY  DOCTOR  MUSEUM  is  a 
fine  and  fitting  tribute  to  the  medical  profession.  It  must  be  preserved 
and  maintained  as  evidence  of  our  appreciation  of  the  profession  and 
its  contribution  to  mankind. 

Constant  increases  in  costs  of  postage  and  printing  prevent  the 
sending  of  our  annual  newsletter.  We  unashamedly  ask  for  your  help. 
Your  contribution  is  TAX  DEDUCTIBLE! 

SUPPORT  YOUR  MUSEUM  by  making  your  check  payable  to: 

THE  COUNTRY  DOCTOR  MUSEUM  FOUNDATION 

P.O.  Box  34 

Bailey,  North  Carolina  27807 


CURRENT  CONCEPTS 


Cancer  in  Children 


J.  Hugh  Bryan,  M.D.*,  John  M.  Falletta,  M.D.**,  and 
Richard  B.  Patterson,  M.D.t 


HE  occurrence  of  cancer  in 
children  is  an  uncommon  event, 
n order  to  determine  precisely  how 
incommon,  a complete  survey  of 
:hildren  within  a defined  geo- 
;raphical  area  for  a defined  period 
if  time  would  be  required  to  identify 
he  number  of  children  in  the  popu- 
ation  (population  at  risk)  and  the 
lumber  of  children  who  were  found 

0 have  cancer  as  a new  diagnosis 
luring  that  time  (affected  popula- 
ion).  No  such  survey  has  been 
lerformed  in  North  Carolina.  And 
ince  nearly  half  of  all  children  with 
ancer  survive  their  illness,  esti- 
lates  of  cancer  incidence  derived 
rom  mortality  statistics  are  inher- 
ntly  inaccurate. 

Some  population-based  surveys 
ave  been  performed.  Using  a study 

1 which  the  population  at  risk  re- 
embled  that  of  North  Carolina 
hildren  by  racial  distribution,  we 
an  estimate  that  nearly  200  North 
Carolina  children  under  15  years  of 

\ssistant  Professor  of  Pediatrics 
niversity  of  North  Carolina 
chool  of  Medicine 
hapel  Hill,  N.C.  27514 
'Associate  Professor  of  Pediatrics 
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Winston-Salem,  N.C.  27103 

Supported  in  part  by  NCI  grants  CA  03927,  CA  12197,  CA 
*439) 

eprint  requests  to  Dr.  Bryan 


age  would  be  identified  as  new 
cancer  patients  each  year.  The  most 
common  cancer  in  children  is 
leukemia  (Table  I),  with  about  98% 
of  these  being  acute  leukemia  and 
about  80%  acute  lymphatic 
leukemia.  Approximately  65  North 
Carolina  children  would  be  ex- 
pected to  develop  leukemia  each 
year.  Brain  tumors  will  occur  with 
one-half  the  frequency  of  leukemia 
and  lymphomas  are  approximately 
one-third  as  likely  to  occur.  Each  of 
the  remaining  malignancies  is  less 
common,  although  the  diseases  rep- 
resented include  most  of  those  that 
occur  only  in  children. 

In  the  following  discussion  we 
describe  the  clinical  and  therapeutic 
features  of  many  of  these  malignan- 
cies to  illustrate  why  the  pediatric 
oncologist  can  be  relatively  op- 
timistic about  the  future  of  the  child 
with  cancer. 

ACUTE  LYMPHATIC  LEUKEMIA 

In  the  past  30  years  of  cancer 
chemotherapy  some  of  the  most  im- 
pressive strides  have  occurred  with 
children  with  acute  lymphatic 
leukemia  (ALL).  From  an  average 
life  expectancy  after  diagnosis  of 
three  to  four  months  in  1948,  we 
have  come  to  expect  a survival  of 
five  years  in  over  half  the  children 
being  treated,  most  of  whom  have 


had  no  recurrence.  Ten-year  sur- 
vivors are  becoming  more  com- 
monplace; many  of  these  children 
may  be  cured.  Since  most  of  this 
improvement  has  been  achieved 
without  the  introduction  of  signifi- 
cant new  drugs  since  1960,  it  must 
be  attributed  to  other  factors.  Cer- 
tainly improved  supportive  care 
with  better  antibiotics  and  transfu- 
sions of  red  cells,  white  cells  and 
platelets  have  provided  protection 
to  the  child  until  the  disease  is  clini- 
cally controlled. 

Today  complete  remission  (no 
evidence  of  disease  in  the  bone  mar- 
row or  peripheral  blood  together 
with  normal  physical  findings  and 
activity)  is  obtained  initially  in  more 
than  90%  of  the  patients  with  ALL 
after  treatment  with  vincristine  and 
prednisone.  This  return  to  normal  is 
usually  maintained  by  using  a com- 
bination of  oral  6-mercaptopurine 
and  methotrexate,  usually  with  the 
addition  of  other  drugs  periodically 
over  the  next  three  years  to  acceler- 
ate leukemic  cell  destruction. 

Perhaps  the  most  significant  ad- 
vancement in  achieving  long-term 
survival  has  been  the  use  of  central 
nervous  system  (CNS)  prophylaxis 
(treatment  of  occult  disease)  by 
intrathecal  injections  of  metho- 
trexate, cranial  irradiation,  or  both. 
Because  the  blood/brain  barrier  is 
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TABLE  1 

Estimated  Incidence  of  Cancer  in 
North  Carolina  Children 

Rate/100.000 

Number  of  New 

Children/Year 

Cases  Annually 

Leukemia 

3 60 

65 

Brain  Tumor 

1.80 

33 

Lymphoma 

1.21 

22 

Neuroblastoma 

088 

16 

Wilms'  Tumor 

0 79 

14 

Soft  Tissue  Sarcoma 

060 

11 

Bone  Tumor 

0 47 

8 

Miscellaneous 

1.23 

21 

Total 

10.58 

190 

impermeable  to  antileukemic  drugs 
given  by  mouth  or  injection,  the 
CNS  can  become  a sanctuary  for 
the  multiplication  of  leukemic  cells. 
With  the  improved  survival  of  chil- 
dren with  leukemia,  the  risk  of  CNS 
involvement  rises  to  50%-60%  so 
specific  prophylactic  CNS  therapy 
has  become  mandatory.  Today 
fewer  than  5%  of  leukemic  children 
remaining  free  of  other  clinical  dis- 
ease will  develop  CNS  leukemia. 

Investigators  are  studying 
whether  therapy  can  be  more  indi- 
vidualized so  that  children  with  a 
more  favorable  prognosis  can  be 
effectively  treated  less  aggressively 
and  those  with  more  resistant  dis- 
ease treated  more  vigorously.  Pa- 
tients with  marked  leukocytosis  at 
diagnosis,  very  young  or  adolescent 
patients, and  those  whose  leukemic 
cells  have  membrane  features  of  T 
or  B lymphocytes  appear  to  have  a 
poorer  prognosis  and  should  be 
treated  aggressively,  although  the 
best  regimen  remains  to  be  deter- 
mined. 

Many  questions  arise  as  a result 
of  the  prolonged  survival  of  children 
with  ALL.  Among  these  are  the 
long-term  effects  of  both  the  ordi- 
narily administered  antileukemic 
agents  and  the  central  nervous  sys- 
tem therapy. 

ACUTE  MYELOGENOUS 
LEUKEMIA 

Patients  with  acute  myelogenous 
leukemia  have  not  experienced 
either  the  high  remission  rate  or  the 
prolonged  survival  noted  for  chil- 
dren with  ALL.  Drugs  useful  in  this 
disease  include  daunomycin, 
doxorubicin  with  cytosine  arabino- 


side,  or  the  combination  known  as 
POMP  (prednisone/vincristine/ 
methotrexate/6-mercaptopurine). 
Maintenance  therapy  usually  in- 
cludes a combination  of  the  above 
agents  with  the  addition  of  6- 
thioguanine  or  continued  POMP. 
Although  remission  occurs  in 
50%-60%  of  patients,  the  duration 
of  survival  is  only  9-12  months. 

The  treatment  of  acute  leukemia 
by  bone  marrow  transplantation  is 
still  experimental.  Most  success  has 
been  obtained  using  marrow  from 
an  identical  twin  or  a carefully 
matched  non-twin  sibling.  Trans- 
plantation is  being  employed  more 
frequently  in  patients  with  acute 
myelogenous  leukemia,  since 
chemotherapy  remains  inadequate 
for  most  patients. 

CHILDHOOD  LYMPHOMA 

The  lymphomas  of  childhood  — 
Hodgkin's  disease  and  the  non- 
Hodgkin’s  lymphomas  — are  con- 
trasting diseases  with  regard  to  their 
behavior  and  management.  The  two 
types  occur  with  about  equal  fre- 
quency — Hodgkin’s  disease  in 
children  resembling  that  disease  in 
adults  and  non-Hodgkin’s  lym- 
phoma behaving  more  aggressively 
in  children  than  in  adults.  Whereas 
the  approach  to  patients  with 
Hodgkin’s  disease  is  well  defined  as 
to  staging,  treatment  and  prognosis 
(Table  II),  the  approach  and  outlook 
for  patients  with  non-Hodgkin's 
lymphoma  is  neither  as  precise  nor 
as  optimistic. 


Hodgkin’s  disease  is  rare  in  chil 
dren  under  5,  with  the  incidence  in 
creasing  with  age.  In  the  first  de 
cade  of  life,  it  occurs  predominant!; 
in  males,  with  the  cell  type  usual! 
indicative  of  nodular  sclerosis. 
Clinical  staging  with  lymphangiog 
raphy  and  exploratory  laparotom 
including  splenectomy  is  usuall 
performed,  but  some  disagreemen 
exists  about  the  necessity  for  thes 
procedures  in  patients  without  sys j 
temic  symptoms  who  have  Stage 
disease  or  mediastinal  disease  of  th 
nodular  sclerosing  histiologic  type 
The  cure  rate  in  patients  with  Stag 
I and  II  Hodgkin’s  disease  ap 
proaches  85%  using  radiatio 
therapy  alone.  The  use  of  extende 
versus  involved-field  radiation  an 
the  combination  of  this  wit 
chemotherapy  is  being  studied  fc 
all  stages  of  the  disease,  in  hopes  c 
limiting  unnecessary  radiatio 
while  treating  occult  disease  effec 
tively. 

The  histiologic  nomenclature  an 
the  value  of  staging  are  not  as  we 
established  in  the  non-Hodgkin' 
lymphomas.  Abdominal  and  med 
astinal  lymphoma  are  associate 
with  a particularly  poor  prognos  { 
despite  aggressive  therapy,  with  thl 
latter  developing  into  a leukemi;! 
like  illness  in  a high  percentage  ( 
patients.  Lymphoma  occurring  i 
the  head  and  neck  appears  to  have 
better  prognosis.  Programs  usir 
multiple  drugs  plus  radiatio 
therapy  do  give  a high  initial  n 
sponse  rate  in  all  patients,  but  th 


TABLE  II 

Hodgkin  s Disease:  Staging  Classification 


Stage  Symptoms 

A No  systemic  symptoms 

B Systemic  symptoms 

Classification  as  symptomatic  (category  B)  requires  one  or  more  of  the  following  features:  (1)  un> 
plained  weight  loss  of  more  than  10%  six  months  prior  to  admission;  (2)  unexplained  fever  with  tempe f 
tures  above  38?C;  or  (3)  night  sweats. 

Stage  Extent  of  involvement 

I Involvement  of  a single  lymph  node  region  (I)  or  of  a single  extralymphatic  organ  or  site  (lE). 

II  Involvement  of  two  or  more  lymph  node  regions  on  the  same  side  of  the  diaphragm  (II)  or  localiz 
involvement  of  extralymphatic  organ  or  site  and  of  one  or  more  lymph  node  regions  on  the  same  side' 
the  diaphragm  (It). 

HI  Involvement  of  lymph  node  regions  on  both  sides  of  the  diaphragm  (III),  which  may  also  be  accompan  , 

by  localized  involvement  of  extralymphatic  organ  or  site  (lllE)  or  by  involvement  of  the  spleen  (Ills),  or  b<* 
(HIse). 

IV  Diffuse  of  disseminated  involvement  of  one  or  more  extralymphatic  organs  or  tissues  with  or  withi. 

associated  lymph  node  enlargement.  The  reason  for  classifying  the  patient  as  Stage  IV  should 
identified  further  by  defining  site  by  symbols 
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ng-term  outlook  for  patients  with 
>n-Hodgkin's  lymphoma  remains 
larded. 

WILMS’  TUMOR 

The  excellent  outlook  for  chil- 
en  with  Wilms'  tumor  results 
)m  the  use  of  surgery,  irradiation 
id  chemotherapy  in  a multimodal 
tack.  This  approach  has  resulted 
the  formulation  of  many  of  the 
isic  principles  of  pediatric  oncol- 
;y  which  direct  our  efforts  against 
ost  of  the  solid  tumors  of  child- 
)od.  From  the  1940s  with  the 
Ivent  of  techniques  for  radical 
■phrectomy  in  small  patients,  fol- 
wed  in  the  early  1950s  by  local 
diation  therapy  to  the  empty 
mor  bed  and  in  1956  by  the  first 
ccessful  use  of  a chemotherapeu- 
: agent  (dactinomycin)  in  Wilms' 
mor  patients,  survival  rates  have 
iproved  to  well  over  50%  for  all 
itients. 

Later  it  was  shown  that  repeated 
>urses  of  dactinomycin  were  more 
fective  than  a single  course  and 
at  vincristine  was  as  effective  as 
tctinomycin.  Thus,  by  the  late 
'60s  surgery,  irradiation  and  these 
'o  chemotherapeutic  agents  had 
:en  demonstrated  clearly  effective 
Wilms’  tumor  patients.  But  there 
as  a great  need  to  further  refine 
erapy  for  the  individual  child  in 
der  to  avoid  excessive  or  inade- 
late  treatment. 

A large  cooperative  study,  Na- 
anal  Wilms’  Tumor  Study  1 
IWTS  1),  begun  in  1969  and  com- 
eted  in  1976,  showed  that  for  chil- 
en  under  2 years  of  age  with  tumor 
infined  to  the  kidney  (Group  I),  no 
■nefit  resulted  from  local  irradia- 
>n  when  added  to  surgery  and 
istoperative  chemotherapy  (Table 
1).  Disease-free  survival  with  or 
ithout  irradiation  was  about  90%. 
ius,  these  children  can  be  spared 
e additional  toxicity  of  irradia- 
>n.  For  children  with  tumor  ex- 
nding  beyond  the  kidney  but 
>mpletely  resected  (Group  II),  or 
r those  with  residual  abdominal 
mor  after  surgery  (Group  III),  the 
ady  also  demonstrated  an  obvious 
periority  of  the  combination  of 
ictinomycin  and  vincristine  over 
ther  drug  alone.  The  two-year 
sease-free  survival  was  approxi- 


mately 50%  for  children  treated 
with  either  drug  but  was  80%  in 
those  treated  with  the  combination. 
Other  factors  such  as  tumor  histol- 
ogy also  affect  prognosis  and  will 
permit  further  refinement  of  initial 
staging  and  subsequent  therapy. 

National  Wilms’  Tumor  Study  II, 
now  in  progress,  is  directing  atten- 
tion to  the  effects  of  shortening  the 
period  of  postoperative  chemo- 
therapy for  children  in  Group  I and 
the  potential  benefit  of  adding  ad- 
riamycin,  a drug  recently  shown  to 
be  highly  effective  in  patients  with 
this  tumor,  to  the  vincristine- 
dactinomycin  regimen  for  children 
in  Groups  II  and  III.  The  comple- 
tion of  such  studies  is  essential  if 
children  are  to  be  offered  the  most 
effective  therapy  with  minimal 
chance  for  acute  or  residual  side 
effects  from  treatment. 

NEUROBLASTOMA 

The  prognosis  for  children  with 
neuroblastoma  is  strongly  influ- 
enced by  age  and  the  extent  or  stage 
of  disease  at  diagnosis.  The  most 
important  and  as  yet  unexplained 
influence  appears  to  be  the  age  of 
the  child.  A typical  series  showed 
that  74%  of  children  diagnosed  be- 
tween 0 and  12  months  of  age  sur- 
vived disease-free  for  two  years 
while  there  was  a rapid  decrease  in 
survival  to  26%  for  ages  12  to  24 
months  and  to  12%  for  children 
older  than  24  months.  While  this 
difference  is  explained  in  part  by  the 
fact  that  very  young  children  more 


commonly  have  localized  tumor  at 
diagnosis,  the  infant  with  more 
advanced  disease  can  be  expected 
to  fare  better  than  older  children. 

Staging  for  neuroblastoma  re- 
mains imperfect  and  there  is  cur- 
rently no  single  staging  system  that 
is  accepted  by  all  investigators.  The 
following  system  is  most  frequently 
employed: 

Stage  I.  Tumor  confined  to  the 
organ  or  structure  of  origin. 

Stage  II.  Tumor  extending  in 
continuity  beyond  the  organ  or 
structure  of  origin  but  not  crossing 
the  midline.  Regional  lymph  nodes 
on  the  ipsilateral  side  may  be  in- 
volved. 

Stage  III.  Tumor  extending  in 
continuity  beyond  the  midline.  Re- 
gional lymph  nodes  may  be  in- 
volved bilaterally. 

Stage  IV.  Remote  disease  in- 
volving skeleton,  organs,  soft  tis- 
sues, distant  lymph  node  groups, 
etc. 

Stage  IV-S.  Patients  who  would 
otherwise  be  Stage  I or  II,  but  who 
have  remote  disease  confined  to 
liver,  skin  or  bone  marrow  (without 
evidence  of  actual  bone  involve- 
ment). 

While  prognosis  according  to 
stage  is  also  strongly  influenced  by 
the  age  of  the  child,  children  of  any 
age  with  well-localized  tumor 
(Stages  I and  II)  have  an  excellent 
chance  of  survival.  Children  with 
Stage  IV-S  neuroblastoma  are  a 
special  category.  Typically  they  are 
very  young  and  have  small  primary 


TABLE  ill 

Clinical  Grouping  in  Wilms'  Tumor* 


The  clinical  group  decided  by  the  surgeon  and  confirmed  by  the  pathologist,  is  determined  according  to  the 
following  criteria: 

GROUP  I — Tumor  limited  to  kidney  and  completely  resected.  The  surface  of  the  renal  capsule  is  intact.  The  tumor 
was  not  ruptured  before  or  during  removal.  There  is  no  residual  tumor  apparent  beyond  the  margins  of  resection 
GROUP  II  — Tumor  extends  beyond  the  kidney  but  is  completely  resected 
There  is  local  extension  of  the  tumor;  i.e.,  penetration  beyond  the  pseudocapsule  into  the  peri-renal  soft  tissues, 
or  peri-aortic  lymph  node  involvement  The  renal  vessel  outside  the  kidney  substance  is  infiltrated  or  contains 
tumor  thrombus.  There  is  no  residual  tumor  apparent  beyond  the  margins  of  resection. 

GROUP  III  — Residual  non-hematogenous  tumor  confined  to  abdomen 
Any  one  or  more  of  the  following  occur 

The  tumor  has  ruptured  before  or  during  surgery,  or  a biopsy  has  been  performed. 

Implants  are  found  on  peritoneal  surfaces. 

Lymph  nodes  are  involved  beyond  the  abdominal  peri-aortic  chains. 

The  tumor  is  not  completely  resectable  because  of  local  infiltration  into  vital  structures 
GROUP  IV  — Hematogenous  metastases. 

Deposits  beyond  GROUP  III.  eg.  lung,  liver,  bone  and  brain 
GROUP  V — Bilateral  renal  involvement  either  initially  or  subsequently. 

‘From  National  Wilms’  Tumor  Study 
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tumors  with  major  distant  involve- 
ment confined  to  liver  and/or  skin 
and  with  minimal  bone  marrow  in- 
volvement. For  reasons  yet  unex- 
plained, these  children  survive  al- 
most as  frequently  as  children  with 
well  localized  tumor.  Children  with 
more  advanced  regional  tumor 
(Stage  III)  and  metastatic  disease 
(Stage  IV)  have  an  overall  survival 
of  about  20%.  Unfortunately,  two- 
thirds  of  children  are  found  at  diag- 
nosis to  have  disseminated  disease. 
Therefore,  while  the  outlook  for 
children  with  localized  disease  is 
extremely  favorable,  the  great 
majority  of  children  are  not  so  for- 
tunate and  neuroblastoma  remains 
one  of  the  most  troublesome  of  the 
childhood  tumors. 

Since  neuroblastoma  is  so  enig- 
matic and  survival  is  so  strongly  in- 
fluenced by  age  and  stage  of  the  dis- 
ease at  diagnosis,  recommendations 
for  therapy  are  not  nearly  as  easy  as 
with  Wilms'  tumor.  However,  it  ap- 
pears that  children  with  Stage  I and 
II  disease  have  an  excellent  chance 
of  survival  with  surgery  alone  and 
that  postoperative  irradiation 
and/or  chemotherapy  are  unneces- 
sary. On  the  other  hand,  children 
with  Stage  III  disease,  especially 
those  with  residual  tumor  after 
surgery,  may  benefit  from  local  ir- 
radiation and/or  drug  administra- 
tion. 

Children  with  Stage  IV  tumors, 
which  are  a common  presentation, 
have  a very  poor  prognosis  despite 
aggressive  attack  with  irradiation 
and  combination  chemotherapy. 
Surgical  removal  of  the  primary 
tumor  in  these  children  is  of  doubt- 
ful benefit  and  irradiation  does  not 
seem  beneficial  except  for  palliation 
of  painful  metastatic  disease.  Sev- 
eral aggressive  multi-agent  chemo- 
therapy programs  are  being 
evaluated  for  the  treatment  of  chil- 
dren with  Stage  IV  tumors.  Agents 
being  tested  include  vincristine, 
cyclophosphamide  and  adriamycin 
along  with  some  of  less  certain 
usefulness  such  as  daunomycin, 
VM-26,  papaverine,  tri-fluoro- 
methyl-deoxyuridine,  and  im- 
idazole carboxamide.  Many  of 
these  regimens  may  effect  regres- 
sion of  neuroblastoma  but  there  is 
no  compelling  evidence  that  they 


have  had  a significant  impact  on 
survival. 

Since  spontaneous  tumor  regres- 
sion is  frequent  in  young  children 
with  Stage  IV-S  disease,  many  re- 
quire little  active  treatment.  If  the 
liver  becomes  large  enough  to 
create  mechanical  problems,  a short 
course  of  chemotherapy  or  low  dose 
irradiation  may  be  of  benefit.  In  ad- 
dition, chemotherapy  is  generally 
recommended  for  those  babies  with 
more  extensive  bone  marrow  in- 
volvement. 

Neuroblastoma  remains  an  ex- 
tremely difficult  problem  for  the 
pediatric  oncologist.  Further  inves- 
tigation to  identify  the  factors  re- 
sponsible for  its  enigmatic  behavior 
and  continued  trials  with  new 
agents  and  combinations  of  agents 
are  essential  if  the  outlook  for  these 
children  is  to  be  improved. 

BONE  TUMORS 

Osteosarcoma  and  Ewing’s  sar- 
coma are  the  two  most  common 
types  of  primary  bone  cancer  which 
occur  in  children.  Osteosarcoma  is 
more  common  with  the  peak  inci- 
dence in  the  10-25-year  age  group. 
In  about  60%  of  patients,  it  origi- 
nates in  the  distal  femur  or  proximal 
tibia  while  another  20%  have  their 
initial  tumor  in  the  humerus  or  the 
proximal  femur.  The  tumor  arises  in 
bone-forming  tissue,  radiographs 
showing  variable  degrees  of  os- 
teoblastic and  osteolytic  change. 

Patients  usually  complain  first  of 
a painful  bony  swelling.  Once  the 
diagnosis  is  established  by  careful 
microscopic  examination  of  biopsy 
material,  the  removal  of  all  involved 
bone  is  mandatory,  since  other 
forms  of  therapy  cannot  control  the 
local  primary  disease. 

Before  effective  adjuvant  che- 
motherapy was  available,  approxi- 
mately 80%  of  patients  who  had  no 
evidence  of  disease  after  amputa- 
tion developed  distant  metastases 
within  a year,  most  often  in  the 
lungs.  With  the  observation  that 
several  drugs  were  effective  in 
bringing  about  tumor  regression, 
several  chemotherapeutic  regimens 
were  developed  in  an  effort  to  de- 
stroy occult  micrometastases  in  pa- 
tients without  evidence  of  disease 
after  amputation.  Drugs  found  ef- 


fective include  doxorubicin 
methotrexate  in  extremely  higl 
doses  followed  by  a course  of  citro 
vorum  factor  to  protect  normal  tis 
sues  from  undue  methotrexate’tox 
icity  (citrovorum  factor  rescue) 
vincristine,  cyclophosphamide  an 
phenyalanine  mustard.  Before  th 
widespread  use  of  adjuvant  che 
motherapy,  the  survival  rate  aftel 
amputation  was  1 5%-20%,  a dismr 
figure.  With  the  use  of  adjuvan 
chemotherapy,  a marked  improve 
ment  in  survival  has  occurred.  Th 
overall  disease-free  survival  rate  fo 
patients  treated  with  multiple  dru 
therapy  ranges  from  50%  (period  cl 
observation  greater  than  four  yean 
to  about  75%  (patients  followed  fo 
at  least  18  months  and  receiving  i 
sequence  all  of  the  drugs  describe 
above). 

Unfortunately,  patients  who  dc 
velop  metastatic  disease  have 
much  poorer  outlook,  although  ex 
cision  of  visible  tumor  followed  b 
aggressive  multiple-drug  chemc 
therapy  is  leading  to  long-terrr 
disease-free  survival  in  a small  bi 
increasing  portion  of  these  patients 

Ewing's  sarcoma  is  a primary 
non-osseous  tumor  involving  bone 
This  tumor  occurs  most  often  i 
children  and  young  adults,  with  7(F 
of  patients  being  under  20  years  c 
age  at  diagnosis.  The  radiographi 
features  are  not  specific,  and  th 
diagnosis  is  established  only  b 
careful  examination  of  biopsy  matt 
rial . 

Unlike  osteosarcoma,  Ewing’ 
sarcoma  is  responsive  to  radiatio 
and  chemotherapy,  allowing  pre? 
ervation  of  function.  The  goals  c 
therapy  are  to  preserve  functio 
while  destroying  the  primary  tumc 
and  to  eradicate  microscopi 
metastases.  Since  about  90%  of  th 
patients  have  occult  metastatic  di* 
ease  at  diagnosis,  aggressive  effort 
to  eradicate  metastases  are  mar 
datory. 

Amputation  of  the  primary  tumc 
can  usually  be  avoided  and  pre 
treatment  with  chemotherapy,  fo 
lowed  by  radiation  therapy  to  600 
rads,  then  long-term  chemotherapy 
is  effective  in  destroying  both  loc; 
and  distant  disease.  The  most  usefi 
drugs  appear  to  be  vincristine,  dac 
tinomycin,  cyclophosphamide  an 
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pxorubicin,  used  in  varying  corn- 
nations. 

Metastatic  disease  usually  in- 
)lves  the  lungs  or  bony  sites; 
■nerally  patients  are  responsive  to 
;gressive  chemotherapy,  plus 
diation  therapy  to  the  lungs  or  to 
e primary  site. 

Because  of  the  relative  infre- 
uency  of  Ewing's  sarcoma,  a na- 
)nal  cooperative  study  was  ini- 
ited  in  January  1975  to  determine 
e efficacy  of  aggressive  radiation 
erapy  plus  three-  or  four-drug 
lemotherapy.  Although  no  results 
om  this  study  have  been  pub- 
,hed,  preliminary  data  suggest  that 
sease  involving  the  ribs  or  the  long 
>nes  is  well-managed,  while  pelvic 
sease  remains  more  resistant  to 
erapy. 

Before  aggressive  chemotherapy 
id  radiation  therapy,  the  five-year 
rvival  of  patients  with  Ewing’s 
rcoma  was  less  than  20%.  Now, 
veral  small  groups  of  patients 
ive  achieved  long-term,  disease- 
;e  survival  which  approaches  50% 
five  years.  We  await  the  final  re- 
lts  of  the  Intergroup  Ewing’s  Sar- 
ima  Study  to  better  define  re- 
onse  rate. 

RHABDOMYOSARCOMA 

Rhabdomyosarcoma,  a malig- 
tncy  of  striated  muscle,  histiologi- 
lly  identifiable  as  embryonal,  al- 
:olar,  pleomorphic,  or  mixed 
pes,  is  the  most  common  soft  tis- 
e sarcoma  of  children.  Most  often 
en  is  embryonal  rhabdomyosar- 
ma,  usually  found  in  the  head  and 


neck,  abdomen  or  genitourinary 
tract.  Alveolar  rhabdomyosarcoma 
most  often  occurs  in  an  extremity. 

The  patient  with  rhabdomyosar- 
coma usually  complains  of  painless 
swelling  of  soft  tissue,  most  often  in 
the  head  and  neck  (35%),  on  the  ex- 
tremities (24%),  in  the  genitourinary 
tract  (18%),  or  of  the  trunk  (11%). 
Often  the  pathologic  diagnosis  of 
rhabdomyosarcoma  is  difficult, 
sometimes  requiring  multiple  biop- 
sies and  evaluation  using  an  elec- 
tron microscope. 

The  tumor  has  a high  propensity 
for  lymphatic  or  hematogenous 
spread.  Since  it  is  sensitive  to  radi- 
ation, radical  surgery  is  usually  in- 
appropriate if  the  operative  proce- 
dure would  lead  to  loss  of  important 
function.  For  example,  orbital 
rhabdomyosarcoma  is  best  treated 
by  incisional  biopsy,  followed  by 
radiation  therapy  and  chemo- 
therapy, without  sacrificing  the  eye 
in  an  effort  to  remove  all  local  dis- 
ease. However,  prostatic  rhab- 
domyosarcoma is  best  treated  by 
anterior  exenteration,  with  diver- 
sion of  the  ureters  to  an  ileal  con- 
duit. 

Once  the  diagnosis  is  established 
and  total  excision  done  when  possi- 
ble, therapy  depends  upon  the  ex- 
tent of  tumor.  As  a result  of  the 
Intergroup  Rhabdomyosarcoma 
Study  initiated  in  1972,  some  pre- 
diction as  to  response  to  therapy 
can  be  made.  Patients  with  Stage  1 
disease  (localized  and  completely 
resected)  respond  well  to  vincris- 
tine, dactinomycin  and  cyclophos- 


phamide administered  for  two 
years.  Stage  II  disease  (microscopic 
residual  disease  with  or  without 
nodal  involvement)  is  best  treated 
with  radiation  therapy  to  the  tumor 
bed,  followed  by  vincristine  plus 
dactinomycin,  with  or  without  ad- 
ditional cyclophosphamide.  Stage 
III  disease  (residual  gross  disease) 
also  requires  localized  radiation 
therapy  plus  systemic  chemo- 
therapy, including  vincristine,  dac- 
tinomycin and  cyclophosphamide, 
with  or  without  doxorubicin.  Pa- 
tients with  Stage  IV  disease 
(metastases  present  at  diagnosis) 
are  treated  in  the  same  manner  as 
Stage  III  patients  but  without  such 
good  success.  Overall  results  for 
disease-free  survival  are  as  follows: 
Stage  I disease  — 92%  (median 
follow-up  72  weeks):  Stage  II  dis- 
ease — 85%  (median  follow  up  45 
weeks):  Stage  III  disease  — 69% 
(median  follow-up  44  weeks).  Half 
of  the  patients  with  Stage  IV  disease 
were  alive  44  weeks  after  diagnosis. 
While  these  results  are  promising, 
new  programs  are  being  developed 
for  patients  with  each  stage  of  dis- 
ease. 

SUMMARY 

While  cancer  is  still  the  leading 
cause  of  death  by  disease  for  chil- 
dren from  age  1 to  15,  the  outlook 
for  a child  with  cancer  has  improved 
immensely  during  the  last  10  years. 
All  children  with  cancer  can  benefit 
from  these  therapeutic  advances, 
and  with  proper  help,  as  many  as 
half  of  them  can  overcome  their  dis- 
ease. 


...  So  this  stinking  smoake  being  sucked  up  by  the  Nose,  and  imprisoned  in  the  colde  and  moyst 
braines,  is  by  their  colde  and  wett  facultie,  turned  and  cast  foorth  againe  in  waterie  distillations,  and  so 
are  you  made  free  and  purged  of  nothing,  but  that  wherewith  you  wilfully  burdened  yourselves:  and 
therefore  are  you  no  wiser  in  taking  Tobacco  for  purging  you  of  distillations,  then  if  for  preventing  the 
Cholike  you  would  take  all  kinde  of  windie  meates  and  drinkes,  and  for  preventing  the  Stone,  you  would 
take  all  kinde  of  meates  and  drinkes,  that  would  breede  gravell  in  the  Kidneys,  and  then  when  you  were 
forced  to  avoyde  much  winde  out  of  your  stomacke,  and  much  gravell  in  your  Urine,  that  you  should 
attribute  the  thanke  thereof  to  such  nourishments  as  bred  those  within  you,  that  behoved  either  to  be 
expelled  by  the  force  of  nature,  or  you  to  have  burst  at  the  broad  side,  as  the  Proverbe  is.  — A 
Counter-Blaste  to  Tobacco,  King  James  I,  1604. 
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California  Virus  Encephalitis  in  North  Carolina 


Doris  S.  Kelsey,  M.D.,  and  Baldwin  Smith,  M.D. 


ABSTRACT  The  occurrence  of  four 
cases  of  California  virus  encephalitis 
in  North  Carolina  is  reported  and  a 
case  history  presented.  A review  of 
the  clinical  Findings  and  pertinent 
epidemiologic  data  is  given  to  alert 
the  clinician  to  the  possible  presence 
of  this  viral  pathogen. 

FOUR  cases  of  California  virus 
encephalitis  were  diagnosed  in 
North  Carolina  in  the  summer  of 
1977,  the  first  known  occurrence  of 
this  infection  in  the  state  since  1965. 
This  report  reviews  the  clinical 
features  of  this  disease  by  present- 
ing a case  of  California  virus  en- 
cephalitis and  discussing  the  emerg- 
ing importance  of  California  viruses 
in  central  nervous  system  disease 
in  order  to  alert  clinicians  to  an 
endemic  foci  of  the  virus  in  North 
Carolina. 

CASE  REPORT 

A 7-year-old  white  male  from 
Waynesville  had  just  returned  from 
vacationing  in  the  Great  Smoky 
Mountains  National  Park  area  when 
he  became  ill  in  August,  1977. 

A few  days  later,  he  developed 
severe  bifrontal  headaches  followed 
by  fever,  nausea  and  vomiting. 

From  the  Departments  of  Pediatrics  and  Neurology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.C.  27103 

Reprint  requests  to  Dr.  Kelsey,  Department  of  Pediatrics 


The  progressive  symptomatology 
prompted  his  admission  to  a local 
hospital  where  he  developed 
generalized  seizure  activity  and 
then  auditory  and  visual  hallucina- 
tions. After  one  seizure  he  ex- 
perienced a brief  respiratory  arrest. 
He  subsequently  developed  a 
transient  aphasia  for  four  days  and 
an  associated  right  facial  weakness. 
At  this  time  he  was  also  found  to 
have  bilateral  positive  plantar  re- 
sponses. 

Initial  laboratory  studies  included 
a hemoglobin  of  13.0  g/dl, 
peripheral  leukocyte  count  of 
17,000/cu  mm  with  an  increase  in 
polymorphonuclear  cells  on  differ- 
ential count.  Urinalysis  was  nor- 
mal. Serum  electrolytes,  liver  func- 
tion and  glucose  were  within  the 
normal  limits.  Weil-Felix  aggluti- 
nations were  negative  except  for  a 
protein  OX-K  titer  of  40.  Cerebro- 
spinal fluid  (CSF)  examination  re- 
vealed no  abnormalities  except  for  a 
protein  of  67  mg/dl.  Bacterial  CSF 
and  blood  cultures  obtained  on  ad- 
mission revealed  no  pathogens. 

Electroencephalogram  was  in- 
terpreted as  markedly  abnormal 
with  high  amplitude  showing  espe- 
cially pronounced  over  the  right 
frontal  region.  There  was  also  a 
hypodense  region  in  this  area  on 
brain  scan.  The  CT  scan  was  nor- 
mal. 


During  his  hospitalization  th 
child  developed  massive  gastroii 
testinal  bleeding  with  the  hemogh 
bin  falling  to  6 g/dl  and  hematocr 
17.5  volumes%.  This  was  attribute 
to  the  development  of  a stress  ulcei 
In  early  September,  he  w< 
transferred  to  the  Progressive  Cai 
Unit  of  the  North  Carolina  Bapti: 
Hospital  with  a four-week  history  < 
an  encephalitic  process.  At  this  tirr 
he  had  improved  considerably.  Se 
zure  control  had  been  achieved  wit 
anticonvulsants  (phenytoin  an 
carbamazepine).  He  was  normotei 
sive  and  afebrile.  Height  was  48! 
inches  and  weight  60  pound; 
Physical  examination  was  norm; 
except  for  motor  apraxia  of  the  le 
hand  and  a gross  deficit  in  bimanu; 
alternating  coordination.  Neuri 
psychological  evaluation  revealed 
residual  deficit  in  fine  motor  abilit 
and  memory  with  focal  loss  c 
abstract  concept  formation  con 
patible  with  a focal  frontal  lot 
finding.  Other  cortical  functior 
were  judged  to  be  within  norm; 
limits.  The  Wechsler  verbal  I 
was  86  and  performance  IQ,  10' 
Repeat  EEG  at  this  time  was  con 
patible  with  a diffuse  ei 
cephalopathy.  Urinary  screen  f( 
heavy  metals  was  negative.  Urinai 
amino  acids  were  within  norm; 
limits.  Serologic  diagnosis  ( 
California  virus  encephalitis  w. 
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ade  through  the  virology  labora- 
ry of  the  North  Carolina  State 
iboratory  and  confirmed  by  the 
■bovirus  Reference  Branch  of  the 
mter  for  Disease  Control. 

The  results  of  serologic  titers  are 
idicated  below: 


CALIFORNIA  VIRUS 
(LA  CROSSE  STRAIN) 
SEROLOGIC  TESTS 


Serum 

Hemagglutination 

Neutralizing 

Dated 

Inhibition  Titers 

Titers 

8/19/77 

20 

40 

9/1/77 

80 

320 

9/16/77 

80 

320 

On  a follow-up  visit  three  months 
ter  the  child  had  continued  to 
ow  improvement. 

COMMENT 

The  prototype  strain  of  California 
(cephalitis  virus  was  isolated  in 
'43 1 but  the  significance  of  this 
ember  of  the  arbovirus  group  in 
oducing  widespread  disease  geo- 
aphically  was  not  recognized  until 
e 1960s.2  At  that  time  several 
<ates  recognized  evidence  of  Cali- 
mia  virus  activity  and  in  1964  a 
nail  epidemic  occurred  in  Indiana 
ith  1 1 children  diagnosed  as  hav- 
g central  nervous  system  disease 
condary  to  this  agent.  Four  cases 
California  virus  encephalitis  were 
agnosed  in  North  Carolina  in 
>64-65. 3 The  importance  of  this 
rus  as  a cause  of  encephalitis  is 
fleeted  by  the  recognition  of  more 
an  500  cases  in  the  United  States 
iring  the  past  decade.4 
The  arbovirus  encephalitides  are 
lonoses  with  the  life  cycle  of  the 
rus  involving  multiplication  in 
Dth  the  arthropod  vectors  and 
irtebrate  hosts.  In  the  California 
rus  life  cycle,  the  usual  arthropod 
ictor  is  the  Aedes  mosquito  group 
nost  commonly  Aedes  triseriatus), 
tree-hole  breeding  mosquito, 
hipmunks  and  gray  squirrels  are 
unsidered  the  most  frequent 
mplifying  vertebrate  hosts  for  the 
jrus.2  The  infection  of  man  is  not 
nportant  to  the  survival  of  the 
irus  in  nature  and  is  probably  inci- 
ental  when  man  comes  in  contact 
ith  an  infective  mosquito. 

Most  of  the  cases  of  California 
irus  encephalitis  in  the  United 


States  are  caused  by  the  La  Crosse 
strain.5  Once  this  virus  has  been 
detected  in  a specific  geographical 
area,  the  continuing  presence  of  the 
virus  in  subsequent  seasons  can 
usually  be  demonstrated.4 

To  date  eight  cases  of  California 
virus  encephalitis  have  been  con- 
firmed in  North  Carolina  (Table  I).3 
All  patients  had  been  in  the 
Cherokee  Indian  Reservation  and 
Great  Smoky  Mountains  National 
Park  area  just  before  their  illnesses. 
This  clustering  of  cases  may  be  ex- 
plained by  the  epidemiologic 
studies  of  the  disease.  The  Aedes 
mosquito  is  a tree-hole  breeding 
mosquito.  Its  range  of  flight  from 
the  breeding  site  is  very  limited  so  a 
small  geographic  area  where  mos- 
quitoes are  found  serves  as  a site  of 
potential  infectivity.  The  reason  for 
the  12-year  time  lapse  in  the  occur- 
rence of  California  encephalitis  in 
North  Carolina  is  not  apparent.  It 
could  be  the  failure  to  reconize  the 
agent  as  etiologic  of  encephalitis. 

Clinical  disease  with  evidence  of 
central  nervous  system  involve- 
ment occurs  almost  exclusively  in 
children,  mostly  from  5 to  9 years  of 
age.5  Adults  in  endemic  areas  have 
been  found  "to  demonstrate  sero- 
conversion without  apparent  clini- 
cal illness.  Some  respiratory  dis- 
ease and  flu-like  illness  in  Europe 
have  been  attributed  to  the  Califor- 
nia group  of  viruses,  especially  the 
Tayna  strain.2 

The  patient  presented  is  rep- 
resentative of  the  severe  central 
nervous  system  disease  associated 
with  this  agent.  Bifrontal  headaches 
are  frequently  the  presenting  com- 
plaint and  may  appear  a day  or  two 


before  the  fever.  Nausea  and  vom- 
iting followed  by  lethargy  and  som- 
nolence often  become  apparent  as 
the  symptomatology  progresses. 
There  may  be  definite  meningeal 
signs.  Other  neurologic  abnor- 
malities observed  include  abnormal 
reflexes,  plantar  responses,  tran- 
sient aphasia  and  paralysis.  Neu- 
rologic focal  findings  have  been  re- 
ported in  approximately  20%  of 
children  with  California  enceph- 
alitis with  electroencephalograms 
indicating  evidence  of  focal  neural 
dysfunction  in  about  40%  of  pa- 
tients.6 Serious  sequellae  have  been 
reported  infrequently  by  most  in- 
vestigators although  prolonged 
clinical  residua  in  17  of  35  children 
have  been  observed.7 

Peripheral  leukocyte  counts  are 
often  moderately  elevated  with  an 
increase  in  polymorphonuclear 
cells,  as  demonstrated  in  this  case. 
The  cerebrospinal  fluid  generally 
reveals  a pleocytosis,  predom- 
inantly polymorphonuclear  early 
and  later  lymphocytic.  Reported 
cell  counts  have  varied  from  35- 
922/cu  mm.  CSF  glucose  is  usually 
normal  and  protein  may  be  moder- 
ately elevated.5,6 

The  definitive  diagnosis  depends 
on  serologic  testing  for  specific 
antibody.  The  hemagglutination  in- 
hibition and  neutralizing  titers  rise 
early  in  the  course  of  the  illness  and 
usually  stay  high  for  more  than  a 
year.  Complement  fixation  titers 
develop  somewhat  more  slowly  and 
decrease  more  rapidly;  con- 
sequently, they  may  be  the  most 
useful  in  demonstrating  a fourfold 
diagnostic  rise  in  titer.5 

Although  these  signs  and 


TABLE  1* 

North  Carolina  California  Encephalitis  Cases 


Date  ot  onset:  Age: 

Aug.  ?,  1964 

Aug.  17,  1965  8 

Aug.  17,  1965  9 

Sept.  21,  1965  12 

June  24,  1977t  5 

July  1,  1977t  4 

Aug.  15,  1977 

Sept.  9,  1977  8 


'Vacationed  in  Great  Smoky  Mountains  National 
tSiblings. 

•Reference3 


Sex:  Residence: 

M Cherokee  Indian  Reservation 

M Florida* 

F Florida* 

F Cherokee  Indian  Reservation 

F Cherokee  Indian  Reservation 

M Cherokee  Indian  Reservation 

M Flaywood  County* 

M Cherokee  Indian  Reservation 

Park  area  just  before  becoming  ill. 
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symptoms  are  not  unique  to  this 
agent,  a combination  of  factors 
should  alert  the  clinician  to  the  pos- 
sible presence  of  this  viral  patho- 
gen. These  include  compatible 
clinical  findings,  especially  in  chil- 
dren 5 to  9 years  of  age,  seasonal 
incidence  (summer),  and  history  of 
travel  or  residence  in  a known  area 
of  viral  activity. 
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The  argument  drawen  from  a mistaken  experience,  is  but  the  more  particular  probation  of  this 
generall.  because  it  is  alleaged  to  be  found  true  by  proofe,  that  by  the  taking  of  Tubacco  divers  and  very 
many  doe  finde  themselves  cured  of  divers  diseases  as  on  the  other  part,  no  man  ever  received  harme 
thereby.  In  this  argument  there  is  first  a great  mistaking  and  next  a monstrous  absurditie.  Because 
peradventure  when  a sicke  man  hath  had  his  disease  at  the  height,  hee  hath  at  that  instant  taken  Tobacco, 
and  afterward  his  disease  taking  the  naturall  course  of  declining,  and  consequently  the  patient  of 
recovering  his  health,  O then  the  Tobacco  forsooth,  was  the  worker  of  that  miracle.  Beside  that,  it  is  a 
thing  well  knowen  to  all  Physicians,  that  the  apprehension  and  conceit  of  the  patient  hath  by  wakening 
and  uniting  the  vitall  spirits,  and  so  strengthening  nature,  a great  power  and  vertue,  to  cure  divers 
diseases.  — A Counler-Blaste  to  Tobacco , King  James  I,  1604. 
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Editorials 


RBOVIRAL  INFECTIONS  IN  NORTH  CAROLINA 

Documentation  of  human  arboviral  (togaviral)  in- 
ctions  in  North  Carolina  has  been  infrequent, 
jalifomia  encephalitis  (CE),  of  which  eight  cases  are 
[pted  by  Kelsey  and  Smith  in  this  issue,  accounts  for 
1%  of  the  serologically  confirmed  cases  of  arboviral 
sease  reported  to  the  N.C.  Division  of  Health  Ser- 
ces.  One  case  of  eastern  encephalitis  (EE)  in  1965 
id  one  of  St.  Louis  encephalitis  in  1 975  round  out  the 
;t. 

These  infections  are  probably  not  as  rare  here  as  the 
w number  of  reported  cases  might  lead  one  to  be- 
:ve.  Subclinical  and  mild  arboviral  infections  occur 
r more  often  than  illness  requiring  hospitalization. 
Te  infection-to-illness  ratio  varies  with  the  different 
boviruses,  with  the  EE  virus  reportedly  being  the 
ost  efficient  producer  of  disease  (ratio  estimated 
itween  10:1  and  50:1).  Yet  compared  with  the  seri- 
is  problem  of  EE  equine  disease  in  coastal  North 
arolina  in  some  years  documented  human  illness  has 
:en  almost  nonexistent. 

The  etiology  of  many  viral  central  nervous  system 
fections  is  never  documented  for  several  reasons: 
tending  physicians  may  consider  viral  studies  as 
inecessary  “frill”  in  the  management  of  the  patient, 
irticularly  when  test  results  may  not  be  known  until 
jter  the  patient  recovers;  the  procedures  for  collect- 
g and  transmitting  appropriate  specimens  for  viral 
udies  may  be  unfamiliar  or  seem  cumbersome  to  the 
inician;  or  the  patient  who  has  recovered  from  en- 
phalitis  or  aseptic  meningitis  may  not  be  motivated 
return  two  or  three  weeks  later  for  submission  of  a 
mvalescent  serum  specimen. 

Of  the  595  cases  of  aseptic  meningitis,  menin- 
>encephalitis  and  encephalitis  reported  in  North 
irolina  during  the  1973-77  period,  two-thirds  had  no 
cord  of  any  specimens  being  submitted  to  the  Divi- 
an  of  Health  Services  Laboratory  for  virologic 
udies.  In  these  404  cases,  the  reporting  physician 
)ted  a probable  etiologic  diagnosis  — presumably 
ised  on  clinical  grounds  — in  32  instances  (8%). 
owever,  in  the  191  cases  for  which  specimens  were 
ibmitted,  an  etiologic  diagnosis  was  reached  in  96 
stances  (50%)  based  on  the  results  of  the  tests, 
onsidering  the  inappropriate  timing  of  collection  of 
any  of  these  specimens  and  the  problems  inherent  in 
‘ansporting  viruses  in  a viable  state,  this  50% 
xmmentation  rate  is  perhaps  not  too  bad.  It  could  be 
:tter. 

Aside  from  the  points  that  documentation  of  the 
iology  of  a patient’s  viral  central  nervous  system 
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disease  does  often  have  clinical  usefulness  and  that 
viral  studies  are  not  really  so  mysterious,  such 
documentation  often  benefits  the  public  health.  Such 
is  the  case  with  the  CE  problem  in  the  Smokies.  There 
is  a need  to  answer  such  questions  as:  Is  CE  geo- 
graphically limited  to  the  Great  Smoky  Mountain  Na- 
tional Park-Cherokee  Indian  Reservation  area  in 
North  Carolina?  What  is  the  risk  of  acquiring  the 
infection  in  this  area?  Assuming  feasibility,  is  some 
sort  of  mosquito  control  program  warranted?  The  an- 
swers to  these  questions  are  now  being  sought.  The 
quality  of  the  answers  will  depend  to  a large  extent 
upon  the  willingness  of  physicians  who  see  patients 
with  aseptic  meningitis  or  encephalitis  to  seek  an 
etiologic  diagnosis. 

J.  N.  MacCormack,  M.D.,  M.P.H. 

Head,  Communicable  Disease  Control  Branch 
North  Carolina  Department  of  Human  Resources 
Raleigh,  N.C.  27602 

LETTER  FROM  WILLIAMSBURG 

Our  world  is  so  much  with  us  that  we  occasionally 
need  to  get  away,  not  from  it  all  but  from  our  pedes- 
trian tasks  so  that  we  can  see  ourselves  and  our  times 
in  clearer  perspective.  Perhaps  this  is  the  reason  why 
President  D.  E.  Ward  invited  the  Executive  Council  to 
assemble  informally  and  at  its  own  expense  in  Wil- 
liamsburg July  27-30  of  this  year,  to  consider 
thoughtfully  and  at  some  leisure  the  current  state  of 
the  North  Carolina  Medical  Society.  For  all  organiza- 
tions and  all  institutions  must  counter  the  constant 
threat  of  inertia  and  even  exhaustion  by  periodically 
deciding  what  is  best  conserved  and  what  discarded  if 
they  are  to  survive.  It  is  well  and  good  to  reconfirm  the 
faithful  but  changing  times  demand  new  and  more 
lively  rituals  if  societies  are  to  be  strong  and  effective. 

Colonial  Williamsburg  is  an  appropriate  site  for 
meditation.  Even  crossing  into  Virginia  from  North 
Carolina  on  an  interstate  highway  helps  in  prepara- 
tion; billboards  disappear,  the  countryside  assumes  a 
more  orderly  air  and  the  sumac  blooming  on  the  road 
banks  seems  to  offer  promise  of  something  different. 
Of  course  Colonial  Williamsburg  is  different,  almost 
unreal  because  what  1 8th  Century  American  town  was 
so  neat  and  its  streets  so  free  of  pigs,  the  universal 
scavengers  and  ancestors  of  Virginia  ham,  now  a deli- 
cacy. But  shrines,  holy  or  secular,  must  be  neat  and 
well-kept  to  assure  pilgrims  that  their  traditions  are 
being  properly,  even  immaculately,  preserved.  When 
the  shrine  itself  witnessed  the  beginnings  and  the  early 
and  vigorous  growth  of  some  of  those  traditions,  the 
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atmosphere  becomes  even  more  conducive  to 
thought. 

Many  pilgrims  come  here  in  all  seasons  to  learn  of 
our  historic  roots,  seeking  perhaps  that  sense  of  pur- 
pose which  many  think  has  gone  out  of  our  govern- 
ment and  our  way  of  life.  In  the  summer  the  South 
becomes  crowded,  in  the  mountains  and  at  the  shores, 
and  the  crowds  pause  to  look  at  pre-Revolutionary 
settlements,  plantation  homes,  pageants  and  Civil 
War  memorials  as  well  as  at  the  trite  attractions  of 
amusement  parks.  But  these  crowds  are  remarkably 
docile  particularly  in  the  heat  of  Williamsburg  walking 
on  Duke  of  Gloucester  Street  unchallenged  by 
mopeds,  motorcycles  or  horseless  carriages.  Because 
of  the  heat  they  move  slowly,  almost  carefully,  stop- 
ping to  look,  question  and  comment.  The  voices,  even 
the  non-Southern  ones,  seem  softer  under  the  vivid 
crepe  myrtles,  and  people  make  way  for  each  other 
without  snarling.  When  people  sweat  in  Virginia  in 
July,  there  is  no  point  in  hurrying  and  if  hurrying  is 
useless,  one  might  as  well  accept  it  and  be  polite. 

Such  an  environment  must  have  encouraged  the 
early  Virginians  to  seek  a comfortable  common 
ground  as  they  learned  to  govern  themselves,  de- 
veloping a system  which  when  sharpened  slightly  by 
the  tart  New  England  mind  provided  the  philosophic 
support  of  this  new  nation.  Perhaps  they  even  recog- 
nized that  a little  dullness  is  sometimes  a necessity  in 
public  life  to  prevent  passionate  states  of  mind. 

The  Virginians  who  sat  at  the  House  of  Burgesses  at 
the  end  of  Duke  of  Gloucester  Street  and  who  revelled 
after  hours  at  the  Raleigh  Tavern  and  elsewhere  would 
have  been  at  home  in  our  sessions,  both  serious  and 
playful,  at  the  Williamsburg  Lodge.  They  would  have 
agreed  with  Bruce  Balfe  who  came  from  Chicago  to 
bring  word  from  the  AMA  when  he  listed  the  continu- 
ing purposes  of  organized  medicine. 

1.  To  federate  and  unify  the  profession 

2.  To  extend  medical  knowledge  and  advance  medi- 
cal science 

3.  To  elevate  the  standards  of  medical  education 

4.  To  elevate  the  standards  of  medical  service,  and 

5.  To  inform  the  public. 

Mr.  Jefferson  and  George  Wythe,  his  law  teacher  at 
William  and  Mary  whose  house  faces  the  Palace 
Green,  would  have  well  understood  these  aims  and 
would  have  been  particularly  appreciative  of  the  care 
taken  in  our  sessions  that  these  points  be  carefully  and 
separately  considered.  They  would  have  recognized 
that  we  must  beware  of  the  pitfalls  of  common  purpose 
which  can  make  all  of  us  assume  at  times  that  our  way 
is  the  right  way  and  the  only  way.  In  this  vein  there  is 
particular  concern  that  the  Executive  Council  should 
be  more  widely  representative  of  the  Society,  that 
entry  into  our  corridors  of  action  should  be  easier 
particularly  for  new  members  and  that  all  segments  of 
the  public  even  including  physicians  and  legislators  be 
better  informed  about  the  many  facets  of  modern 
medicine. 

Mr.  Jefferson  would  not  have  been  surprised  at  the 
number  and  diversity  of  topics  covered  in  our  deliber- 


ations for  his  mind  was  as  scientific  as  it  was  practica 
Devoted  as  he  was  to  the  development  of  industry,  th 
improvement  of  agriculture  and  a better  life  for  th 
“yeomen”,  he  appreciated  the  need  for  system  whil 
full  well  knowing  that  people  can  be  enslaved  by  th 
systems  governments  devise.  Since  he  had  sat  at  th 
first  great  committee  of  these  United  States  which  ha 
been  enjoined  to  write  what  became  the  Declaration  ( 
Independence,  he  would  have  been  concerned  as  w 
about  our  commissions  and  committees,  how  they  ai 
constituted,  what  they  do  and  why,  when  and  ho' 
they  might  be  eliminated. 

Our  founding  fathers  wrote  and  wrote  and  wrote  t 
sway  and  convince  because  in  those  days  the  frar 
chise  was  limited  and  few  of  the  illiterate  could  vott 
They  composed  the  Federalist  Papers  which  took  th 
issue  of  the  constitution  to  the  people  and  to  the  stal 
legislature.  They  would  have  understood  our  need  t 
present  our  position  to  today’s  public  and  today 
legislators  and  would  not  have  been  horrified  th; 
medicine  has  found  it  necessary  to  have  effectiv 
spokesmen  in  Washington  and  in  the  state  capitols.  A 
they  did,  we  decry  faction  while  recognizing  th; 
factions  must  be  listened  to  if  the  common  good  is  t 
be  realized  through  individual  and  community  actior 
or  through  legislation.  For  the  process  never  stops  an 
those  with  fetishes  for  secrecy  cannot  endure  whe 
each  faction  can  in  its  turn  become  a watchdog  for  th 
common  welfare. 

If  the  process  never  stops,  it  is  because  in  a demoi 
racy,  whether  national  or  professional,  leaders  mu 
emerge  with  each  generation.  How  to  recognize  th 
leaders  of  tomorrow  and  how  to  prepare  them  tods1 
for  that  tomorrow  remain  as  important  now  as  2C 
years  ago  yet  our  ways  to  do  this  seem  to  have  in 
proved  little  since  the  gentlemen  of  Virginia  and  the 
colleagues  somehow  got  us  off  to  such  a good  star 

Colonial  Williamsburg  time  is  different  from  mo< 
ern  and  that  is  one  of  its  great  attractions.  Th 
pressures  of  today  are  less  forceful  and  the  limpir 
dollar  seems  less  important,  if  only  for  a momen 
when  we  are  possessed  by  that  ancient  rhythm.  Th 
era  of  the  artisan,  the  journeyman  painter,  the  itine 
ant  mechanic  can  be  almost  recaptured  — especial 
across  the  street  from  the  lodge  at  the  Abby  Aldrk 
Rockefeller  Folk  Art  Collection  where  the  talents  < 
weavers,  dyers,  tinsmiths,  carvers,  quilters,  anon 
mous  and  obscure,  and  artists  as  well  known  ; 
Grandma  Moses  and  Edward  Hicks  can  be  enjoyei 
There  is  even  a Carolina  Room  there  with  pine  woe 
paneling  painted  by  one  “J  Scott/August  18,  1836” 
Wagram  in  Scotland  County.  Across  the  street  in  th 
Lodge  those  of  us  making  a Carolina  Room  of  our  ow 
did  not  need  to  be  reminded  that  we  are  responsible  f< 
the  traditions  of  a great  profession  and  for  the  ai 
vancement  of  its  arts  and  science  — for  construct^' 
continuity.  But  Williamsburg  reminds  us  that  we  a 
custodians  of  a culture  too  for  which  we  must  fulf 
these  responsibilities  and  which  we  must  preserve  f< 
tomorrow’s  patients  and  physicians.  These  were  oi 
Williamsburg  resolves.  J H F 
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COMMITTEE  ON  DRUG  ABUSE 

The  Medical  Society  Committee  on  Drug  Abuse  has 
it  with  representatives  of  the  North  Carolina  Phar- 
iceutical  Association  to  discuss  matters  of  common 
erest  and  concern.  Some  important  facts  about  pre- 
ribing  were  elicited;  physicians  are  urged  to  read 
d refer  to  the  following  information  and  sugges- 
ns: 

The  SB1  says  that  one  pad  of  your  prescription 
inks  will  fetch  at  least  $50  on  the  black  market, 
am  your  staff  about  this.  Keep  prescription  blanks 
a safe  place  where  they  can't  be  stolen  easily, 
inimize  the  number  of  Rx  pads  in  use. 

According  to  a recent  story  in  the  Asheville  Citizen, 
;scription-forging  is  likely  to  be  done  by  a middle 
:ome  housewife  with  several  children.  Nationwide, 
estimated  1 1 million  people  are  involved  with  drugs 
ch  as  Darvon®,  Ionamin®,  Hycomine®,  Preludin® 
d Dilaudid®. 

Page  Hudson,  M.D.,  chief  medical  examiner  for  the 
ite,  says  that  propoxyphene  (Darvon®)  causes  more 
jg  deaths  in  North  Carolina  than  any  other  chemical 
bstance  after  alcohol  and  carbon  monoxide.  He  also 
x>rts  a considerable  increase  in  the  number  of 
aths  due  to  the  tricyclic  antidepressants,  amitripty- 
e (Elavil®,  Endep®)  of  late. 

Do  not  renew  prescriptions  automatically  on  re- 
est.  If  the  pharmacist  calls,  you  can  agree  to  his 
jpensing  enough  for  a day  or  two  but  ask  him  to  tell 
i patient  that  you  cannot  renew  the  prescription 
thout  a visit  and  examination.  This  protects  you  and 
i patient. 

When  a pharmacist  calls,  instruct  your  staff  to  put 
n through  to  you  at  once  whenever  possible.  He 
iy  be  trying  to  verify  a forged  prescription  and  if  he 
nnot  reach  you  the  forger  may  not  be  apprehended. 
(Tell  your  employees  to  identify  themselves  by  name 
calling  a pharmacist  on  your  behalf.  This  is  in  addi- 
>n  to  giving  your  name. 

Write  prescriptions  for  Schedule  II  drugs  in  ink  or 
ielible  pencil  or  use  a typewriter.  They  must  be 
pied  by  you  and  only  you.  Write  out  the  actual 
lount  prescribed  in  words  in  addition  to  giving  an 
abic  number  or  Roman  numeral. 

Avoid  writing  prescriptions  for  large  quantities  of 
ntrolled  drugs  unless  you  absolutely  determine  that 
ch  quantities  are  necessary. 

Be  cautious  when  a patient  says  that  another  physi- 
ol has  been  prescribing  a controlled  drug.  Consult 


the  physician  or  the  hospital  record  or  examine  the 
patient  thoroughly  and  decide  for  yourself  if  a con- 
trolled drug  should  be  prescribed. 

Prescription  blanks  should  be  used  for  only  writing 
prescriptions  — not  for  notes  or  memos.  A drug 
abuser  could  easily  erase  the  message  and  use  the 
blank  to  forge  a prescription. 

Never  pre-sign  blank  prescription  pads  or  have 
anyone  else  in  your  office  sign  for  you.  To  do  so 
exposes  you  to  legal  charges. 

Check  the  refill  option  — do  not  leave  blank. 

Write  (or  have  printed)  on  your  Rx  pads  “refill  on 
schedule."  In  the  absence  of  a statement  such  as  this, 
the  pharmacist  may  be  forced  by  the  patient  to  issue 
refills  in  excess  of  a reasonable  frequency. 

Encourage  patients  to  use  the  same  pharmacy.  That 
way  a medication  record  card  will  be  available  if  you 
need  to  review  his  drug  history. 

A useful  phrase  to  consider  printing  on  prescription 
pads  is,  “all  refills  will  be  made  only  during  regular 
office  hours.”  Under  these  circumstances  pharma- 
cists will  not  telephone  you  at  home  or  try  to  reach  you 
where  your  records  are  not  available. 

Stay  within  the  range  of  your  own  field  when  it 
comes  to  prescribing.  For  example,  a psychiatrist  who 
prescribes  a large  quantity  of  Lomotil®  for  a family 
member  going  abroad  is  showing  poor  judgment, 
even  though  he  may  not  be  breaking  the  law. 

Most  drug-dependent  individuals  using  prescription 
medications  are  suffering  from  an  iatrogenic  illness.  It 
is  our  responsibility  to  have  a high  index  of  suspicion 
for  this  problem  and  not  to  contribute  to  it  by  pre- 
scribing so  freely.  Some  drug-dependent  individuals 
will  require  hospitalization  and  a complete  change  of 
attitude. 

According  to  the  American  Medical  Association 
News  of  3/27/78  there  are  believed  to  be  between  200 
to  1,000  “scrip  doctors”  in  California  alone.  These  are 
M.D.s  who  sell  prescriptions  for  more  than  90%  of  the 
drugs  sold  on  the  black  market.  Their  prescriptions 
are  for  substances  such  as  Ritalin®,  Quaalude®,  Sec- 
onal®, Biphetamine®,  Percodan®,  Desoxyn®,  Val- 
ium®, Preludin®,  Demerol®,  Dexedrine®,  Dilaudid® 
and  Nembutal®.  Many  are  being  charged  with  pre- 
scribing or  dispensing  for  non-medical  purposes.  How 
many  “scrip  doctors”  are  there  in  North  Carolina? 
Some  are  known  to,  or  suspected  by,  the  State  Bureau 
of  Investigation.  Do  not  take  the  risk  of  joining  the 
group. 
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The  N.C.  Pharmaceutical  Association  is  developing 
a statewide  alert  system  for  prescription  forgeries. 
Please  help  your  pharmacist  colleagues  in  all  ways 
possible. 

The  Medical  Society  Committee  on  Drug  Abuse 


welcomes  information  from  fellow  physicians  aboi 
these  issues  and  suggestions  of  other  approaches  th 
committee  might  take  to  help  to  reduce  the  toll  of  dru 
abuse. 

John  A.  Ewing,  M.D.,  Chairman 


Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Benjamin,  Sanford  Philip,  MD  (PTH)  5623  McAlpine  Farm  Rd., 
Charlotte  28211 

Bustard,  Victor  William,  MD,  (OBG)  703  Professional  Dr.,  New 
Bern  28560 

Champion,  Lawrence,  MD,  100  Eastowne  Drive,  Chapel  Hill  27514 

Clark,  William  Mackey,  MD,  (R)  1704-A  Roxborough  Rd.,  Char- 
lotte 28211 

Davis,  Timothy  Eugene,  MD,  (GS)  1100  Olive  St.,  Greensboro 
27401 

Ferry,  Seneca  Taylor,  II,  MD,  (FP)  Family  Medicine  Ctr.,  Sea 
Level  28577 

Foulks,  Gary  Neal,  MD,  (OPH)  3425  Dover  Road,  Durham  27707 

Frakes,  James  Terry,  MD,  (INTERN-RESIDENT)  209  Creek’s 
Edge,  Polk’s  Landing,  Box  20,  Chapel  Hill  27514 

Gaither,  Ronald  Spencer,  MD,  (OBG)  100  Sunnybrook  Rd.  Ste. 
102,  Raleigh  27610 

Galloway,  James  Madison,  Jr.,  MD,  (FP)  1 18  Oakmont  Prof.  Plaza, 
Greenville  27834 

Gallup,  Kenneth  Raynor,  Jr.,  MD,  (PUD)  Bermuda  Run,  Box  731, 
Advance  27006 

Halperin,  Alan  Keith,  MD,  (GP)  207  Arlington  Drive,  Greenville 
27834 

Haywood,  Bertron  Don,  MD,  (OBG)  100  Sunnybrook  Rd.  Ste.  102, 
Raleigh  27610 

Hosseinian,  Mahmood,  MD,  (AN)  149  Providence  Square  Dr., 
Charlotte  28211 

Kane,  Richard  Douglas,  MD,  (U)  3900  Browning  Place,  Raleigh 
27609 

Kelly,  Jean  Alexandra,  MD,  (DR)  1 109  Mashie  Lane,  Rocky  Mount 
27801 

Lipscomb,  Larry  George,  MD,  (INTERN-RESIDENT)  1407  Nor- 
ton St.,  Durham  27705 

Locklear,  Kenneth  Edward  (STUDENT)  Crestwood  Mobile  Park, 
Box  20,  Chapel  Hill  27514 

MacDonald,  William  Webster,  MD,  (OBG)  1023  Edgehill  Dr., 
Charlotte  28203 

Metzger,  George  Andrew,  MD,  (IM)  315-A  Mulberry  St.,  SW,  P.O. 
Box  1020,  Lenoir  28645 

Monson,  Robert  Charles,  II,  MD,  (GS)  5233  Camilla  Dr.,  Charlotte 
28211 

Morgan,  Richard  Earl,  MD  (GS)  403  Melody  Lane,  New  Bern  28560 

Orrison,  William  Gresham,  MD,  (OPH)  2203  S.  Sterling  St.,  Mor- 
ganton  28655 

Phelps,  James  S.,  Jr.,  MD,  1850  E.  Third  St.,  Charlotte  28204 

Ramsey,  Edward  Allison,  MD,  (PD)  124  Foye  Drive,  Rocky  Mount 
27801 

Rostand,  Robert  Alton,  MD,  (IM)  624  Quaker  Lane,  High  Point 
27262 

Russek,  Allen  Sidney,  MD,  303  The  Oaks,  Burning  Tree  Dr., 
Chapel  Hill  27514 

Sample,  Franklin  Robert,  Jr.  (STUDENT)  202  N.  Oak  St.  Apt.  #3, 
Greenville  27834 


Sayers,  Daniel  Garvin,  MD,  (INTERN-RESIDENT)  857  Fenimo 
St.,  Winston-Salem  27103 

Smithwick,  James  David,  MD,  (PD)  709  Frederick  Ave.,  Lauri 
burg  28352 

Steege,  John  Francis,  MD,  (OBG)  Box  3263,  Duke  Med.  Cti 
Durham  27710 

Waller,  Robert  Joseph,  MD,  (RT)  P.O.  Box  2959,  Asheville  288( 
Yoder,  Charles  Dewayne,  MD,  (PD)  509  Biltmore  Avenu 
Asheville  28801 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Met 
cine,  Dorothea  Dix,  Wayne  County  Hospital,  Burroughs  We 
come  Company  and  Craven  County  Memorial  Hospital  are  a 
credited  by  the  American  Medical  Association.  Therefore  CV 
programs  sponsored  or  co-sponsored  by  these  schools  aut 
matically  qualify  for  AMA  Category  I credit  toward  the  AM/* 
Physician  Recognition  Award,  and  for  North  Carolina  Medical  S 
ciety  Category  A credit.  Where  AAFP  credit  has  been  request 
or  obtained,  this  also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  or 
when  these  differ  from  the  place  and  source  to  write  "for  inforrr 
tion.” 

PROGRAMS  IN  NORTH  CAROLINA 
December  1-2 

American  College  of  Physicians  — North  Carolina  Society  of  Intt 
nal  Medicine  Annual  Meeting 
Place:  Sheraton  Inn,  Charlotte 

For  Information:  Norman  H.  Garrett,  M.D.,  1038  Professional  V 
lage,  Greensboro  27401 

December  2 

Pregnancy,  Birth  and  Infancy:  Origins  of  Attachment 
Fee:  $35 
Credit:  6 hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Cc 
tinuing  Education,  Bowman  Gray  School  of  Medicin 
Winston-Salem  27103 

December  11-15 

Industrial  Toxicology 

For  Information:  Mario  Battigelli,  M.D.,  Department  ofMedicir 
UNC  School  of  Medicine,  Chapel  Hill  27514 

December  13 

Office  Gynecology 

Place.  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3 hours;  AMA  Category  I 
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pr  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 


January-February 

t District  Medical  Society  Postgraduate  Course 
ace:  Edenton,  Ahoskie 

pr  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 


March  3-4 

Anesthesiology 

For  Information:  David  Brown,  M.D. , Department  of  Anesthesiol- 
ogy, UNC  School  of  Medicine,  Chapel  Hill  27514 

March  8-10 

Internal  Medicine  — 1979 
Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 


January  10 

imunological  Aspects  of  Malignancy 

ace:  Pitt  County  Memorial  Hospital,  Greenville 

se:  $15 

edit:  3 hours;  AMA  Category  I 

pr  Information:  F.  M.  Simmons  Patterson,  Assistant  Dean  for 
(Continuing  Education,  East  Carolina  University  School  of  Medi- 
cine, Greenville  27834 


January  17 

ingate  Johnson  Memorial  Lecture 
:e:  None 
edit:  2 hours 

>r  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


January  17 

Tice  Recognition  and  Management  of  Sexual  Dysfunction 
ice:  Flame  Steak  House,  Sanford 
xmsors:  Lee  County  Medical  Society  and  Wake  AHEC 
:e:  $6 

edit:  3.5  hours 

>r  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 


January  26-27 

ology  Postgraduate  Course 
:e:  $100 
ledit:  10  hours 

ir  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
inuing  Education,  Bowman  Gray  School  of  Medicine, 
inston-Salem  27103 

February  1-3 

mack  Surgical  Society  Meeting 
ce:  Berryhill  Hall 

r Information:  Noel  McDevitt,  M.D.,  Department  of  Surgery, 
<jUNC  School  of  Medicine,  Chapel  Hill  27514 


February  2-3 

irth  Carolina  Conference  for  Medical  Leadership 
ace:  Sheraton  Crabtree  Motor  Inn,  Raleigh 
tonsor:  North  Carolina  Medical  Society 

■>r  Information:  Mr.  William  N.  Hilliard,  Executive  Director, 
North  Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  2761 1 


February  14 

ychopharmacology  Update 

ace:  Pitt  County  Memorial  Hospital,  Greenville 

;e:  $15 

edit:  3 hours;  AMA  Category  I 

>r  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 


February  16-20 

iisic  Electroencephalography 
edit:  30  hours 

)r  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
'Durham  27710 


February  19-23 

iicrovascular  Surgery  Workshop 
edit:  40  hours 

pr  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
(Durham  27710 


March  9-10 

2nd  Ocutome  Workshop 

Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

March  9-10 

Frank  R.  Lock  Symposium  in  Obstetrics  and  Gynecology 

Fee:  $125 

Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


March  14 

Recent  Advances  in  Surgical  Care 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

March  29-30 

Annual  Cancer  Research  Symposium 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 
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March  31-April  1 

4th  Annual  Radiology  Update 
Fee:  $50 

Credit:  10  hours  . _ . _ 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  tor  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


April  2-6 

7th  Annual  Tutorial  — Radiology  of  the  Chest 

Sponsor:  The  Department  of  Radiology,  Duke  University  School  of 


Medicine 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
Duke  University  School  of  Medicine,  Durham  27710 


April  2-6 

Chest  Radiology 

Place:  Ramada  Inn,  Durham 

Fee:  $300 

Credit:  30  hours  „ „ 

For  Information:  Robert  McLelland,  M.D.,  Radiology  Box  3808, 
Duke  University  Medical  Center,  Durham  27710 


April  6-7 

Practical  Pediatrics 
Fee:  $35 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


April  11 

Current  Clinical  Problems  in  Family  Practice 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 


April  12 

Greensboro  Academy  of  Medicine  — 32nd  Annual  Medical  Sym- 
posium 

Place:  Jefferson-Standard  Club,  Greensboro 
Fee:  None 


Finally  a 
liquid  oxygen 
system  that's 
portable,  compact, 
attractive  and 
easy  to  fill. 


TRIANGLE  RESPIRATORY  CORP. 


71 5-803  N.  WEST  STREET 
Raleigh,  N.  C.  27603 
Telephone  833-4645 

119  L0NGALE  STREET 
Greensboro,  N.  C.  27409 
Telephone  294-4000 


2503  E.  PETTIGREW  ST. 
Durham,  N.C.,  27703 
Telephone  596-4943 

• Oxygen 

• Nitrous  Oxide 

• Bennett  and  Bird  Respirators 

• Suction  Machines 


Credit:  6 hours 

For  Information:  Robert  M.  Gay.  M.D.,  Moses  Cone  Memorial 
Hospital,  Greensboro  27420 

April  18-20 

Rainey  Orthopedic  Lectures 

Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu 
cation,  236  MacNider  Building  202-H,  UNC  School  of  Medicine 
Chapel  Hill  27514 

April  20-22 

Spring  Radiology  Seminar 

Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu 
cation,  236  MacNider  Building,  202-H,  School  of  Medicine 
Chapel  Hill  27514 

April  27-28 

12th  Malignant  Disease  Symposium 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu 
cation,  236  MacNider  Building  202-H.  UNC  School  of  Medicine 
Chapel  Hill  27514 

April  27-28 

Perspectives  on  Pain  Management 

Fee:  $100 

Credit:  12  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con 
tinuing  Education,  Bowman  Gray  School  of  Medicine 
Winston-Salem  27103 


May  2-3 

Annual  Meeting  of  the  North  Carolina  Thoracic  Society 
Place:  Royal  Villa.  Raleigh 

For  Information:  Mr.  C.  Scott  Venable,  Executive  Director,  Nortl 
Carolina  Lung  Association,  P.O.  Box  127,  Raleigh  27602 

May  9-10 

Respiratory  Care  Symposium:  Breath  of  Spring  1979 
Fee:  $35 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Cor 
tinuing  Education,  Bowman  Gray  School  of  Medicine 
Winston-Salem  27103 


May  18-19 

5th  Annual  Course  in  Perinatology 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edi 
cation,  236  MacNider  Building  202-H,  UNC  School  of  Medicint 
Chapel  Hill  27514 

ITEMS  OF  SPECIAL  INTEREST 
December  7-10 

Thirty-Second  American  Medical  Association  Winter  Scientifi 
Meeting 

Place:  Las  Vegas 

For  Information:  Department  of  Meeting  Services,  America 
Medical  Association,  535  North  Dearborn  Street,  Chicago,  I 
linois  60610 


February  12-16 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Acapulco  Princess  Hotel,  Mexico 

Sponsor:  Department  of  Radiology,  Duke  University  Medic: 
Center 
Fee:  $250 

For  Information:  Robert  McLelland,  M.D.,  Radiology  Box  380. 
Duke  University  Medical  Center,  Durham  27710 

March  5-8 

18th  National  Conference  of  the  Detection  and  Treatment  of  Brea 
Cancer 

Place:  Atlanta,  Georgia 

Sponsor:  American  College  of  Radiology 

For  Information:  American  College  of  Radiology,  6900  Wisconsi 
Avenue,  Chevy  Chase,  Maryland  20015 

May  6-10 

2nd  International  Symposium  on  Adolescent  Medicine 
Place:  Mayflower  Hotel,  Washington,  D.C. 

Sponsor:  The  Society  for  Adolescent  Medicine 
Fee:  $150 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


For  Information:  The  Institute  for  Continuing  Education,  P.O.  Box 
11083,  Richmond  Virginia  23230 

Abdominal  Real  Time  Sonography  Courses 

A series  of  six  week-long  courses  on  the  use  of  Real  Time  Ul- 
trasound in  abdominal  studies  will  be  offered  at  Bowman  Gray 
School  of  Medicine  on  the  following  dates:  December  4-8,  1978; 
March  12-16,  June  11-15,  July  16-20  and  December  9-13,  1979. 
Participants  will  receive  30  hours  of  Category  I credit  per  week. 
For  further  information,  please  contact,  James  F.  Martin,  M.D., 
Director,  Center  for  Medical  Ultrasound,  Bowman  Gray  School  of 
Medicine,  Winston-Salem  27103 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?’’,  P.O.  Box 
27167,  Raleigh  2761 1,  by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A “Request  for  Listing”  form  is  available 
on  request. 


AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


REPORT  OF  THE  PRESIDENT  TO  THE 
EXECUTIVE  COUNCIL  OF  THE 
NORTH  CAROLINA  MEDICAL  SOCIETY, 
OCTOBER  1,  1978 

It  is  my  pleasure  to  report  to  you  the  activities  of 
your  auxiliary  during  the  past  year  and  our  hopes  of 
accomplishment  for  the  coming  year. 

May  I first  thank  Dr.  Estes,  Dr.  Ward,  Dr.  Pully,  the 
committee  and  the  entire  staff  of  the  society  for  their 
eagerness  to  help  the  auxiliary  in  any  way  possible.  As 
you  may  be  aware,  our  state  newsletter,  “Tar  Heel 
Tandem"  is  now  being  printed  by  the  headquarters 
staff.  This  accounts  for  the  improved  and  professional 
appearance  of  this  vital  link  between  state  and  county 
activities.  Mr.  Hilliard  has  agreed  to  have  our  mem- 
bership mailing  list  computerized  for  more  efficient 
and  economical  service  to  our  members. 

Since  taking  office  May  6, 1 have  visited  all  counties 
who  have  invited  me  and  am  planning  to  attend  the 
District  9 Auxiliary  meeting  and  the  District  IV  joint 
meeting.  These  visits  have  enabled  me  to  match  faces 
with  the  names  on  our  master  membership  list.  On 
each  visit  I have  stressed  the  efforts  of  our  auxiliary  to 
assist  the  society  in  any  and  all  projects  initiated  and  to 
follow  up  on  existing  ones. 

The  importance  of  factual  information  on  cost  con- 
tainment was  stressed  by  our  national  auxiliary  presi- 
dent in  St.  Louis.  I have  also  stressed  this  on  my  visits 
around  the  state.  We  plan  to  have  an  article  composed 
by  a society  officer  on  cost  containment  in  our  next 
newsletter. 

Many  important  projects  are  being  initiated 
throughout  the  state.  I was  privileged  to  be  present  at 
the  dedication  of  the  Buncombe  County  Health  Ad- 
venture with  Mrs.  Rosalynn  Carter  as  guest  speaker. 
This  has  been  a total  effort  of  not  only  society  and 
auxiliary  members  but  other  interested  volunteers.  It 
is  a magnificent  health  education  facility  that  will  en- 
able school  children  throughout  western  North  Caro- 


lina to  learn  more  about  their  bodies  and  how  to  ca 
for  them  properly. 

Our  total  contributions  for  AMA-ERF  we 
$21,643.90  for  the  past  fiscal  year,  with  75%  beii 
contributed  through  the  Sharing  Christmas  Card  pr 
ject.  This  is  an  increase  of  almost  $5,000  over  h 
year.  Please  remember  that  physicians’  contributio 
to  the  medical  schools  of  their  choice  may  be  cha 
neled  through  our  AMA-ERF  chairman  and  that  tl 
auxiliary  gets  credit  for  this. 

Through  the  diligent,  joint  efforts  of  the  society  ai 
the  auxiliary  and  the  bulldogging  of  our  past  presider 
Martha  Martinat,  and  the  late  Dr.  Archie  Johnso 
House  Bill  540  was  passed  by  the  N.C.  Legislatu 
June  16.  As  you  know,  this  bill  will  establish 
statewide  system  of  School  Health  Education  over 
10-year  period.  Funding  has  been  secured  for  eight 
145  school  administrative  units.  Therefore,  this  b 
must  be  pushed  during  the  1979  legislative  session  f 
continued  funding  for  the  coming  years. 

Legislators  tell  us  that  the  initial  funding  was  s 
cured  only  because: 

1.  Society  and  auxiliary  presented  a united  fror 
this  was  indeed  a joint  endeavor.  Mail-o-grams  fro 
physicians  and  spouses  flooded  the  legislature  durir 
the  final  and  crucial  weekend  session  and  turned  tl 
tide  in  our  favor. 

2.  Bulldogging  efforts  of  the  auxiliary,  and  esp 
dally,  Martha,  in  lobbying  all  sessions  for  H.B.  54( 

In  preparation  for  the  coming  session,  the  auxilia 
plans  to  provide  an  active  speakers’  bureau  with 
training  program  in  Raleigh.  Immediate  planning 
vital.  We  will  also  provide  a monitoring  group  for  H.l 
540  and  the  other  issues  supported  by  the  medic 
society,  with  your  permission. 

The  results  of  such  improved  health  education  w 
reduce  both  illness  and  costs  of  medical  care.  Th 
endeavor  must  again  be  a joint  effort  of  the  society  ar 
auxiliary. 

Continuing  with  our  efforts  to  improve  health  ca 
in  our  state,  I would  like  to  report  that  in  June  of  th, 
year  I was  requested  by  the  Department  of  Hum, 
Resources  to  chair  a statewide  Immunization  Steerir 
Committee  to  eradicate  the  childhood  diseases  i1 
diphtheria,  tetanus,  pertussis,  measles,  rubella  ar 
mumps.  At  the  time  of  this  report  only  82%  of  tl 
children  in  North  Carolina  have  proper  immuniz 
tions;  our  goal  is  to  bring  this  figure  up  to  95%  ; 
requested  by  Dr.  Morrow.  This  means  55,000  childre 
(ages  one  to  four)  need  proper  immunizations. 

The  objectives  of  this  steering  committee  are  to: 

1.  Set  up  immunization  tracking  systems  for  nev 
boms  and  pre-schoolers 

2.  Intensify  public  awareness 

3.  Instigate  hospital  referrals  of  newborns 

4.  Provide  assistance  at  preschool  registration 

5.  Review  records  of  day  care  centers  and  chil 
development  centers 

At  our  last  meeting,  Dave  Reynolds  of  Burrough 
Wellcome  Company  sat  in  to  help  with  our  publi 
awareness  campaign.  The  Department  of  Human  Re 
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iurces  will  provide  materials  for  circulation  for 
aich  I am  very  grateful.  Since  the  auxiliary  has  con- 
cts  in  each  of  the  100  counties,  we  can  provide 
>lunteers  who  are  vitally  concerned  with  the  eradi- 
ition  of  communicable  diseases  among  children.  I 
a grateful  to  Ann  Frazier,  president  elect,  and  to 
eanor  Hunt  of  Wilmington,  our  state  community 
:alth  chairman,  who  are  serving  with  me.  This  proj- 
t is  also  a top  priority  of  the  National  League  of 
ursing. 

Earlier  this  fall  we  presented  a state  leadership 
orkshop  for  107  enthusiastic  participants.  Our  state 
erne  this  year,  “Our  Adolescents,  Their  Changing 
orld,”  was  emphasized  at  the  workshop  and  is  being 
omoted  through  many  of  our  county  auxiliaries, 
lese  local  programs  will  be  further  enhanced  by  a 
atewide  seminar  to  be  presented  in  the  spring  by  my 
vn  Forsyth  County  Auxiliary,  co-sponsored  by  our 
ate  auxiliary  and  our  society,  with  Dr.  Ward’s  ap- 
oval.  It  will  be  presented  March  24  at  Babcock 
uditorium.  Bowman  Gray  School  of  Medicine, 
inston-Salem.  We  invite  all  interested  members  of 
e society  to  join  us  on  that  date.  Also  invited  will  be 
ose  in  the  field  of  counseling,  both  church  and 
hool. 

A recent  project  of  International  Health  “Inter- 
ast”  is  also  being  promoted  by  our  group.  As  physi- 
ans  know,  this  is  a self-supporting  project  to  send 
astic  surgeons  to  foreign  countries  to  repair  birth 
id  even  bum  defects  for  children  who  otherwise 


could  not  receive  this  care  and  thereby  increase  their 
chances  for  a normal  life  among  normal  children.  This 
is  not  only  a physical  benefit  but  a psychological  one. 
Any  contributions  to  this  worthy  cause  may  be  di- 
rected to  our  International  Health  chairman. 

Mrs.  Robert  L.  Means,  President 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  ECU  School  of  Medicine,  in  cooperation  with 
Dare  County  and  the  Department  of  Human  Re- 
sources’ Office  of  Emergency  Medical  Services,  has 
developed  an  emergency  helicopter  program  for  the 
eastern  portion  of  the  state  in  an  effort  to  improve  the 
quality  of  emergency  health  care  delivery  in  the  re- 
gion. 

The  Eastern  North  Carolina  Helicopter  Program, 
modeled  after  military  air  ambulance  programs,  will 
serve  19  counties  in  the  northeast  section  of  the  state 
and  link  14  hospitals  and  seven  clinics. 

Medical  patients  who  require  specialized  treatment 
may  be  transported  by  helicopter  from  anywhere  in 
the  region  to  the  health  care  facility  deemed  most 


With  the  new  HR-IO  you  might  salt 
□way  more  than  $17000  annually 


That’s  right . . . $17,000!  It 
nay  be  possible  depending 
>n  your  age  and  income.  Be- 
cause the  Employee  Retire- 
nent  Income  Security  Act  of 
974  (ERISA)  contains  provi- 
ions,  which  may  permit  40 
rear  old  self-employed  individ- 
jals  to  contribute  over  $17,000 


annually  toward  their  own  retirement 
take  a tax  deduction  for  it!  HOW? 

With  a Defined  Benefit  HR-10 
plan.  For  further  information  on 
the  new  Defined  Benefit  HR-10  or 
any  other  tax-qualified  pension 
or  profit  sharing  plan  and  in- 
dividual retirement  accounts,  fill 
out  and  send  in  this  coupon . 


y/IAIL  TO:  Charles  B.  Cartwright 
P.O.  Box  9505 

Charlotte,  N.C.  28299  life  & casualty 

I’d  like  to  know  more  about  the  new  Defined  Benefit  HR-10. 
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appropriate  to  handle  that  specific  case. 

The  program  has  its  roots  in  Dare  County  where 
several  years  ago  Sheriff  Frank  Cahoon  developed  an 
emergency  air  evacuation  service  for  persons  in  the 
isolated  Outer  Banks  area.  An  army  surplus  UH-1B 
helicopter  owned  by  Dare  County  will  be  used  for  the 
new  program.  The  county  will  also  provide  trained 
pilots,  emergency  medical  technicians  and  supplies. 

The  School  of  Medicine  will  provide  medical  coor- 
dination for  the  program  under  the  direction  of  Dr. 
Walter  J.  Pories,  chairman  of  the  ECU  Department  of 
Surgery.  Pories  will  also  direct  specialized  training  of 
flight  personnel. 

The  state  EMS  office  will  aid  the  program  with 
administrative  support  and  funds  for  fuel  and  equip- 
ment, such  as  oxygen,  suction  aspirators  and  an  in- 
cubator. 

A physician  desiring  to  transfer  a patient  will  call 
Pories  at  a central  number  at  Pitt  County  Memorial 
Hospital  in  Greenville.  Pories  or  a designated  official 
will  arrange  for  the  helicopter  transport  and  make  the 
necessary  preparations  at  the  receiving  hospital. 

The  program  will  serve  Beaufort,  Bertie,  Camden, 
Carteret,  Chowan,  Craven,  Currituck,  Dare,  Gates, 
Halifax,  Hertford,  Hyde,  Martin,  Pamlico,  Pas- 
quotank, Perquimans,  Pitt,  Tyrrell  and  Washington 
counties. 


* * * 

Dr.  G.  Richard  Athey,  a gastrointestinal 
physiologist,  has  been  appointed  assistant  professor 
in  the  Department  of  Physiology.  His  major  research 
interest  is  the  nervous  system  of  the  gastrointestinal 
tract. 

A native  of  Texas,  Athey  received  his  undergradu- 
ate and  master's  degrees  from  the  University  of  Col- 
orado. He  earned  his  Ph.D.  in  physiology  and  phar- 
macology from  the  University  of  North  Dakota 
School  of  Medicine. 

He  recently  completed  a National  Institute  of 
Health  Postdoctoral  Fellowship  in  the  Departments  of 
Physiology  and  Gastroenterology  at  Kansas  Univer- 
sity Medical  Center. 


* * * 

A discussion  at  a professional  conference  two  years 
ago  resulted  in  a meeting  this  summer  between  an  East 
Carolina  University  physiologist  and  a Latin  Ameri- 
can biophysicist  who  together  studied  for  the  first  time 
a fundamentally  important  cell  of  the  nervous  system 
and  proved  it  was  possible  to  examine  the  cell  in  other 
animals. 

Dr.  Edward  M.  Lieberman,  a professor  at  the  ECU 
School  of  Medicine,  spent  three  months  at  the  Vene- 
zuelan Institute  for  Scientific  Research  collaborating 
with  Dr.  Jorge  Villegas,  a professor  of  biophysics  who 
has  done  extensive  work  on  various  cells  of  the  ner- 
vous system. 

For  several  years  Lieberman  has  been  studying  the 
delicate  balance  of  sodium  and  potassium  in  nerve 
cells,  a ratio  that  must  be  maintained  if  nerves  are  to 
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Tenuate  © 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan* 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Briel  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ot  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  ot  agents  ot  this  class  should  be  measured 
against  possible  risk  factors  inherent  In  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  ot  drug 
abuse.  During  or  within  14  days  following  the  administration  ot  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  he  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  he  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion. changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

0VER00SAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states. Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamme  (Regitme " ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
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Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell* 
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A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethyl propion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  bn  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  "...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


Each  tablet  contains:  aspirin,  227  mg;  phenacetin,162 
32  mg;  plus  codeine  phosphate  in  one  of  the  following  streng 
mg  (gr  1);  #3— 30  mg  (grte);  #2— 15  mg  (gr  %);  and  # 1—7.5 
(Warning— may  be  habit-forming). 
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jerform  properly.  Villegas,  on  the  other  hand,  has 
>een  concentrating  on  Schwann  cells,  small  cells  that 
.urround  the  nerve  and  are  particularly  sensitive  to 
leurotransmitters. 

Villegas'  lab  is  the  only  one  in  the  world  to  have 
;tudied  and  recorded  the  electrical  activity  of  the  cell, 
iis  work  had  been  done  only  with  tropical  squid,  but 
ie  believed  the  results  of  his  experiments  could  be 
luplicated  with  cells  from  other  animals.  Lieberman 
igreed  and  suggested  the  use  of  his  laboratory  model, 
he  crayfish. 

Using  the  same  sophisticated  techniques  that  Vil- 
sgas  had  used  on  squid,  the  two  were  able  to  repeat 
or  the  first  time  Villegas’  experiments  on  Schwann 
ells  of  the  crayfish. 

Lieberman  is  currently  preparing  his  lab  to  continue 
he  studies  started  this  summer.  His  work  will  be 
unded  in  part  by  a two-year,  $74,000  grant  from  the 
■iational  Science  Foundation. 

He  and  Villegas  plan  to  meet  again  this  winter  back 
diere  they  started  — at  a professional  meeting  where 
hey  will  present  the  results  of  this  summer’s  work  to 
he  scientific  community. 

jjl  ifl 

Dr.  Gerald  L.  Moriarty,  a psychiatrist  and 
leurologist,  has  been  appointed  assistant  professor  in 
he  Department  of  Psychiatry.  He  will  direct  the  es- 
ablishment  of  a family  psychiatry  program. 

A native  of  Missouri,  Moriarty  was  awarded  under- 


graduate and  master’s  degrees  from  St.  Louis  Univer- 
sity. He  received  his  M.D.  from  Case  Western  Re- 
serve University  and  completed  a medical  internship 
and  residencies  in  neurology  and  psychiatry  at  McGill 
Teaching  Hospitals  and  the  University  of  Rochester. 

Following  postgraduate  training,  Moriarty  held  a 
faculty  appointment  in  psychiatry  at  the  University  of 
Rochester. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dallas  L.  Mackey,  former  executive  with  Ketchum, 
Inc.,  has  been  appointed  director  of  the  Office  of 
Development  at  the  Bowman  Gray/Baptist  Hospital 
Medical  Center. 

His  responsibilities  include  the  coordination  and 
support  of  the  medical  center’s  fund  raising  activities, 
particularly  as  they  relate  to  the  private  sector.  He 
also  will  provide  administrative  support  in  the  further 
development  of  alumni  affairs. 

During  his  14  years  with  Ketchum,  Inc.,  he  served 
approximately  50  related  college,  university  and  hos- 
pital clients.  For  the  past  decade,  he  has  been  as- 


TEGA-VERT  TABLETS 

VERTIGO  • MOTION  SICKNESS  • NAUSEA  • MOOD  ELEVATION 
EACH  SUGAR  COATED  TABLET  CONTAINS: 


PENTYLENETETRAZOL  (Metrazol) 50mg 

NIACIN 50mg 

DIMENHYDRINATE  (Dramamine) 25 mg 


ADMINISTRATION  AND  DOSAGE:  One  or  two  tablets  three  or  four  times  daily  before  or  after  meals. 

INDICATIONS:  TEGA-VERT  is  indicated  in  the  symptomatic  management  of  idiopathic  vertigo,  as  well  as  that 
associated  with  Meniere’s  Syndrome.  Arterial  Hypertension,  Labyrinthitis,  Fenestration  Procedures,  Radiation 
Sickness  and  Tonic  Effect.  TEGA-VERT  has  also  been  of  value  in  patients  with  clinical  symptoms  of  senility  and 
functional  cerebral  impairment  as  well  as  symptomatic  nausea. 

CONTRAINDICATIONS:  TEGA-VERT  should  not  be  used  in  patients  with  known  history  of  sensitivity  to  any  of  its 
ingredients.  Because  of  its  vasodilating  effects,  niacin  is  contraindicated  in  the  presence  ot  arterial  hypotension. 

PRECAUTIONS  AND  SIDE  EFFECTS:  Although  there  are  not  absolute  contraindications  to  oral  pentylenetet- 
razol, it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold. 
Dimenhydrinate,  like  other  antihistamines  may  produce  sedative  side  effects,  therefore,  caution  against  operating 
mechanical  equipment  should  be  observed.  I his  has  not  been  a significant  problem  with  TEGA-VERT  since  it 
contains  a mild  central  nervous  system  stimulant.  Niacin  can  produce  transient  flushing  and  sensations  of  warmth. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without  a prescription. 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTABLES  IN  THE  SOUTHEAST  AT  THE 
VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY 
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sociate  manager  of  Ketchum’s  Southeastern  Region 
with  offices  in  Charlotte. 

He  was  the  professional  consultant  for  the  Bowman 
Gray/Baptist  Hospital  Medical  Center’s  recent  Chal- 
lenge Fund,  an  $18  million  program  to  support  con- 
struction of  two  new  buildings  at  the  medical  center 
and  to  renovate  specific  areas  in  existing  buildings. 

* * * 

Dr.  John  Dennis  Hoban  has  been  appointed  director 
of  the  Office  of  Educational  Research  and  Services 
and  associate  professor  of  medical  education  at  Bow- 
man Gray.  He  is  one  of  22  fulltime  and  13  part-time 
faculty  members  newly  appointed  at  the  school. 

Joining  the  fulltime  faculty  are  Dr.  Murray  P. 
Naditch,  associate  professor  of  psychology  and  head 
of  the  section  on  psychology  and  sociology  in  the 
Department  of  Medical  Social  Sciences;  Dr.  John  W. 
Reed,  associate  professor  of  surgery  (ophthalmol- 
ogy); Dr.  Wayne  T.  Corbett,  assistant  professor  of 
epidemiology;  Dr.  Arthur  H.  Hale,  assistant  professor 
of  microbiology  and  immunology;  Dr.  Craig  K.  Hen- 
kel, assistant  professor  of  anatomy;  Dr.  Timothy  E. 
Kute,  research  assistant  professor  of  medicine 
(hematology/oncology);  Dr.  Douglas  S.  Lyles,  assis- 
tant professor  of  microbiology  and  immunology;  Dr. 
Charles  H.  McLeskey,  assistant  professor  of  anes- 
thesia; Dr.  Roger  W.  Park,  assistant  professor  of 
pediatrics;  Dr.  Nat  E.  Watson,  assistant  professor  of 
radiology  (nuclear  medicine/ultrasound);  and  Dr.  Neil 


T.  Wolfman,  assistant  professor  of  radiology 
(ultrasound/CT/general  radiology). 

Also,  Dr.  David  A.  Albertson,  instructor  in  surgery 
Dr.  Venkata  R.  Challa,  instructor  in  pathology 
(neuropathology);  Dr.  John  H.  Gilliam  III,  instructoi 
in  medicine  (gastroenterology);  Dr.  Charles  E.  Gregg 
instructor  in  anesthesia;  George  Howard,  research 
instructor  in  neurology  (biostatistics);  Dr.  Mary  Vir 
ginia  Lyles,  instructor  in  medicine;  Dr.  David  M 
Taub,  instructor  in  comparative  medicine;  Dr 
Richard  T.  Urban,  instructor  in  obstetrics  ant 
gynecology;  Dr.  John  R.  Ureda,  instructor  in  commu 
nity  medicine;  and  Dr.  Jerry  Weingarten,  instructor  ir 
pathology. 

Joining  the  part-time  faculty  are  Dr.  Charles  W 
Lloyd,  clinical  professor  of  obstetrics  and  gynecol 
ogy;  Dr.  Richard  M.  Orlowski,  clinical  assistant  pro 
fessor  of  dentistry;  Dr.  Jack  L.  Church,  clinical  in 
structor  in  radiology;  Dr.  Donald  A.  Dewhurst  II 
clinical  instructor  in  family  medicine;  Dr.  John  A 
Fagg,  clinical  instructor  in  surgery  (plastic  surgery) 
Dr.  Robert  S.  Lawrence,  clinical  instructor  in  family 
medicine;  Dr.  Quincy  A.  McNeil  Jr.,  clinical  instruc 
tor  in  obstetrics  and  gynecology;  Dr.  John  A.  Myra 
cle,  clinical  instructor  in  pediatrics;  Dr.  Edward  H 
Weaver,  clinical  instructor  in  psychiatry;  Philip  D 
Blalock,  clinical  assistant  in  otolaryngology  (speech) 
Jerry  L.  Hopping  II,  clinical  assistant  in  allied  health 
(physician  assistant  program);  Karen  J.  Smuckler 
clinical  assistant  in  otolaryngology  (audiology);  anc 


“WHEN  YOUR  BACK  FEELS  GOOD  YOU’LL  FEEL  GOOD” 


SEALY  POSTUREPEDIC  ROYALE 

The  Unique  Back  Support  Systetr 


Choose  Extra  Firm  or  Gently  Firm. 
Specially  spaced  coils  concentrate 
firmness  where  body  weight  is  con- 
centrated. Exclusive  torsion  bar 
foundation  for  more  firmness. 
“Pillow-puff”  quilts  filled  with  lux- 
ury  layer  of  Sealyfoam®*. 

FULL  SIZE  ea.  pc.  SI 59.95 
QUEEN  SIZE  2-pc.  set  S379.95 
KING  SIZE  3-pc.  set  S549.95 
each  piece 
twin  size 


$13995 

'No  morning  backache  from  sleeping  on  a too-soft  mattress." 


* urethane  foam 


SEALY  OF  THE  CAROLINAS,  INC. 


Lexington,  N.C. 
Charlotte,  N.C. 


(a  division  of  the  75-year  old  Peerless  Mattress  Co.) 
Columbia,  S.C. 

“ sleeping  on  a Sealy  is  like  sleeping  on  a cloud ” 


High  Point,  N.C. 
Greenville.  N.C. 


670 


Vol.  39,  No.  1 


[ichael  D.  Walker,  clinical  assistant  in  allied  health 
-hysician  assistant  program). 

* * * 

Bowman  Gray  began  a unique  continuing  education 
ries  for  radiologists  in  September. 

Saturday  morning  sessions  for  a six-week  period  are 
^signed  to  cover  selected  areas  of  interests  for  prac- 
cing  radiologists  in  a commuting  distance  of 
inston-Salem. 

Dr.  I.  Meschan,  professor  of  radiology,  is  director 
the  series.  Seminars  will  deal  with  radiology  of  the 
istrointestinal  tract,  chest,  urinary  tract  and  gall 
adder.  One  session  is  being  devoted  to  computed 
mography. 

* * * 

Baxter  Wynn,  a resident  in  pastoral  counseling  in 
aptist  Hospital’s  School  of  Pastoral  Care,  has  been 
tmed  the  new  chaplain  to  students  at  Bowman  Gray. 
It  is  the  first  time  in  several  years  that  the  position 
is  been  made  a fulltime  job. 

Wynn  is  a graduate  of  Southeastern  Baptist 
aeological  Seminary  and  Wofford  College. 

His  goals  for  the  chaplaincy  include  being  available 
r private  conversations  relating  to  students’  per- 
mal  concerns,  assisting  students  interested  in  medi- 
il  mission  opportunities,  providing  a forum  for  the 
scussion  of  ethical  issues  important  to  those  in- 
)lved  with  a medical  center  and  providing  a source  of 
immunity  for  interested  students. 


Bowman  Gray’s  ultrasound  program  was  one  of 
only  three  in  the  nation  visited  by  federal  officials  in 
September  to  help  them  determine  ultrasound’s  status 
in  diagnosing  atherosclerosis. 

As  a result  of  the  visits,  a report  to  the  National 
Institutes  of  Health  will  be  written  containing  recom- 
mendations on  the  future  of  research  in  ultrasound  as 
it  can  be  applied  to  atherosclerosis. 

* * * 

Bowman  Gray  ended  its  six  year  involvement  with 
the  Farmington  Medical  Center  in  rural  Davie  County 
in  October.  Medical  responsibility  for  the  center  has 
been  transferred  to  a group  of  Davie  County  doctors  in 
Mocksville. 

Opening  of  the  Farmington  center  in  1972  marked 
the  school’s  first  deep  involvement  in  a rural  health 
care  delivery  system  centered  on  the  use  of  physician 
extenders. 

Last  March,  Bowman  Gray  ended  its  involvement 
with  a similar  health  center,  the  East  Bend  Commu- 
nity Health  Center.  A group  of  Yadkinville  physicians 
assumed  medical  responsibility  for  that  center. 

* * * 

Dr.  Robert  A.  Diseker,  associate  professor  of  com- 
munity medicine  and  head  of  the  section  on  commu- 
nity medicine,  has  been  appointed  vice-chairman  of 
the  Public  Education  Committee  of  the  Forsyth 
County  Unit  of  the  American  Cancer  Society. 


Saint  Albans  Psychiatric  Hospital 

An  accredited  private  nonprofit  psychiatric 
hospital  for  the  treatment  of  all  major 
psychiatric  illnesses,  including  alcoholism  and 
drug  abuse,  of  adults  and  adolescents. 


Radford,  Virginia  24141 
Telephone  703  639  2481 
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Dr.  Howard  D.  Homesley,  associate  professor  of 
obstetrics  and  gynecology,  has  been  appointed  presi- 
dent of  the  Forsyth  County  Unit  of  the  American 
Cancer  Society. 

* * * 

Dr.  Joseph  E.  Johnson  III,  professor  and  chairman 
of  the  Department  of  Medicine,  has  been  appointed  to 
the  Federated  Council  for  Internal  Medicine.  The 
council  is  composed  of  twelve  members  who  repre- 
sent the  major  groups  of  internal  medicine  in  the 
United  States. 

* * * 

Dr.  Richard  C.  Proctor,  professor  and  chairman  of 
the  Department  of  Psychiatry,  has  been  appointed  to  a 
three-year  term  on  the  Darlington  School  Advisory 
Board,  Rome,  Ga. 

* * * 

Dr.  M.  Madison  Slusher,  associate  professor  of 
ophthalmology,  has  been  re-elected  to  the  editorial 
board  of  the  Southern  Medical  Journal  for  the  coming 
year. 

* * * 

Dr.  Walter  A.  Ward,  assistant  professor  of  oto- 
laryngology, was  elected  president-elect  of  the 
American  Society  of  Ophthalmology  and  Otolaryn- 
gologic Allergy  Sept.  1 1 at  the  annual  meeting  in  Las 
Vegas.  He  also  was  selected  to  represent  the  society 
at  the  American  Council  of  Otolaryngology. 
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News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


A team  of  immunologists  at  the  UNC-CH  School  c 
Medicine  has  received  a $150,000  grant  from  th 
American  Cancer  Society  to  continue  research  on 
type  of  cancer  in  mice. 

The  group,  headed  by  Dr.  Geoffrey  Haughtor 
professor  of  bacteriology  and  immunology,  is  cor 
ducting  research  on  a series  of  lymphomas,  whit 
blood  cell  tumors,  discovered  in  laboratory  mice.  Th 
lymphomas  resemble  several  types  of  cancer  in  hi 
mans,  including  chronic  lymphocytic  leukemia, 
common  killer  of  adults  in  the  United  States,  an 
Burkitt's  lymphoma,  which  is  less  prevalent  in  th 
country  but  common  among  African  children. 

The  research  will  center  on  a effort  to  boost  th 
body's  (mice)  immune  defense  mechanisms  again1 
the  tumors  and  to  combine  this  with  conventional  dru 
treatment  to  cure  the  disease. 

The  two-year  research  grant  follows  a $25,000  ri 
search  development  grant  Haughton  received  froi 
the  society  in  March. 

* * * 

Dr.  Pierre  Morell,  professor  of  biochemistry  ar 
nutrition,  has  been  named  director  of  the  university 
curriculum  in  neurobiology. 

Morell  joined  the  University  in  1973  as  an  associal 
professor  and  research  scientist  in  the  UNC-C 
Biological  Sciences  Research  Center  of  the  Child  Di 
velopment  Institute.  He  was  named  professor  in  197" 

He  also  has  taught  at  the  Albert  Einstein  College  < 
Medicine,  where  he  earned  his  Ph.D.  in  1968.  F 
received  his  B.A.  from  Columbia  College  ofColumb 
University  in  1963. 

Morell  currently  serves  on  the  neurology  study  se 
tion  of  the  National  Institutes  of  Health  and  is  on  tl 
editorial  boards  of  three  journals. 

* * * 

Dr.  Thomas  R.  Griggs,  assistant  professor  of  med 
cine  and  pathology,  has  been  named  a Jefferson-Pil' 
Fellow  in  Academic  Medicine.  He  will  use  his  fou 
year  fellowship  to  study  the  diagnosis  and  treatment  i 
coronary  patients. 

A native  of  Lexington,  Griggs  received  his  M.I 
from  the  UNC-CH  School  of  Medicine  and  served  h 
residency  at  Johns  Hopkins.  He  returned  to  Chap 
Hill  in  1971  as  a fellow  in  hematology  in  the  depar 
ment  of  pathology. 

* * * 

Dr.  Donal  Dunphy,  professor  of  pediatrics,  h: 
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WHAT  HAVE  YOU 

DONE  FOR  US  LATELY 

MLMIC? 


Let’s  See:  In  1975  you  offered  coverage  when  no  one  else  would  cover  M.D.’s  in  North 
Carolina. 

In  1976  you  lowered  your  rates  on  your  Claims  Made  policies. 

In  1977  you  further  lowered  your  Claims  Made  policy  rates  and  also  lowered 
the  Occurrence  form  rates. 

In  1977  you  simplified  coverage  for  groups  by  offering  scheduled  policies 
eliminating  the  need  for  numerous  individual  policies. 

In  1977  you  paid  interest  at  the  rate  of  6%  to  those  investing  in  your  guaranty 
capital. 

In  1977  and  in  1978  you  reclassified  certain  procedures  thus  lowering  rates  for 
many  internal  medicine  and  general  practitioners. 

In  1978  you  simplified  renewals  by  eliminating  the  renewal  application  as  an 
annual  requirement. 

In  1978  you  offered  coverage  limits  up  to  $2,000,000. 

In  1978  you  announced  the  opening  of  Medical  Insurance  Agency  to  assist 
M.D.’s  with  all  their  insurance  needs. 

In  1978  you  publicized  your  toll  free  number  1-800-662-7917  to  facilitate  our 
contacting  you  on  any  insurance  matter. 


NOT  BAD  - BUT  WHAT  LATELY  MLMIC? 


To  find  out  what  we  are  doing  and  can  do  for  you 

CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

DOUGLASS  M.  PHILLIPS  — EXECUTIVE  VICE  PRESIDENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
Phone  1-800-662-7917 


been  named  associate  chief  of  staff  for  1978-1979  at 
North  Carolina  Memorial  Hospital. 

He  chaired  the  department  of  pediatrics  at  the  Uni- 
versity of  Iowa  before  joining  the  medical  school  fac- 
ulty here  in  1973.  He  has  served  as  the  pediatric  liaison 
for  the  N.C.  Area  Health  Education  Center  program, 
is  a former  acting  chairman  of  the  medical  school’s 
department  of  family  medicine  and  serves  in  an  ad- 
ministrative capacity  on  numerous  committees 
throughout  the  medical  center. 

* * * 

The  neurosurgical  library  at  UNC-CH  has  been 
dedicated  in  honor  of  Dr.  Gordon  S.  Dugger,  former 
chief  of  the  division  of  neurosurgery  and  professor  of 
surgery.  Dugger,  who  recently  retired  after  nearly  25 
years  with  the  School  of  Medicine  and  N.C.  Memorial 
Hospital,  is  a native  of  Vilas.  He  received  his  A.B. 
in  1941  from  UNC-CH  and  his  M.D.  in  1945  from 
Johns  Hopkins  School  of  Medicine. 

* * * 

A master’s  degree  program  in  occupational  therapy, 
the  only  such  program  in  the  state,  has  been  estab- 
lished in  the  department  of  medical  allied  health  pro- 
fessions in  the  UNC-CH  School  of  Medicine.  The 
two-year  program,  which  leads  to  a Master  of  Science 
degree,  is  designed  for  the  student  whose  undergradu- 
ate degree  is  not  in  occupational  therapy. 

The  first  year  of  the  program  consists  of  basic  class- 
room study.  The  second  year  includes  a significant 
amount  of  observation  and  experience  working  with 
handicapped  individuals. 

* * * 

Dr.  Michael  Swift,  associate  professor  of  medicine 
and  chief  of  the  division  of  medical  genetics  in  the 
department  of  medicine,  has  received  a $63,000  grant 
from  the  National  Library  of  Medicine  to  write  a book 
that  reviews  research  on  the  genetic  connection  in 
cancer. 

The  book  will  be  designed  as  a practical  aid  for 
clinicians  in  treating  patients  and  to  stimulate  further 
research.  It  will  include  such  topics  as  what  to  look  for 
in  “cancer  families,’’  what  forms  of  cancer  appear 
hereditary  and  how  certain  environmental  agents  may 
cause  cancer  in  people  who  are  genetically  predis- 
posed to  the  disease. 

* * * 

Dr.  Cecil  G.  Sheps,  professor  of  social  medicine,  is 
co-editor  of  a book  used  as  a background  document  at 
the  World  Conference  on  Primary  Care  in  Alma  Ata  in 
the  Soviet  Union  in  September. 

Two  other  UNC-CH  faculty  members,  Dr.  John  W. 
Hatch,  associate  professor  of  health  education  in  the 
School  of  Public  Health,  and  Dr.  Carolyn  A.  Williams, 
associate  professor  in  the  School  of  Nursing  and  as- 
sistant professor  of  epidemiology  in  the  School  of 
Public  Health,  contributed  chapters  to  the  book. 

“Primary  Health  Care  in  Industrialized  Nations,” 


published  by  the  New  York  Academy  of  Sciences, 
the  result  of  a 1977  conference  held  in  New  York  t 
the  academy  and  co-sponsored  by  the  Sandoz  Foui 
dation,  the  United  States  Public  Health  Service  an 
the  World  Health  Organization. 

* * * 

Debora  Poole  Shadburn  has  been  named  director! 
business  affairs  in  the  School  of  Nursing.  She  sm 
ceeds  Marilyn  Riddle,  who  has  returned  to  the  Schoi 
of  Medicine  as  director  of  business  affairs  in  the  d* 
partment  of  medicine. 

* * * 

Dr.  William  J.  Yount,  professor  of  medicine,  is  on 
Kenan  leave  of  absence  for  a year  to  do  research  c 
basic  immune  regulatory  mechanisms  with  Dr.  G.  I 
Asherson,  head  of  immunological  medicine  at  tl 
clinical  research  center  in  Harrow,  England.  He  wi 
try  to  discover  why  antibodies  that  normally  defer 
against  threats,  such  as  harmful  bacteria,  sometimt 
become  misdirected  and  damage  the  body’s  own  ti 
sues. 

* * * 

Dr.  A.  Myron  Johnson,  associate  professor  ( 
pediatrics  and  pathology,  has  been  named  associat 
director  of  the  blood  bank  at  North  Carolina  Memori; 
Hospital. 

* * * 

Louis  Turrentine,  special  procedure  radiographei 
is  the  1978  recipient  of  the  Doris  S.  Newton  Awar 
presented  by  the  graduating  class  in  radiologic  scienc 
to  a member  of  the  clinical  faculty  for  outstandin 
contribution  to  the  students’  clinical  development. 

* * * 

Dr.  W.  Bonner  Guilford,  assistant  professor  ( 
radiology,  was  elected  president  of  the  Southeaster 
Society  of  Skeletal  Radiology  at  its  annual  meeting  i 
Hilton  Head,  S.C.  Guilford  presented  “Soft  Tissu 
Lesions  of  Unusual  Etiology”  during  the  scientifi 
sessions. 

* * * 

Dr.  Frank  C.  Wilson,  professor  of  surgery,  pr< 
sented  “Low  Back  Pain  and  Injuries  of  the  Shoulder 
at  the  Seaboard  Medical  Society  annual  meeting  i 
Nags  Head  and  instructional  course  lectures  o 
“Pathogenesis  of  Ankle  Fractures”  and  “Managt 
ment  of  Ankle  Injuries”  at  the  Summer  Institute  of  th 
American  Academy  of  Orthopaedic  Surgeons  i 
Boston. 

Wilson  was  appointed  by  the  directors  of  th 
American  Academy  of  Orthopaedic  Surgeons  as  a 
temate  delegate  to  the  fall  meeting  of  the  America 
Medical  Association. 

* * * 

Dr.  Kenneth  M.  Brinkhous,  professor  of  patholog} 
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How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
}f  100  and  Single  Unit  Packages  of  100 
intended  for  institutional  use  only), 
ejection,  300  mg./2  ml.,  in  single-dose  vials 
n packages  of  10. 


a SmithKIine  company 


in  functional  G.l.  disorders* 


Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl. 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  MedT5:356-358,  1964. 

Merreil 


*This  drug  has  been  classified  “probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOUN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION 


Based  on  a review  ot  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably” effective: 

May  also  he  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders); and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  tlexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classitication  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  autonomic  neuropathy:  hepatic  or  renal 
disease,  ulcerative  colitis— Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  of  anticholmergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease.  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS:  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia; 
palpitations,  mydriasis;  cycloplegia,  increased  ocular  tension; 
loss  of  taste,  headache,  nervousness,  drowsiness;  weakness; 
dizziness,  insomnia;  nausea;  vomiting;  impotence;  suppression  of 
lactation,  constipation;  bloated  teelmg;  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations;  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing. With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  dally.  Infants:  'k 
teaspoontul  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Imection:  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 
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was  selected  as  a Wellcome  Visiting  Professor  in  th 
Basic  Medical  Sciences  for  the  1978-1979  academi 
year  by  the  Burroughs  Wellcome  Fund  and  the  Fedei 
ation  of  American  Societies  for  Experimental  Bio 
ogy.  He  is  one  of  18  selected  this  year. 

As  a Wellcome  Visiting  Professor,  he  will  spen 
from  two  to  Five  days  teaching  and  talking  with  sti 
dents  and  faculty  at  the  University  of  South  Florid; 
He  will  also  deliver  a Wellcome  Lecture  in  the  basi 
medical  sciences.  The  program  was  developed  t 
stimulate  interest  in  the  basic  sciences  and  to  recoj 
nize  eminent  scientists  in  the  basic  research  disc 
plines. 

* * * 

Dr.  Dennis  W.  Ross,  pathology,  presented  “A  Ne' 
Technique  for  Surveillance  of  Response  t 
Chemotherapy  in  Acute  Leukemia”  at  the  Intern; 
tional  Congress  of  Hematology  and  Blood  Bankin 
Symposium  in  Paris. 

* * * 

Dr.  Eugene  P.  Orringer,  assistant  professor  t 
medicine,  presented  “Ascorbic  Acid  Mediate 
Transmembrane  Reducing  System  of  the  Huma 
Erythrocyte”  to  the  International  Society  c 
Hematology  meeting  in  Paris. 

* =k  * 

David  Metz,  associate  director  of  the  Area  Healt 
Education  Center,  presented  “Building  Linkage 
Necessary  for  Successful  Health  Care  Delivery”  ; 
the  annual  meeting  of  the  National  Association  c 
Community  Health  Centers  in  Louisville,  Ky. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


The  comprehensive  cancer  center  has  reache 
another  milestone  with  the  dedication  of  the  newe 
building  in  the  cancer  complex,  the  Edwin  A.  Morr 
Clinical  Cancer  Research  Building. 

At  dedication  ceremonies  in  September,  the  gue 
speaker  was  Dr.  Arthur  Upton,  director  of  the  N; 
tional  Cancer  Institute  which  granted  $4.24  million  f( 
the  facility. 

Another  $1  million  toward  the  building’s  construe 
tion  came  from  the  man  for  whom  it  was  namei 
Edwin  A.  Morris  of  Greensboro,  chairman  of  tf‘ 
board  of  Blue  Bell,  Inc.,  and  22  other  groups  an 
individuals  made  contributions  of  $10,000  or  moi 
each. 

The  building  contains  outpatient  treatment  facilitit 
and  the  20-bed  inpatient  B.  Everett  Jordan  War< 
named  for  the  late  U.S.  senator  from  North  Carolin; 
himself  a cancer  victim. 

In  a review  by  the  National  Cancer  Advisory  Boar 
earlier  this  year,  the  Duke  cancer  center  was  ranke 


imber  one  among  the  19  comprehensive  cancer 
nters  in  the  country. 


Dr.  Lawrence  Myers,  assistant  professor  of  corn- 
unity  and  family  medicine,  presented  a paper  enti- 
?d  “A  Markov  Chain  Model  for  Prostate  Cancer”  at 
e annual  meeting  of  the  American  Statistical  As- 
iciation  in  San  Diego.  Co-authors  were  Drs.  David 
Paulson,  William  Berry,  Edwin  B.  Cox,  John 
iszlo  and  Wilma  Stanley. 

:$c  ijc  % 

Dr.  Daniel  B.  Menzel,  associate  professor  of  phar- 
acology  and  medicine,  was  one  of  six  scientists  from 
e Research  Triangle  area  who  recently  served  on  an 
lvironmental  Protection  Agency  panel  studying  ni- 
Dgen  oxide.  Their  advice  will  be  used  in  formulating 
Ltional  air  pollution  control  standards. 


The  Damon  Runyon-Walter  Winchell  Cancer  Fund 
New  York  City  has  awarded  a post-doctoral  fellow- 
ip  to  a Duke  scientist  involved  in  enzyme  research. 
The  recipient  of  the  $15,000  grant  is  Dr.  Kenneth  J. 
=an,  who  is  seeking  to  purify  and  characterize  a 


protein  enzyme  called  alpha  galactosyltransferase 
which  is  used  in  synthesizing  glycolipids,  a type  of  fat, 
on  the  surface  of  cells. 

“Characterization  of  the  enzyme,”  Dean  said, 
“will  make  it  possible  to  see  if  changes  occur  in  the 
enzyme  when  a cell  is  cancerous  and  further  to 
establish  if  there  is  any  relationship  between  these 
changes  and  cancer.” 

* * * 

Dr.  Andrew  Wallace,  chief  of  cardiology,  addressed 
an  international  seminar  on  “Fitness  Training  for 
Adults”  at  the  Life  Planning  Center  in  Tokyo  in  Sep- 
tember. He  described  the  Duke  University  Preventive 
Approach  to  Cardiology  (DUPAC)  program. 

Wallace  also  was  a visiting  professor  at  four 
Japanese  medical  schools  before  returning  to  Tokyo 
later  in  the  month  to  address  the  World  Congress  of 
Cardiology  on  the  role  of  computers  in  management 
decisions  related  to  chronic  illnesses. 

* * * 

Thirty-two  of  this  year’s  entering  class  of  1 14  in  the 
School  of  Medicine  are  from  North  Carolina. 

Altogether,  53  undergraduate  schools  are  rep- 
resented by  the  men  and  women  in  the  first-year  class, 


TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


>ur  purpose  is  to  provide 
ffective  therapy  in  a wholesome 
tmosphere  forthe  man  or 
Oman  with  a drinking  problem. 


Individual  counseling  and  group 
therapy  are  provided  tor  the 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 

A private  non-profit  JCAH  accredited  psychiatric  hospital 


nature  trail  for  hiking  and  meditation 
inds  through  nearly  a mile  of  beautifully 
ooded  area. 


A medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a fully  equipped  infirmary. 

FELLOWSHIP  HALL  wc. 

P.  O.  Box  6929  • Greensboro,  N.  C.  27405  • 919-621-3381 
Located  off  U S.  Hwy  No.  29  at  Hicone  Road  Exit.  6V2  miles 
north  of  downtown  Greensboro.  N.C.  Convenient  to  1-85,  1-40 
U S.  421,  U S.  220.  and  the  Greensboro  Regional  Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests. 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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Librax 


and  31  are  Duke  graduates.  The  students,  who  are 
from  30  states,  were  chosen  from  nearly  4,000  appli- 
cants. 

North  Carolina  students  are: 

Christine  Graham  Bounous,  Susan  D.  James,  James 
S.  Mitchner  III,  B.  Dale  Russell  and  Patrick  Vogel 
from  Durham;  Donna  Grey  Anderson  of  Lumberton; 
Graham  A.  Barden  III  and  Edwin  L.  Bell  of  New 
Bern;  Timothy  M.  Browder,  Thomas  H.  Grote,  James 
D.  Lingle  III  and  Samuel  G.  Weir  III  of  Charlotte;  Paul 

C.  Browne  of  Winston-Salem;  William  R.  Burge  of 
Farmville. 

William  D.  Caffrey  Jr.  of  Greensboro;  Elizabeth  E. 
Campbell  and  Terrence  S.  Early  of  Chapel  Hill; 
William  G.  Cance  of  Asheville;  Georgette  Dent, 
Samuel  T.  Dove,  Hilary  K.  Ellwood,  Susan  C.  Page 
and  Wilburn  J.  Smith  III  of  Raleigh;  Michael  G. 
Glover  of  Wilson;  Charles  S.  Haworth  of  High  Point; 
Kemp  H.  Kernstine  of  Fayetteville;  Grace  McCall  of 
Marion;  Raymond  A.  Shelton  of  Burlington;  Arthur 
V.  Stringer  of  Concord;  Jeffrey  S.  Warren  of  Salisbury 
and  William  W.  Woodruff  III  of  Lexington. 

* * * 

Three  medical  center  faculty  members  have  been 
appointed  to  administrative  posts  with  the  School  of 
Medicine. 

Dr.  Arthur  C.  Christakos,  professor  of  obstetrics 
and  gynecology,  has  been  named  associate  dean  of 
graduate  medical  education.  He  succeeds  Dr.  William 

D.  Bradford  in  the  position. 

Dr.  Delford  L.  Stickel,  professor  of  surgery  and 
associate  medical  director  of  Duke  Hospital,  succeeds 
Dr.  John  L.  Weinerth  as  director  of  postgraduate 
medical  education. 

The  new  position  of  associate  dean  for  allied  health 
and  administration  has  been  filled  by  Dr.  Thomas  T. 
Thompson,  associate  professor  in  the  departments  of 
radiology  and  community  and  family  medicine. 
Thompson  already  had  responsibilities  for  allied 
health  education  and  will  continue  in  the  role. 

* * * 

Other  faculty  promotions  and  appointments  in- 
clude: 

Drs.  Lowell  A.  Goldsmith,  James  J.  Morris  Jr.  and 
Sheldon  R.  Pinnell  to  professors  of  medicine;  Dr. 
Melvyn  Lieberman  to  professor  of  physiology;  Drs. 
David  M.  Hawkins  and  John  J.  Sullivan  to  associate 
professors  of  psychiatry;  Dr.  Robert  M.  Bell  to  as- 
sociate professor  of  biochemistry. 

Dr.  Erwin  M.  Thompson  appointed  assistant  pro- 
fessor of  psychiatry;  Drs.  Earl  A.  Surwit,  Joseph  M. 
Miller  Jr.  and  L.  Joseph  Swaim,  assistant  professors 
of  obstetrics-gynecology;  and  Dr.  Robert  I.  Fishburn, 
assistant  professor  of  radiology. 
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Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2 5 mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chlor- 
diazepoxide HCl  and/or  clidinium  Br 
Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCl)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax. 
When  chlordiazepoxide  HCl  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  t.e  , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


h the  triple  benefits  of 


ications 


In  treating  certain  G.I.  disorders . . . 


i capsule  contains 
chlordiazepoxide  HC1 
~ " mg  clidinium  Br. 


tcmoraiazepoxicie  nu;  as  well  as  the  potent 
antisecretory  and  antispasmodic  actions  of 


of  irritable  bowel  syndrome*and  duoden 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


haryngitis  and  tonsillitis 

...prompt  temporary  relic 
of  pain  even  befor 
patients  leav 
your  offici 


, MG.  ■ 


mouthwash/gargle/sore 
throat  lozenges 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CEPASTAT 
brings  soothing  relief  within  minutes. 
Your  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
to  take  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 


A recommendation  is 
best . . . 


relief  of  mine 


CEPASRT  so,re  ^roat  * 

patients  wani 


CEPASTAT  in  your 
treatment  room  . . . 

Used  as  a spray,  CEPASTAT  is  more 
likely  to  deliver  the  most  relief  to  the 
painful  area  of  the  throat. 


It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL-NATIONAl  LABORATORIES 
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Month  In 
Washington 


The  AMA  has  told  Congress  strict  enforcement  of 
; law  should  apply  to  the  small  number  of  physicians 
10  prescribe  psychotropic  drugs  solely  for  profit.  At 
; same  time,  the  lawmakers  were  cautioned  not  to 
ce  action  that  would  restrict  the  physicians’  ar- 
imentarium  “in  order  to  correct  the  abuses  of  a 
v.” 

Joseph  F.  Boyle,  M.D.,  a member  of  the  AMA 
>ard  of  Trustees,  told  the  House  Select  Committee 
Narcotics  Abuse  and  Control  that  “when  poor 
sscribing  practices  are  a problem,  we  believe  cor- 
:tive  measures  can  be  taken  through  information 
itribution  and  continuing  medical  education.”  Dr. 
lyle  said,  “It  cannot  be  emphasized  enough  that 
itistics  regarding  the  amount  of  a drug  prescribed  or 
; number  of  prescriptions  written  cannot  be  used  to 
cument  so-called  misprescribing  of  drugs  in  medical 
actice.” 

There  are  no  adequate  data,  for  instance,  on  how 


many  people  suffer  from  severe  anxiety  symptoms. 
Dr.  Boyle  noted.  Increased  access  to  care  through 
federal  medical  programs,  community  treatment  of 
mental  illness,  greater  awareness  of  the  need  to  seek 
medical  help  for  mental  conditions  — all  could  play  a 
role  in  higher  than  expected  use  of  psychotropic 
drugs,  he  pointed  out. 

It  is  undeniable  that  there  are  certain  problems  in 
the  prescribing  of  certain  psychotropic  drugs.  Dr. 
Boyle  testified.  “These  problems  include  any  blatant 
misuse  of  the  trust  granted  to  physicians  by  a small 
group  of  physicians  who  prescribe  these  drugs  solely 
for  profit.  When  it  can  be  established  that  a physician 
or  other  prescriber  is  prescribing  or  dispensing  drugs 
for  non-medical  uses,  appropriate  actions  should  be 
taken  to  halt  such  activity.  We  support  strict  enforce- 
ment of  the  law.” 

The  AMA  has  developed  model  state  legislation 
providing  for  disciplinary  actions  against  physicians 


We  can  help  you  help  your  patient . . . 

Problem  Pregnancy  Counseling 

without  charge,  anywhere  in  N.C. 

Caseworker  will  travel  to  client  if  your  patient 
cannot  go  to  CHS  office. 

To  refer  your  patient,  or  for  more  information, 
call  our  nearest  district  office: 


Asheville  (704)258-1661 

Chapel  Hill  (919)929-4708 
Charlotte  (704)  334-2854 


Fayetteville  (919)483-8913 
Greensboro  (919)274-1538 
Greenville  (919)752-5847 


Wilmington  (919)763-9727 


'n\  The  Children’s  Home  Society 
cSs>  of  N.C. 


founded  in  1903 


IVEMBER  1978,  NCMJ 


683 


found  guilty  of  specified  infractions,  including  “un- 
professional conduct."  Most  state  Medical  Practice 
Acts  include  within  the  definition  of  unprofessional 
conduct  the  prescribing  and/or  administering  of  cer- 
tain types  of  drugs  in  a non-therapeutic  or  unprofes- 
sional manner.  Dr.  Boyle  noted. 

He  said  the  AM  A "supports  efforts  designed  to 
eliminate  improper  prescribing,  and  we  believe  the 
principal  means  for  achieving  such  a result  is  to  pro- 
vide unbiased,  valid  and  current  information  to  physi- 
cians on  the  risks  and  benefits  of  particular  drugs  in 
various  treatment  situations.”  However,  "we  caution 
against  any  federal  action  that  could,  in  effect,  reduce 
the  availability  of  patient  treatment  by  restricting  the 
physician's  armamentarium  to  treat  illness  and  injury 
in  order  to  correct  the  abuses  of  a few." 

The  second  AMA  witness  was  Daniel  X.  Freedman, 
M.D.,  Chairman  and  Professor  of  Psychiatry  at  the 
University  of  Chicago  and  chief  editor  of  the  Archives 
of  General  Psychiatry  of  the  AMA  who  said  that  "al- 
though the  benzodiazepines  do  have  a potential  for 
abuse  and  dependence  differing  from  that  of  anti- 
psychotic and  antidepressant  drugs,  their  relative 
safety  in  terms  of  therapeutic  doses  and  toxic  effects 
provides  an  advantage  over  the  barbiturates.” 

The  number  of  prescriptions  for  all  benzodiazepines 


has  plateaued  while  prescriptions  for  barbiturates  anr 
related  drugs  have  decreased,  he  noted.  The  ben 
zodiazepines  have  actions  other  than  anti-insomni; 
and  anti-anxiety,  which  accounts  for  their  use  ii 
selective  amnesia  and  intravenous  anesthesia,  spas 
ticity,  local  skeletal  muscle  spasm,  certain  dys 
kinesias,  and  treatment  of  seizures,  he  noted. 

"Moreover,  a substantial  percentage  of  the  pre 
scriptions  for  benzodiazepines  are  not  for  a primary 
complaint  of  anxiety  or  insomnia  but  for  these  condi 
tions  in  conjunction  with  episodes  of  other  illnesses.”; 

"The  wider  use  of  these  drugs  by  women  is  a trans 
national  trend  and  may  in  part  be  explained  by  thei 
greater  utilization  of  the  health  care  system  and  thei 
willingness  to  seek  help  sooner  than  men  for  all  pri 
mary  care  problems,”  said  Dr.  Freedman,  “althougl 
their  changing  role  in  society  which  likely  heighten 
anxiety  may  also  be  a contributing  factor.” 

* * * 

The  first  top-level  health  official  of  the  Carter  Ad 
ministration  to  topple  is  Robert  Derzon,  ousted  a 
head  of  the  stripling  Health  Care  Financing  Adminis 
tration  (HCFA),  the  new  agency  that  operates  Medi 
care  and  Medicaid. 

Derzon  fell  out  with  HEW  Secretary  Califano  ii 


After  specializing  in  the  treatment  of  alcoholism 
and  drug  addiction  for  17  years,  we  found  . . . 


if  there 
are  problems 
and  there 
is  drinking... 
drinking 
may  be  the 
only  Problem? 
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;putes  over  policy  and  over  organizational  matters, 
rzon  wasn’t  moving  fast  enough  to  whip  HCFA  into 
ape.  Califano  believed.  Derzon,  47,  a hospital  ad- 
nistrator,  took  issue  with  the  belligerent  attitude  of 
ilifano  toward  health  providers. 

Califano  has  been  under  pressure  from  Congress  to 
t HCFA  moving.  The  agency  was  originally  the  idea 
the  Senate  Finance  Committee  and  was  embodied 
proposed  legislation.  Califano  preempted  the  plan 
d made  the  sweeping  organizational  shift  18  months 
o.  Medicare  had  been  under  social  security; 
;dicaid  under  HEW's  welfare  division. 

Derzon  was  a soft-spoken  official  who  never  quar- 
ed  with  his  boss  in  public.  He  had  been  adminis- 
itor  of  the  University  of  Califomia-San  Francisco 
spitals  and  clinics.  Named  to  succeed  him  was 
onard  D.  Schaeffer,  currently  assistant  HEW  sec- 
ary for  management  and  budget.  Schaeffer,  33,  was 
rector  of  the  Bureau  of  the  Budget  of  the  State  of 
nois  for  18  months,  beginning  in  1975,  and  Deputy 
rector  for  Management  of  the  Illinois  Department  of 
;ntal  Health  and  Developmental  Disabilities  for  the 
o preceding  years.  Before  joining  HEW  nine 
inths  ago,  he  had  served  as  a vice  president  for 
ancial  and  business  planning  at  Citibank  in  New 
irk. 

* * * 

Twenty-seven  Blue  Cross  and  Blue  Shield  plans  will 


reimburse  for  second  opinions  on  the  need  for  elective 
surgery  recommended  by  physicians.  “Many  more 
plans”  are  expected  to  be  involved  in  second  opinion 
surgery  programs  in  the  near  future.  Blue  Cross-Blue 
Shield  reported. 

Under  the  program,  all  charges  related  to  the  sec- 
ond opinion,  including  the  consulting  specialist’s  fees, 
x-rays  and  laboratory  tests,  are  covered  by  the  plans. 
If  the  second  opinion  differs  from  the  first,  some  plans 
pay  for  a third  opinion  to  help  the  subscriber  decide 
whether  or  not  to  have  surgery. 

Walter  J.  McNerney,  president  of  the  Blue  Cross 
and  Blue  Shield  Associations,  said  a major  purpose  of 
the  pre-surgical  consultation  programs  is  to  determine 
the  extent  to  which  an  additional  independent  opinion 
results  in  significant  savings  or  in  improvement  of 
patient  care  by  reducing  the  incidence  of  elective 
surgery. 

The  Blues  released  the  statement  on  second  opin- 
ions to  coincide  with  the  scheduled  official  launching 
of  HEW’s  second  opinion  program  for  Medicare  and 
Medicaid.  The  government  plans  an  extensive  public- 
ity campaign  to  encourage  the  public  to  seek  second 
opinions  when  suitable. 

In  comment  upon  the  HEW  program  James  H. 
Sammons,  M.D.,  AMA  Executive  Vice  President, 
commented:  “The  concept  of  second  opinions  is  not 
new  to  the  medical  profession.  The  AMA  has  for  years 
supported  voluntary  consultation.  The  association's 
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Artist  s rendering  ot  our  1 0,000  square  toot  Conference  Center 


Now  you  can  book  meeting  space 
of  the  highest  quality  less  than  two 
minutes  from  The  Restored  Area. 

Space  for  groups  of  10  (Board-of- 
Directors-Styfe)  to  700  (Theatre- 
Style),  with  a stop  at  500  (Banquet- 
Style). 

And  all  this  space  comes  with  the 
quality  food  and  accommodations 
of  the  Fort  Magruder  Inn. 

But  space  isn’t  the  whole  story. 
We’ve  also  got  all  the  touches 
your  group  is  looking  for: 

Pool,  saunas,  lighted  tennis 
courts,  244  balcony  rooms,  res- 
taurant, lounge  and  live  entertain- 
ment. With  golf  nearby  at  beauti- 
ful  Kingsmill-on-the-  James. 

For  space,  or  further  information, 
write:  Mr.  John  A.  Corbin,  P.O.  Box 
KE,  Williamsburg,  Virginia  23185. 
Or  call  us  at  (804)  220-2250, 
collect. 

ffrrf-Matfruder 
Conference  Center, 
Williamsburg 

Route  60  East  between  The 
Restored  Area  and  Busch  Gardens. 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 


Principles  of  Medical  Ethics  specifically  state  that,  ‘a 
physician  should  seek  consultation  upon  request;  in 
doubtful  or  difficult  cases;  or  whenever  it  appears  that 
the  quality  of  medical  service  may  be  enhanced 
thereby.’ 

“The  Department  of  HEW  claims  that  its  national 
second  opinion  program  will  be  cost  reducing.  How- 
ever, such  a program  promises  to  increase  utilization 
of  physician  services  as  Medicare  and  Medicaid  pa- 
tients across  the  country  are  urged  to  seek  a second 
opinion  before  all  non-emergency  surgery.  Short-term 
results  of  several  experimental  second  opinion  pro- 
grams have  not  provided  clear  evidence  that  a national 
program  of  this  type  will  either  improve  the  quality  of 
care  or  reduce  health  costs.” 

* * * 

New  financial  disclosure  rules  have  been  proposed 
for  providers  under  Medicaid,  Medicare  and  the  Ma- 
ternal and  Child  Health  Program. 

The  rules  require  private  institutions,  organiza- 
tions, and  agencies  providing  health-related  services 
to  beneficiaries  of  these  programs  to  disclose  owner- 
ship and  other  business-related  information. 

“These  rules  would  give  us  an  important  new  tool 
with  which  to  ferret  out  evidence  of  fraud  and  abuse  in 
those  important  programs  and  prosecute  offenders,” 
HEW  Secretary  Califano  said. 

“They  will  help  us  identify  situations  in  which  self- 
dealing, interlocking  directorates,  or  other  arrange- 
ments allow  providers  to  make  excessive  profits.  In 
addition,  the  existence  of  this  requirement  will  serve 
as  a deterrent  to  those  who  would  use  obscure  busi- 
ness arrangements  to  defraud  the  taxpayers,”  he  said. 

Three  major  new  requirements  were  proposed.  Any 
organization  providing  services  must  disclose  to 
HEW  the  identity  of  persons  with  certain  ownership 
or  controlling  interests  in  the  organization,  or  in  a sub- 
contractor. These  organizations,  except  for  those 
which  deal  exclusively  with  the  Maternal  and  Child 
Health  Program,  must  also  disclose  information  on 
certain  business  transactions. 

* * * 

A new  disease  classification  system  for  use  in  hos- 
pitals and  related  clinical  settings  has  been  endorsed 
by  HEW.  Starting  next  year,  the  system  will  be  re- 
quired in  HEW-fmanced  programs  such  as  Medicare, 
the  Professional  Standards  Review  Organization  pro- 
gram and  the  Cooperative  Health  Statistics  System. 

The  new  system,  called  the  International  Classifi- 
cation of  Diseases,  Ninth  Revision,  Clinical  Modifi- 
cation (ICD-9-CM),  will  be  used  to  coordinate  statis- 
tics on  health  problems  and  health  care  in  hospitals 
and  similar  institutional  environments.  The  statistical 
reports  and  analyses  produced  will  be  used  for  many 
purposes  including  quality  assurance,  health  planning 
and  research. 

ICD-9-CM  contains  over  10,000  five-digit  diagnos- 
tic codes  and  more  than  3,000  four-digit  medical  pro- 
cedure codes.  HEW  said  the  system  is  compatible 


ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  jug/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 
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jvith  the  existing  international  classification  of  dis- 
eases, ninth  revision,  produced  by  the  World  Health 
Organization,  and  provides  a significant  improve- 
nent  over  the  classification  systems  now  in  use  in  the 
United  States. 

Currently,  the  two  major  disease  classification 
;ystems  being  used  throughout  the  nation  are  the 
CDA-8  and  HICDA-2  systems.  According  to  HEW 
)fficials,  the  use  of  these  competing  classification 
systems  has  made  standardization  of  statistics  dif- 
icult  to  accomplish.  HEW  officials  said  the  universal 
idoption  of  the  ICD-9-CM  as  a simple  system  would 
diminate  these  problems  and  that  its  use  would  repre- 
sent a major  technical  advance  in  recording  health 
statistics. 

HEW  has  entered  into  a contract  with  the  Commis- 
sion on  Professional  and  Hospital  Activities  (CPHA) 
o produce  adjunct  materials  necessary  for  the  im- 
dementation  of  this  system. 

* * * 

A federal  draft  guide  of  pharmacy  prescription  drug 
trices  intended  for  physicians  has  been  labeled  “ex- 
remely  misleading”  by  the  Pharmaceutical  Man- 
lfacturers  Association  (PMA). 

“Truly  relevant  data  could  be  a useful  adjunct  to 
existing  information  sources,  but  we  do  not  believe 
hat  this  particular  model  meets  their  standard,”  PMA 
^resident  C.  Joseph  Stetler  said  in  a letter  to  the  HEW 
Department. 

The  PMA  said  the  price  book  could  cause  confusion 
‘as  pharmacists  undertake  to  make  prescribers  and 
consumers  understand  why  their  prescriptions  do  not 
:ost  what  this  book  seems  to  say  they  should.” 

HEW  used  pharmacy  acquisition  cost  data  as  a base 
‘even  though  average  retail  treatment  cost  informa- 
ion  would  be  less  misleading  and  is  readily  avail- 
ible,”  said  Stetler. 

“Those  data  . . . exaggerate  the  differentials  to  be 
bund  in  the  actual  prescription  market,  whether  be- 
tween the  average  prices  and  treatment  of  different 
irugs  or  of  different  versions  of  the  same  drug,”  he 
said.  And  — “manufacturers  often  provide  pharma- 
cists with  labor  reducing  unit-of-use  packaging,  spe- 
:ial  purchasing  discounts,  and  services  such  as  a re- 


turn goods  policy  allowing  inventory  reductions  and 
comprehensive  product  liability  coverage  — all  of 
which  reduce  costs.” 

PMA  compared  examples  of  price  ratios  from  the 
HEW  Guide  to  Average  Retail  Price  Ratios  for  Typi- 
cal Prescriptions  which  it  said  “clearly  showed  that 
the  book’s  price  differences  were  exaggerated.” 

* * * 

The  Food  and  Drug  Administration  will  require  that 
most  drugs  be  labeled  to  specify  the  date  after  which 
they  should  not  be  used. 

FDA  Commissioner  Donald  Kennedy  said  the  ex- 
piration dating  requirement  — which  will  cover  all 
prescription  drugs  and  most  non-prescription  drugs  — 
should  “provide  a new  protection  for  consumers,  who 
will  have  further  assurances  that  the  drugs  they  pur- 
chase retain  their  quality.” 

Under  the  old  rules,  expiration  dates  were  required 
only  for  drugs  which  were  “liable  to  deterioration” 
such  as  antibiotics. 

* * * 

New  drugs  and  medical  devices  developed  with 
federal  aid  are  “wasting  away  on  the  shelves  of 
bureaucrats”  due  to  government  patent  policies,  a 
group  of  senators  has  charged. 

Sens.  Robert  Dole  (R-Kan.)  and  Birch  Bayh 
(D-Ind.)  have  introduced  legislation  to  encourage  the 
government  to  allow  universities,  non-profit  organi- 
zations and  small  businesses  limited  patent  protection 
to  market  discoveries  they  have  made  under  federal 
auspices.  The  patent  holder  would  reimburse  the  gov- 
ernment out  of  royalties  and  income  for  federal  re- 
search expenditures. 

Joining  Dole  and  Bayh  were  Sens.  Charles  Mathias 
(R-Md.),  Dennis  Deconcini  (D-Ariz.)  and  Orrin 
Hatch  (R-Utah). 

Dole  said  that  “the  present  government  policy 
mandates  the  government  take  title  to  all  inventions  it 
has  had  a hand  in  funding.  The  policy  discourages 
participation  by  the  private  sector,  with  the  end  result 
being  such  that  the  innovation  will  never  be  brought 
to  the  marketplace  for  use  by  the  public.” 
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In  iHrmoriam 


RICHARD  BENJAMIN  BOREN,  III,  M.D. 

During  the  night  of  April  10-11,  Richard  Benjamin 
Boren,  III,  died  in  his  sleep,  shortly  before  his  49th 
birthday.  Though  he  was  apparently  in  good  health, 
we  now  know  that  he  had  not  been  without  cardiac 
warnings  which  he  did  not  share  with  anyone. 

Dick  Boren  was  a man  with  almost  boundless 
energy.  At  times  his  enthusiasm  was  misunderstood 
as  mere  flamboyance  by  those  who  did  not  know  him 
well  and  who  overlooked  that  his  drive  was  always 
directed  toward  specific  goals  and  was  sustained  until 
the  task  was  completed. 

He  was  a physician  “married  to  medicine.”  He 
cared  for  his  patients  with  the  same  warmth  and  devo- 
tion he  had  for  his  family,  with  the  same  loyalty  and 
generosity  he  had  for  his  friends. 

His  dream  was  to  create  Mandala,  a clinic  accessi- 
ble to  everyone  in  psychiatric  distress,  a shelter  both 
traditional  and  innovative,  in  which  those  seeking  help 
could  find  the  way  back  to  “wholeness.” 

He  died  just  when  his  dream  had  become  a reality. 

Executive  Council 
N.C.  Neuropsychiatric  Association 


Classified  Ads 


DEDICAL  OFFICE  SPACE,  North  Hills  Office  Center.  2,200  square 
feet,  now  available.  Telephone  (919)  787-5870  weekdays. 

ACULTY  POSITION  with  Physician  Assistant  Training  Program 
and  appointment  as  instructor  in  allied  health.  Will  accept  applica- 
tions from  graduates  of  approved  primary  care  physician  assistant 
training  programs  who  have  passed  the  national  certifying  ex- 
amination. Prefer  a person  who  has  experience  both  in  clinical 
practice  and  in  teaching.  For  information  write  or  call:  Director, 
Physician  Assistant  Training  Program,  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  University,  1990  Beach  Street,  Winston- 
Salem,  N.C.  27103  (919)  727-4356.  An  Equal  Opportunity  Em- 
ployer. 

VERY  UNUSUAL  OPPORTUNITY.  Retiring-Certified,  Oph- 
thalmology, Past  President;  State  Society  of  O & O,  County  Medi- 
cal Society,  and  County  Hospital  Surgical  Staff.  Modern  equip- 
ment, surgical  and  office,  available  — office  adjacent  new  530  bed 
teaching  hospital  — University  affiliated.  Contact:  Raymond  F. 
Grove,  M.D.,  1900  S.  Live  Oak  Parkway,  Wilmington,  N.C. 
28403,  telephone:  (919)  762-3050. 

UKE  UNIVERSITY,  DURHAM,  NORTH  CAROLINA  — Family 
Physician  needed  in  University  Health  Service.  Primary  work  in 
Family  Practice  Clinic  with  hospital  privileges  in  community  hos- 
pital. Part  time  in  Student  Clinic.  Write:  John  P.  Hansen,  M.D., 
Director,  Division  of  University  Health  Service,  Box  2914,  Duke 
University  Medical  Center,  Durham,  N.C.  27710. 

MERGENCY  PHYSICIANS,  FULL  AND  PART-TIME:  Need  im- 
mediately both  full  and  part-time  Emergency  Room  Physicians  in 
the  Research  Triangle  Park  and  Charlotte  areas.  Malpractice  pro- 
vided. All  inquiries  confidential.  Contact:  Coastal  Emergency 
Physicians,  P.O.  Box  8703,  Durham,  N.C.  27707.  Telephone  (919) 
489-6521. 

OASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  1 18 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound; 
Salary  & %.  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medical 
Center,  Edenton,  N.C.  27932.  Telephone  (919)  482-2116. 

lUDENT  HEALTH  PHYSICIAN  needed  to  replace  retiring  staff 
physician  at  growing  Southern  Conference  University  located  20 
miles  from  the  Great  Smoky  Mountains  National  Park.  Competi- 
tive salary  and  state  benefits.  North  Carolina  license  required. 
Contact:  Donald  P.  O’Neal,  M.D.,  Western  Carolina  University, 
Cullowhee,  North  Carolina  28723.  Telephone  (704)  227-7430. 

oastal  North  Carolina  — Beautiful  and  historic  Edenton  on  Al- 
bemarle Sound.  Ophthalmologist  to  join  primary  care  group  in  new 


modern  25,000  sq.  ft.  comprehensive  fee  for  service  ambulatory 
care  center.  Modern  eye  lanes,  retina  room,  minor  surgery,  opti- 
cian’s shop.  Contact  Dr.  C.  Lucas,  P.O.  Box  J,  Edenton,  N.C. 
27932  Phone:  919-482-8461. 

N.C.  — Family  Physicians  needed  in  beautiful  and  historic  Edenton 
located  on  Albemarle  Sound  near  famous  Outer  Banks.  Board 
Certified/eligible  to  join  primary  care  group  with  pharmacy  in  new 
modern  25,000  sq.  ft.  comprehensive  innovative  problem  oriented 
ambulatory  health  center  utilizing  team  modules/protocols/audit 
serving  rural  area  of  40,000  persons.  Sophisticated  computerized 
data  systems.  Rotating  call.  Ob.  Comprehensive  JCAH  120  bed 
hospital.  Active  teaching  affiliation  with  three  medical  schools. 
Close  referral  centers.  Fee  for  service.  Salary  negotiable  — plus 
fringes  plus  bonuses.  No  investment.  Reasonable  hours.  Time  to  be 
with  family.  Friendly  people.  Scenic  beauty.  Cultural  activities  and 
good  schools.  Unpolluted.  Progressive  atmosphere.  Metropolitan 
Norfolk,  Va.  70  miles.  Contact  C.  Lucas,  M.D.,  P.O.  Box  J, 
Edenton,  N.C.  27932.  Night  919-482-8461. 

PSYCHIATRIST:  Full  time  position  in  psychiatric  outpatient  setting 
to  provide  and  supervise  clinical  services  to  adults  and  children. 
Mental  Health  Area  covers  two  counties  with  a population  of 
72,000.  Emphasis  is  on  community-based  outpatient  treatment. 
This  opportunity  is  in  Rutherford  and  Polk  counties  located  half- 
way between  Charlotte  and  Asheville  at  the  foothills  of  the  beautiful 
mountains  of  Western  North  Carolina.  The  area  features  year 
round  recreational  opportunities.  Salary  commensurate  with 
training  and  experience,  ($35,700-$45,588.)  Benefits  include  health 
insurance,  membership  in  the  North  Carolina  Local  Governmental 
Employees’  Retirement  System,  twelve  (12)  paid  sick  leave  days  a 
year,  fifteen  (15)  paid  vacation  days  a year,  and  fourteen  (14)  hours 
a year  petty  leave.  For  more  information  contact:  Mr.  Virgil  A. 
Cook,  Area  Director,  Rutherford-Polk  Mental  Health  Programs, 
City  Route  3,  Fairground  Road,  Spindale,  North  Carolina  28160. 

PEDIATRICIAN  WANTED:  Board  certified.  Medical  Director  of 
comprehensive  diagnostic  evaluation  and  treatment  facility.  Inter- 
est in  developmental  disabilities  necessary.  Position  available  im- 
mediately. Contact:  P.O.  Box  1572,  Elizabeth  City,  N.C.  27909. 

FAMILY  PRACTITIONER  needed  to  join  2 F.P.’s  in  Western  N.C. 
Mountains.  Summer  ar.d  Winter  resort  with  year  round  recreation, 
excellent  schools,  near-by  University.  Ample  opportunity  for  time 
off.  Blowing  Rock  Medical  Clinic,  P.  A.,  P.O.  Box  8,  Blowing  Rock, 
N.C.  28605. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility.  Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 
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Nalfon* 

fenoprofen  calcium 

300-mg.  Pulvules  and  600-mg.  Tablets 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $100  to  $1,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 


The  Country  Doctor  Museum,  Bailey,  N.C. 


THINK  MEDICAL  HERITAGE! 

THE  COUNTRY  DOCTOR  MUSEUM  has  been  visited  by  many  hun- 
dredsof  Americans  as  well  as  tourists  from  foreign  countries,  who  have 
savored  its  treasures  over  the  years.  A constant  reminder  of  the  con- 
tributions made  by  physicians  to  the  Founding,  growth  and  perpetua- 
tion of  this  state  and  nation,  THE  COUNTRY  DOCTOR  MUSEUM  is  a 
fine  and  fitting  tribute  to  the  medical  profession.  It  must  be  preserved 
and  maintained  as  evidence  of  our  appreciation  of  the  profession  and 
its  contribution  to  mankind. 

Constant  increases  in  costs  of  postage  and  printing  prevent  the 
sending  of  our  annual  newsletter.  We  unashamedly  ask  for  your  help. 
Your  contribution  is  TAX  DEDUCTIBLE! 

SUPPORT  YOUR  MUSEUM  by  making  your  check  payable  to: 

THE  COUNTRY  DOCTOR  MUSEUM  FOUNDATION 

P.O.  Box  34 

Bailey,  North  Carolina  27807 
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Please  contact  your  Upjohn  representative  for  additional  product  information. 
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Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 


Neosporin 

Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 

This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
Polymyxin  B enhances  spreading. 
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Welcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  Ointment  (polymyxin  B-bacitradn-neomydn). 


Neosporin 

Ointment 

(Polymyxin  B-Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B 
Sulfate  5, (KM)  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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Have  you  examined  your  financial 
health  recently??  If  not,  we  urge  you 
to  review  your  present  situation  in 
light  of  today’s  economy.  Should  you 
not  have  the  full  $2 166/mo.  income 
benefits  through  the  Society  spon- 
sored program , please  give  us  a col- 
lect call  to  evaluate  your  financial 
needs.  No  obligation  of  course. 


Official  Disability  Income  Plan 


for  eligible  members  since  1939 

North  Carolina  Medical  Society 


For  Details  Please  Contact  Administrators 
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Gene  Greer  — Office  Manager 
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Approved  Administrators  for  following  Professional  Groups. 

NORTH  CAROLINA  MEDICAL  SOCIETY  • NORTH  CAROLINA  DENTAL  SOCIETY  • NORTH  CAROLINA  SOCIETY  OF  ENGI- 
NEERS • NORTH  CAROLINA  CHAPTER  OF  ARCHITECTS  • NORTH  CAROLINA  ASSOCIATION  OF  C.P.  A.'s  AND  BAR  GROUPS 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Specialist 

IN  NORTH  CAROLINA 
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WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 

4201  West  Victoria  Street  • Chicago,  Illinois  60646 


An  Ameiican  Company 


rhe  Great  Laxative  Escape 


lioctyl  sodium  sulfos 


Colaee  means  escape— from  laxative  stimulation, 
from  laxative  harshness,  from  laxative  habit 
Colace  gently  helps  soften  stools  for  easy,  pain- 
less, unstrained  elimination.  It's  the  great  laxative 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid 


PHARMACEUTICAL  DIVISION 
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Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


* Indications : Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  Information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency, 
2,  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less  than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg,  and  20  mg, 

Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml 
Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular  5 to  10  mg.  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg  per 
2 ml  ampul,  box  of  six  2 ml.  ampuls. 

U S.  Pat.  No.  3,056,836 

VASODILAN 

( ISOXSUPRINE  HCI) 

20-mg  tablets 


PHARMACEUTICAL  DIVISION 
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PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


No.  7 


December  1978 


Members  of  the  Medical  Society  purchased  and  have  donated  a World  War  II  Army  Medical 
Railroad  Car  to  the  N.  C.  Department  of  Cultural  Resources  to  be  included  in  the 
Transportation  Museum  at  the  Historic  Spencer  Shops.  I would  like  to  thank  each  one 
of  you  who  contributed  to  this  special  project,  and  I believe  that  it  will  be  a 
worthwhile  addition  to  the  Museum. 

James  H.  Sammons,  M.D. , Executive  Vice-President,  AMA,  stated  this  month  in  a letter 
to  the  Society:  "I  am  pleased  to  inform  you  that  the  North  Carolina  Medical  Society 
has  exceeded  its  year  end  1977  dues  paying  AMA  membership.  Congratulations  to  you 
and  the  Society  Staff  who  have  helped  to  achieve  these  important  membership  gains. 

It  clearly  demonstrates  that  North  Carolina  physicians  recognize  the  vital  role  being 
performed  by  the  AMA.  Yours  is  one  of  32  state  medical  associations  that  already  has 
strengthened  its  AMA  membership  this  year."  We  are  each  proud  of  our  AMA  membership 
and  believe  that  through  the  strong  efforts  of  organized  medicine,  we  can  preserve 
and  enhance  our  profession  in  the  years  to  come.  At  the  present  time  we  have  approxi- 
mately 7,400  physicians  in  North  Carolina,  5,385  members  of  the  North  Carolina  Medical 
Society,  and  of  this  number  4,279  are  AMA  members.  We  need  to  increase  our  AMA  mem- 
bership in  1979. 

Myth:  There  is  a shortage  of  doctors  in  America  because  the  AMA  practices  "professional 

birth  control"  to  keep  physicians’  services  in  demand. 

Reality:  At  the  end  of  1977  there  were  414,443  physicians  in  the  U.  S. , a gain  of 

80,415  since  1970.  Currently  122  U.  S.  medical  schools  are  graduating  15,000  physi- 
cians a year — nearly  double  the  number  graduated  a decade  ago.  The  AMA  has  supported 
this  dramatic  increase  in  physician  supply.  The  U.  S.  now  has  one  of  the  world's 
highest  ratios  of  physicians  to  population,  and  for  many  years  the  number  of  physicians 
has  been  increasing  three  times  faster  than  our  population.  There  are  still  maldistri- 
bution problems  to  consider.  More  physicians  are  needed  in  inner  cities,  rural  areas 
and  in  the  primary  care  disciplines. 

Many  of  you  have  been  quite  interested  in  the  matter  of  second  surgical  opinion  and 
here  are  the  latest  figures  as  of  November  1978. 

The  Prudential  Insurance  Company,  as  carrier  for  Medicare  in  North  Carolina  and  in 
compliance  with  HEW  regulations,  stated  they  had  signed  975  doctors  for  the  second 
surgical  opinion  panel  but  had  received  only  19  requests  for  such  second  opinions 
under  Medicare.  Meanwhile,  North  Carolina  Blue  Cross  & Blue  Shield  stated  that 
approximately  1,600  physicians  have  agreed  to  serve  as  a consult  panelist  to  provide 
pre-surgical  examinations  for  their  subscribers  who  are  entitled  to  benefit  coverage 
for  such  service.  Presently,  this  is  applicable  only  to  the  10,000  Southern  Bell 
employees  in  North  Carolina,  and  NO  requests  for  second  surgical  opinions  have  been 
received.  The  Executive  Council  on  October  1,  1978,  passed  a motion  to  recommend  to 
the  membership  not  to  place  their  names  on  any  closed  or  open  panel  list  for  second 
surgical  opinions. 


John  Glasson , M.D.,  Durham,  is  Vice-Chairman  of  the  Council  on  Medical  Service  of  AMA 
and  will  be  a candidate  for  re-election  to  this  Council  at  the  AMA  meeting  in  Chicago 
in  July  1979. 

Here  are  items  of  interest  from  the  last  Executive  Council  meeting: 

The  Executive  Council  approved  a recommendation  from  the  Council  on  Review  and  Developn 
that  the  Committee  on  Legislation  and  the  Committee  on  Communications  be  established 

free standing  committees  and  that  the  Chairman  of  the  Committee  on  Communications  be 

made  an  ex  officio  member  of  the  Executive  Council,  without  vote.  (The  Chairman  of 
the  Committee  on  Legislation  is  already  an  ex  officio  member  of  the  Executive  Council, 
without  vote.) 

The  Council  passed  a motion  that  a Committee  on  Ethics  and  Religion  be  appointed  by 
the  President. 

John  S.  Rhodes,  M.D.,  Raleigh,  Associate  Editor,  North  Carolina  Medical  Journal,  report 
for  the  Editorial  Board  that  in  the  future  a notice  will  be  sent  to  each  Life  Member 
of  the  Society  allowing  him  the  privilege  of  requesting  that  he  continue  to  receive 
the  Journal  or  not  to  receive  it. 

The  Executive  Council  reaffirmed  its  support  of  the  North  Carolina  Medical  Society's 
policy  on  continuing  medical  education.  At  this  date  there  are  4,281  members  of  our 
Society  who  should  have  reported  their  Continuing  Medical  Education  requirements  for 
the  first  three-year  period.  Of  this  number  3,750  have  completed  their  requirements 
and  as  yet  we  have  531  doctors  who  must  report  these  by  December  31,  1978,  or  they 
will  not  be  eligible  for  membership  in  the  Society  in  1979.  I encourage  each  of  you 
who  have  not  reported  your  CME  requirements  to,  please,  do  so  immediately.  I feel 
that  many  physicians  have  met  these  requirements  but  have  not  taken  the  time  to  report 
them. 

The  Council  adopted  a resolution  that  initial  certification  or  recertification  by  a 
specialty  board  is  sufficient  documentation  of  completion  of  continuing  medical  educat: 
requirements  (in  the  Society)  for  a three-year  period. 

Josephine  Newell,  M.D. , Bailey,  Chairman  of  the  Annual  Convention  Commission,  stated 
that  a new  format  has  been  adopted  for  the  Annual  Meeting  in  May  1979.  The  meeting 
will  be  compacted  into  three  days — Thursday,  Friday,  and  Saturday — which  will  leave 
Sunday  morning  available  for  specialty  meetings.  There  will  not  be  a MEDPAC  Dinner 
at  the  Annual  Meeting,  and  I hope  that  each  of  our  medical  schools  will  utilize 
Friday  night  for  Alumni  activities  and  dinners. 

The  Council  approved  the  Bylaws  Committee  recommendation  to  be  submitted  in  the  1979 
House  of  Delegates  in  accordance  with  an  action  of  the  1978  House  changing  the  require- 
ment for  submitting  resolutions  for  the  Annual  Meeting  from  30  to  60  days  prior  to  the 
first  meeting  of  the  House. 

On  the  recommendation  from  the  Committee  on  Child  Health,  the  Council  voted  to  retain 
the  syphilis  testing  requirements  of  G.S.  51-9  (marriage  license)  but  to  endorse  aboli: 
ment  of  the  rubella  testing  by  the  1979  General  Assembly. 

Your  Society  officers  would  like  to  extend  Seasons  Greetings  to  each  of  you,  and  we 
sincerely  wish  that  your  holidays  be  filled  with  family  fellowship,  love,  and  good 
health.  May  the  Lord  live  in  your  heart  this  Christmas  and  during  the  New  Year. 


Sincerely 

h 


President 


From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  this  happens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
Iheir  problems. 

A fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a 16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  liv;ng  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Medical  Staff 
Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 
Bruce  W.  Rau,  M.D. 

Staff  Psychiatrist 
Hans  Lowenbach,  M.D. 
Senior  Consulting  Psychiatrist 
Larry  T.  Burch,  M.D. 

Staff  Psychiatrist 
Glenn  N.  Burgess,  M.D. 

Active  Staff 
Edward  Weaver,  M.D. 
Active  Staff 


For  information,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 

Towards  Wholeness 


You  wouldn't  wear 
boxing  gloves  to  milk  a cow... 


We’re  sure  our  hapless  friend  here 
looks  as  funny  to  you  as  he  did  to  us. 
But  he  succeeds  in  making  our  point. 
There  are  two  ways  of  doing  things: 
the  hard  way  and  the  easy  way. 


ity  Income  Protection  for  younger 
doctors.  A plan  that  can  help  you 
protect  perhaps  your  most  impor- 
tant, valuable,  and  most  irreplaceable 
asset  — your  ability  to  earn  a living. 


It’s  much  the  same  when  disability 
strikes  a family.  If  you  haven’t  a plan 
of  protection  for  you  and  your  fam- 
ily, then  trying  to  maintain  your  life- 
style can  seem  a lot  like  trying  to 
milk  that  cow. 

But  as  a member  of  the  North  Car- 
olina Medical  Society,  you  are  in  a 
unique  position  to  take  advantage  of 
an  important  insurance  plan.  Disabil- 


If you're  under  the  age  of  55  and  are 
active  full  time  in  your  practice,  act 
today  . . . don’t  put  yourself  in  the 
position  of  trying  to  milk  a cow  while 
wearing  boxing  gloves.  Just  fill  out 
the  coupon  below  and  return  it  to- 
day. A Mutual  of  Omaha  service  rep- 
resentative will  provide  personal, 
courteous  service  in  furnishing  full 
details  of  coverage. 


r: 


n 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  send  me  complete  information  on  the 
Disability  Income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  55. 

Name 


Address . 
^ City 


State 


ZIP 


Mutual 

^Omoha.\L/ 

People  you  con  count  on... 

Life  Insurance  Affiliate: 

United  of  Omoha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASKA 
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The  Treatment  of  the  Lymphomas 


M.  Robert  Cooper,  M.D.,  Hyman  B.  Muss,  M.D., 
Frederick  Richards,  II,  M.D.,  John  J.  Stuart,  M.D., 
Douglas  R.  White,  M.D.,  and  Charles  L,  Spurr,  M.D. 


THE  LYMPHOMAS 

Lymphomas  account  for 
2 1 ,900  cases  of  malignancy  and 
for  12,000  deaths  yearly  with 
Hodgkin’s  disease  responsible  for 
7,400  new  cases  and  4,300  deaths 
annually.  Although  the  lymphomas 
represent  a small  portion  of  the  total 
problem,  the  results  of  treatment 
are  dramatic  and  provide  a model 
for  the  development  of  improved 
therapeutic  programs  for  other 
neoplastic  diseases. 

HODGKIN’S  DISEASE 

Patients  with  Hodgkin's  disease 
have  shown  continuing  improve- 
ment in  survival.  An  early  study1  of 
(single  drug  therapy  showed  com- 
plete remission  in  18%  of  patients 
with  advanced  Hodgkin’s  disease 
who  had  received  no  prior  treat- 
ment. Fewer  than  10%  of  patients 
with  advanced  disease  then  sur- 
vived five  years  when  treated  either 
with  radiation  therapy  or  a single 
drug.  Today,  approximately  70%  of 
patients  treated  for  Hodgkin’s  dis- 
ease can  be  assured  a normal  life 
expectancy.  Early  stages  of  the  dis- 
ease (those  limited  to  a nodal  area  of 

I 

From  the  Department  of  Medicine 
Section  of  Hematology/Oncology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.C.  27103 
Reprint  requests  to  Dr.  Cooper 


the  body)  can  be  treated  effectively 
with  radiation.  More  advanced  dis- 
ease, Stage  III  and  Stage  IV,  can  be 
effectively  managed  with  combina- 
tion chemotherapy  (Table  I). 

A precise  diagnosis  is  funda- 
mental in  the  management  of 
Hodgkin’s  disease.  Histological 
classification  is  important  for  the 
identification  of  clinical  patterns 
and  for  prognosis.  We  recognize 
four  histological  varieties:  lympho- 
cyte predominance,  nodular 
sclerosing,  mixed  cellularity,  and 
lymphocyte  depletion.  These  types 
can  be  correlated  with  the  clinical 
findings  and  subsequent  course  of 
the  disease.  Nodular  sclerosing 
Hodgkin’s  disease  is  more  common 
in  females,  is  frequently  charac- 
terized by  a mediastinal  mass  and 
has  a high  incidence  of  splenic  in- 
volvement. Ninety-four  patients 
reviewed  at  the  Bowman  Gray 
School  of  Medicine  showed  the  me- 
dian survival  of  the  lymphocyte  de- 
pletion group  to  be  19.6  months, 
nodular  sclerosing  78.7  months  and 
mixed  cellularity  94  months.  Pa- 
tients with  lymphocyte  predomi- 
nance disease  have  not  yet  reached 
their  median  survival,  which  is  ap- 
proaching 98  months. 

Accurate  staging  is  extremely 
important  in  determining  treatment. 
Early  Hodgkin’s  disease  is  gener- 


ally unifocal  and  spreads  from  one 
lymph  node  area  to  another  by  con- 
tiguous lymphatics.  Table  I de- 
scribes a useful  and  simple  clinical 
classification. 

In  addition  to  clinical  staging, 
pathological  classification  has  con- 
tributed to  our  understanding  of 
Hodgkin's  disease  and  subsequent 
improvement  in  therapy.  A good 
history,  physical  examination, 
roentgenographic  studies,  lymph- 
angiography and  sonic  scanning  can 
still  result  in  inaccurate  staging  in 
some  individuals.  The  role  of  diag- 
nostic laparotomy  has  been 
evaluated2  in  309  patients.  When 
the  lymphangiogram  was  positive, 
at  least  75%  of  patients  had  disease 
in  the  abdomen.  Of  184  patients 
with  negative  lymphangiograms, 
45%  were  found  to  have  intra- 
abdominal disease,  most  often  in- 
volving the  lymph  nodes  or  spleen. 
Approximately  one-third  of  patients 
will  have  splenic  involvement  un- 
detected by  non-invasive  tech- 
niques. 

Surgical  staging  with  splenec- 
tomy, liver  wedge  biopsy  and  node 
sampling  should  be  performed  only 
in  good  risk  patients  when  therapy 
may  be  directly  affected  by  the 
findings  at  laparotomy.  Splenec- 
tomy does  prevent  hypersplenism 
due  to  organ  involvement  by  lym- 
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TABLE  I:  HODGKIN'S  DISEASE 


Clinical  Staging 

Stage  I Disease  limited  to  one  anatomic  or  two  con- 
tiguous anatomical  regions  on  the  same  side 
of  the  diaphragm 

A.  No  symptoms  of  systemic  disease 

B.  With  symptoms  of  systemic  disease 

Stage  II  Disease  in  two  anatomical  or  more  than  two 
contiguous  anatomical  regions  on  the  same 
side  of  the  diaphragm 

A.  No  symptoms  of  systemic  disease  — 

B.  With  symptoms  of  systemic  disease  — 

Stage  III  Disease  on  both  sides  of  the  diaphragm  but 
limited  to  lymph  nodes,  spleen,  and/or  Wal- 
deyer's  ring 

A,  No  symptoms  of  systemic  disease  — 

B.  With  symptoms  of  systemic  disease  — 


Stage  IV  Disease  in  area  other  than  lymph  nodes  ex- 
tranodal  disease,  lung,  central  nervous  sys- 
tem, liver,  skin,  gastrointestinal  tract,  gen- 
itourinary tract,  bone  marrow 

A.  No  symptoms  of  systemic  disease 

B,  With  symptoms  of  systemic  disease 


Treatment 


Irradiation  therapy  (extended  field,  mantle  therapy) 


Irradiation  therapy  (extended  field,  mantle  therapy) 
Total  nodal  irradiation  therapy  by  the  3-2  technique  fol- 
lowed by  6 mos.  of  combination  chemotherapy 


Total  nodal  irradiation  therapy  by  the  3-2  technique  fol- 
lowed by  6 mos.  of  combination  chemotherapy 
Combination  chemotherapy  for  at  least  6 mos.  followed 
by  careful  restaging  and/or  maintenance  chemotherapy 


Combination  chemotherapy  for  at  least  6 mos.  followed 
by  careful  restaging  and/or  maintenance  chemotherapy 


phoma.  It  also  decreases  the 
amount  of  radiation  necessary  for 
effective  treatment.  In  premeno- 
pausal females,  an  oophoropexy  is 
routinely  performed  at  our  institu- 
tion to  move  the  ovaries  laterally 
from  the  major  radiation  field.  Al- 
though others  have  reported  a 
high  morbidity  with  staging 
laparotomy,3  we  have  found  it  quite 
safe  and  encountered  few  compli- 
cations. 

Total  lymph  node  radiation  deliv- 
ered with  megavoltage  equipment 
has  resulted  in  dramatic  improve- 
ment in  survival  and  perhaps  some 
cures  in  patients  with  Stage  I,  II  and 
III  disease.  Radiation  therapy  for 
patients  with  Stage  I or  II  disease 
without  symptoms  results  in  80%  of 
patients  being  free  of  disease  at  five 
years  with  70%-80%  remaining  free 
for  10  years.4  However,  patients 
with  systemic  symptoms  (Stage  B 
disease)  have  a failure  rate  after 
radiation  therapy  of  between  25% 
and  60%  within  five  years.  These 
studies  suggest  that  chemotherapy 
is  important  for  patients  with  Stage 
III  Hodgkin’s  disease  (symptomatic 
or  asymptomatic).  Moreover,  the 
recurrence  in  the  site  of  previous 
bulky  disease  (mediastinal  mass 
greater  than  one-third  of  the  largest 
transverse  diameter  of  the  chest)  is 
common.  Our  general  recom- 
mendations for  therapy  are  re- 
flected in  Table  I. 


Rappaport  et  al5  reported  that 
patients  survived  about  24  months 
after  initial  chemotherapy  with 
single  agents.  In  addition  to  the 
short  duration  of  remission  and  sur- 
vival, only  10%-30%  of  patients 
treated  with  single  agents  achieved 
complete  remission.  However,  in 
1970.  DeVita  et  alH  demonstrated 
that  a four-drug  program  ( MOPP  — 
nitrogen  mustard,  vincristine, 
prednisone,  and  procarbazine)  im- 
proved remission  induction  and 
prolonged  the  relapse-free  interval. 
Thirty-six  of  44  patients  (81%)  with 
Stage  III  and  IV  disease  went  into 
complete  remission  with  6-11 
monthly  cycles  of  MOPP  therapy. 
The  median  duration  of  remission 
from  the  cessation  of  all  therapy 
was  29-42  months  with  relapse  in  12 
of  31  patients  when  this  study  was 
reported.  Subsequent  randomized 
studies  have  shown  a complete  re- 
mission frequency  with  MOPP  of 
48%-69%.7_!l  Both  remission  fre- 
quency and  duration  of  favorable 
response  with  the  MOPP  program 
have  been  superior  to  any  single 
drug  or  combination  used  earlier. 

Although  MOPP  therapy  has 
been  very  effective,  it  is  associated 
with  significant  toxicity,  nausea, 
vomiting  and  neurological  sequelae 
and  patient  compliance  is  difficult  to 
obtain.  A number  of  other  drug 
combinations  have  been  used  to 
treat  Stage  III  and  IV  Hodgkin’s 


disease  and  have  been  found 
equally  effective.  Bonadonna  et  al"' 
administered  adriamycin,  nitrogen 
mustard,  bleomycin,  oncovin  and 
prednisone  and  observed  complete 
remission  in  69%  of  patients  in  the 
initial  induction  regimen.  A sub- 
sequent randomized  study  from  this 
group11  compared  MOPP  and 
ABVD  (adriamycin,  bleomycin, 
vinblastine  and  dimethyltrizeno- 
imidazol  carboxamide)  and  showed 
that  after  six  cycles,  MOPP  pro- 
duced complete  remission  in  69% 
and  ABVD  produced  complete  re- 
mission in  70%  with  comparable 
toxicity. 

A recent  prospective  randomized 
study  (565  patients)  showed  that 
57%  of  patients  treated  with  MOPP 
achieved  complete  remission  com- 
pared to  69%  of  those  given  CVPP 
(CCNU,  vinblastine,  procarbazine 
and  prednisone),12  a highly  signifi- 
cant difference  favoring  CVPP.  The 
use  of  the  nitrosourea  drug,  CCNU, 
was  identified  as  the  factor  pro- 
moting this  difference.  The  com- 
parison of  remission  duration 
for  complete  responders  demon- 
strated a significant  prolongation 
for  patients  receiving  CCNU  com- 
pared to  those  receiving  nitrogen 
mustard  during  induction,  regard- 
less of  the  vinca  alkaloid  or  the 
maintenance  program  employed 
after  induction.  An  additional  com- 
parison of  remission  duration  for 
those  complete  responders  ran- 
domized to  vinblastine  alone  during 
maintenance  again  demonstrated  a 
significant  advantage  of  CCNU 
over  nitrogen  mustard  in  the  induc- 
tion combination.  Duration  of  re- 
mission was  also  evaluated  tor 
those  patients  who  achieved  a com- 
plete remission  during  induction 
and  received  periodic  reinforce- 
ment with  the  induction  program, 
with  the  nitrosourea  group  again 
responding  more  favorably.  Cur- 
rently, 70.5%  of  the  complete  re- 
sponders inducted  with  CVPP  re- 
main in  remission  after  56  months 
compared  to  56.5%  in  remission  49 
months  after  induction  with  MOPP. 
Both  neurotoxicity  and  gastroin- 
testinal toxicity  were  less  with 
CVPP  while  hematopoietic  toxicity 
was  similar  between  the  two 
groups. 
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An  effective  combination  for  pa- 
tients with  advanced  Hodgkin’s 
disease  who  are  at  risk  of 
hematopoietic  toxicity  (over  60 
and/or  previous  radiation  therapy 
and  chemotherapy)  has  been  cyclo- 
phosphamide, vinblastine,  procar- 
bazine and  prednisone:  cyclophos- 
phamide at  a dosage  of  500  mg/M2 
and  vinblastine,  5 mg/M2  on  day  1 
and  8 of  each  28  day  cycle,  procar- 
bazine given  orally  at  a dosage  of 
100  mg/M2  day  1 through  14,  and 
prednisone,  60  mg/M2  day  1 through 
14.  Therapy  is  cycled  similarly  to 
MOPP  with  intravenous  medication 
being  given  day  1 and  8 of  each  28- 
day  cycle.  Prednisone  is  given  only 
with  every  first  and  third  cycle  as  in 
the  MOPP  program.  Patients  more 
than  70  years  old  are  given  vinblas- 
tine and  cyclophosphamide. 

Patients  with  advanced  disease 
who  show  evidence  of  progression 
after  chemotheraphy  may  respond 
to  their  initial  induction  program.  In 
addition,  patients  resistant  to  their 
previous  four-drug  programs  may 
be  treated  successfully  with  the 
following  drugs. 

1)  Bleomycin,  4 mg/M2  days  2 
and  5 

2)  Dacarbazine  (DTIC),  150 
mg/M2  days  I and  5 

3)  Vincristine,  1.5  mg/M2  day  1 
and  5 

4)  Prednisone.  50  mg/M2  days  1 
through  6 

5)  Adriamycin.  60  mg/M2  on  day 
1 

This  cycle  may  be  repeated  every 
three  weeks.  Patients  with  exten- 
sive liver  disease  or  prior  toxicity 
from  radiation  or  chemotherapy 
should  be  started  at  half  doses.  The 
combination  of  adriamycin,  bleo- 
mycin, velban  and  DTIC  is  equally 
effective. 

Although  maintenance  therapy  is 
controversial,  some  experimental 
evidence  suggests  that  late  inten- 
sification (pulse  doses  of  the  combi- 
nation induction  program)  may  be 
more  effective  than  low-dose,  con- 
tinuous maintenance  therapy.  A 
randomized  study  is  necessary  to 
determine  whether  no  maintenance, 
late  intensification  during  mainte- 
nance, or  low-dose,  continuous 
therapy  is  the  proper  approach  to 
the  patient  with  advanced  disease. 


The  increased  frequency  of  second 
malignancies  now  associated  with 
intensive  radiation  therapy  and 
chemotherapy  in  patients  with 
Hodgkin's  disease  makes  this  study 
mandatory. 

The  goal  of  therapy  for  early  dis- 
ease must  be  cure  and  for  advanced 
disease,  complete  remission.  Partial 
remissions  are  of  short  duration  and 
are  associated  with  significantly 
short  survival.  The  reassessment  of 
patients  who  have  completed  in- 
duction chemotherapy  is  essential. 
It  is  important  to  document  accu- 
rately that  all  areas  of  involvement 
at  the  time  of  initial  staging  have 
returned  to  normal.  It  is  now  obvi- 
ous that  several  chemotherapy  pro- 
grams are  available  with  a high  fre- 
quency of  complete  remission  and  a 
prolonged  remission  duration. 
These  studies  must  now  be  carefully 
evaluated  in  regard  to  patient  com- 
pliance, effect  on  gonadal  function 
and  the  frequency  of  second  malig- 
nancies. 

THE  NON-HODGKIN’S 
LYMPHOMAS 

In  contrast  to  the  excellent  con- 
trol of  Hodgkin’s  disease,  patients 
with  non-Hodgkin’s  lymphomas 
have  shown  little  improvement  in 
overall  survival  since  1965.  How- 
ever. it  has  now  been  conclusively 
shown  that  individuals  with  the 
nodular  varieties  of  non-Hodgkin’s 
lymphomas  have  a median  survival 
in  the  range  of  7 to  8 years,  regard- 
less of  the  therapeutic  program 
while  diffuse  types  have  a survival 
of  1 to  2 years.  The  Rappaport  clas- 
sification12 is  the  most  widely  used 
pathological  method  of  identifying 
these  tumors.  Table  II  compares  the 
prognoses  of  the  histological  types 
of  non-Hodgkin’s  lymphomas  clas- 
sified by  this  schema.  The  nodular 
varieties  are  grouped  in  the  favora- 
ble prognostic  group  and  the  diffuse 


1)  Nodular  well-differentiated  lymphocytic 

2)  Nodular  mixed  histiocytic  and  lymphocytic 

3)  Nodular  poorly  differentiated  lymphocytic 

4)  Nodular  histiocytic 


varieties  in  the  unfavorable  cate- 
gory. 

The  relevance  of  cellular  im- 
munological markers  in  the  non- 
Hodgkin’s  lymphomas  is  being 
explored.  A recent  study14  has 
compared  the  Rappaport  classifica- 
tion with  the  presence  of  B,  T,  or 
null  cell  surface  markers.  Ninety- 
seven  percent  of  the  nodular  lym- 
phomas were  of  the  B cell  type.  The 
diffuse  varieties  were  composed 
predominantly  of  the  B cell  group 
although  many  null  and  T cell  types 
were  also  noted.  The  diffuse  lym- 
phomas with  B cell  markers  sur- 
vived significantly  longer  than  those 
with  null  cells.  However,  it  is  dif- 
ficult to  show  a significant  differ- 
ence within  the  diffuse  lymphomas 
between  those  with  B or  T cell 
markers.  It  was  concluded  that  sur- 
vival was  best  predicted  when  both 
the  histological  type  and  surface 
marker  data  were  combined. 

The  role  of  staging  laparotomy  is 
less  well-defined  in  the  non- 
Hodgkin’s  lymphomas.  The  major- 
ity of  patients  with  nodular  lym- 
phomas have  disseminated  disease 
at  diagnosis  but  tend  to  follow  a 
more  indolent  course  than  those 
with  diffuse  lymphomas  who  may 
appear  to  have  localized  disease. 
Radiation  therapy  does  not  have  as 
definitive  role  in  this  diverse  group 
of  diseases  as  in  Hodgkin’s  disease. 
Thus,  a staging  laparotomy  should 
be  performed  selectively  and,  in 
rare  instances,  when  other  proce- 
dures have  failed  to  provide  ade- 
quate information. 

Radiation  therapy  is  effective  for 
the  management  of  localized  dis- 
ease such  as  large  retroperitoneal 
masses.  However,  the  addition  of 
radiation  to  chemotherapy  does  not 
appear  to  improve  the  remission 
rate  or  patient  survival.  Rigorous 
staging  will  place  most  patients  with 
nodular  lymphoma  in  the  advanced 
categories  of  disease  (Stage  III  or 


1)  Diffuse  well-undifferentiated  lymphocytic 

2)  Diffuse  mixed  histiocytic  and  lymphocytic 

3)  Diffuse  poorly  differentiated  lymphocytic 

4)  Diffuse  histiocytic 

5)  Undifferentiated  lymphoma 


TABLE  11:  RAPPAPORT  CLASSIFICATION  OF  THE  NON-HODGKIN’S 
LYMPHOMAS  GROUPED  ACCORDING  TO  PROGNOSIS 

Favorable  Category  Unfavorable  Category 
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IV).  One  group,r’  found  that  81%  of 
patients  with  positive  lymphangio- 
grams  had  nodal  or  organ  involve- 
ment outside  conventional  radiation 
therapy  fields.  This  tendency  for 
dissemination  to  mesenteric  lymph 
nodes  or  hone  marrow  explains  the 
high  relapse  rate  in  patients  treated 
with  total  nodal  radiation  therapy. 
Consequently,  chemotherapy  is  the 
primary  modality  for  the  non- 
Hodgkin’s  lymphomas. 

Although  there  is  a high  fre- 
quency of  complete  remission  and  a 
relatively  prolonged  survival  within 
the  good  histology  (nodular)  non- 
Hodgkin’s  lymphomas,  these  dis- 
eases relapse  at  a rate  of  10%-I5% 
annually.  The  treatment  for  this 
group  of  diseases  is  controversial 
since  several  studies  have  sug- 
gested that  single  agent  chemother- 
apy may  he  as  effective  as  more  in- 
tensive programs  in  the  manage- 
ment of  nodular  lymphomas  with 
favorable  histologies.16  Nodular, 
well-differentiated  lymphocytic , 
non-Hodgkin’s  lymphoma  can  be 
treated  as  effectively  with  a single 
alkylating  agent  as  with  combina- 
tion therapy.17  However,  other 
histological  groups  in  this  more 
favorable  category,  such  as  nodular 
lymphocytic  poorly  differentiated, 
nodular  mixed  histiocytic  lym- 
phocytic and  nodular  histiocytic, 
show  a wide  spectrum  of  clinical  re- 
sponse. The  combination  of  cyclo- 
phosphamide, vincristine  and  pred- 
nisone (COP)  is  superior  to  single 
agent  chemotherapy  in  the  man- 
agement of  this  group.1819  One 
study2"  has  shown  that  maintenance 
therapy  is  effective  in  prolonging 
the  duration  of  remission  and  survi- 
val in  patients  with  non-Hodgkin’s 
lymphomas  and  has  demonstrated 
that  duration  of  remission  was  sig- 
nificantly longer  with  cyclophos- 
phamide maintenance  than  with 
methotrexate;  response  to  the  latter 
did  not  differ  with  that  to  placebo. 
In  addition,  the  combination  of 
daily,  oral  cyclophosphamide  with 
periodic  monthly  reinforcement 
with  vincristine  and  prednisone  led 
to  a longer  remission  and  survival 
when  compared  to  oral  mainte- 
nance cyclophosphamide.  These 
findings  were  applicable  primarily 
to  the  favorable  histology  group  of 


the  non-Hodgkin’s  lymphomas.  For 
the  unfavorable  histology  group,  no 
significant  difference  was  noted  in 
the  maintenance  program. 

Results  in  the  treatment  of  pa- 
tients who  have  poor  histology 
(diffuse  mixed  lymphocytic  and 
histiocytic,  diffuse  poorly  differ- 
entiated lymphocytic,  diffuse  his- 
tiocytic lymphomas,  undiffer- 
entiated lymphocytic  lymphoma) 
have  not  been  encouraging.  Cyclo- 
phosphamide or  vincristine  pro- 
duced transient  responses  of  short 
duration  in  approximately  10%  of 
patients.1  The  median  survival  for 
patients  with  Stage  111  and  IV  his- 
tiocytic lymphomas  has  been  6 to  9 
months  with  most  patients  dying 
within  one  year  of  diagnosis.21 

Numerous  clinical  trials  have 
shown  the  superiority  of  combina- 
tion therapy  for  the  treatment  of  the 
poor  histology  group  of  non- 
Hodgkin's  lymphomas.  MOPP  and 
C-MOPP  (cyclophosphamide,  vin- 
cristine, procarbazine  and  pred- 
nisone) produce  remissions  in 
41%-48%  of  patients.  CHOP  (cy- 
clophosphamide, adriamycin,  vin- 
cristine and  prednisone)22  has  in- 
duced remission  rates  varying  from 
50%  to  80%.  The  histological  type 
with  the  least  favorable  prognosis  in 
this  group  is  the  diffuse  histiocytic 
type.  However,  an  improved  re- 
sponse frequency  and  potential  for 
prolonged  survival  has  been  found 
in  a subset  of  this  group  of  patients 
with  Stage  111  and  IV  disease.  De- 
Vita  et  al23  achieved  a 41%  com- 
plete response  frequency  with 
either  MOPP  or  C-MOPP  with 
disease-free  remission  of  41  + 
months.  A more  toxic  treatment 
(BACOP29  — bleomycin,  adriamy- 
cin, cytoxan,  oncovin  and  pred- 
nisone) achieved  a 48%  complete 
remission  frequency  in  12  of  25  pa- 
tients with  diffuse  histiocytic  lym- 
phoma. This  regimen  consists  of  a 
myelosuppressive  phase  in  which 
cyclophosphamide,  adriamycin  and 
vincristine  are  employed  followed 
by  bleomycin  and  prednisone.  In 
this  study,  the  initial  dose  of 
bleomycin  was  reduced  because  of 
pulmonary  toxicity.  In  contrast  to 
the  National  Cancer  Institute  study 
with  MOPP  or  C-MOPP,23  con- 
tinued relapse  was  seen  from  2 to  32 


months  after  complete  remission 
with  CHOP.22  Thus,  no  trend  to- 
ward long-term  survival  was  iden- 
tified in  this  pathological  group. 

Central  nervous  system  disease 
occurs  in  approximately  25%  of  pa- 
tients with  non-Hodgkin’s  lym- 
phomas with  less  favorable  his- 
tologies.2526 Skarin  et  al26  treated 
20  patients  with  advanced  less 
favorable  histology  non-Hodgkin’s 
lymphomas  (16  previously  treated) 
with  high-dose  methotrexate  fol- 
lowed by  folinic  acid  rescue.  An 
objective  response  was  seen  in  12 
patients  with  complete  response  in 
20%.  Five  of  six  patients  with  cen- 
tral nervous  system  disease  re- 
sponded to  this  therapy  with  three 
of  the  five  patients  completely 
cleared.  Previous  pharmacological 
studies27  have  shown  therapeutic 
central  nervous  system  levels  of 
methotrexate  following  systemic 
administration  of  high-dose 
methotrexate.  Half-life  in  the  cen- 
tral nervous  system  compartment  is 
12  to  18  hours  compared  with  a 
serum  half-life  of  4 to  6 hours  after 
either  systemic  or  intrathecal 
methotrexate  administration. 

A thorough  reassessment  of  the 
patient’s  disease  should  be  per- 
formed following  completion  of  the 
induction  program  and  the  clinical 
attainment  of  a complete  remission. 
Patients  should  be  carefully 
evaluated  to  insure  that  areas  which 
were  involved  with  lymphoma  at 
the  time  of  initial  treatment  have 
returned  to  normal.  Patients  with 
complete  remission  after  careful 
reassessment  of  their  disease  have 
not  been  shown  to  benefit  from 
maintenance  chemotherapy.  Low- 
dose  chemotherapy  appears  of  little 
benefit  during  maintenance  in  this 
group  of  unfavorable  histologies. 
However,  intensification  of  therapy 
during  the  observation  period  re- 
mains to  be  evaluated. 
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But  by  the  contrary,  if  a man  smoke  himself  to  death  with  it  (and  many  have  done)  O then  some  other 
disease  must  beare  the  blame  for  that  fault.  So  do  olde  harlots  thanke  their  harlotrie  for  their  many 
yeeres,  that  custome  being  healthful  (say  they)  ad  purgandos  Renes,  but  never  have  minde  how  many 
die  of  the  Pockets  in  the  flower  of  their  youth.  And  so  doe  olde  drunkards  thinke  they  prolong  their 
dayes,  by  their  swine-like  diet,  but  never  remember  howe  many  die  drowned  in  drinke  before  they  be 
halfe  olde.  — A Counter-Blaste  to  Tobacco,  King  James  I,  1604. 
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Clinical  Experience  with  Copeland  Iris  Plane 
Intraocular  Lens  Implantation 

Martin  J.  Kreshon,  M.D.,  and  John  A.  Young,  M.I). 


ABSTRACT  A series  of  44  con- 
secutive cases  of  intracapsular 
cataract  extraction  with  insertion  of 
the  Copeland  Iris  Plane  Intraocular 
I>ens  implant  is  presented.  Surgical 
technique  and  preoperative  and 
postoperative  management  are  de- 
scribed. Short-term  results  to  date 
with  this  group  of  elderly  patients 
have  been  gratifying. 

TNTRAOCULAR  lens  implanta- 
1 tion  after  cataract  surgery  is  a 
clinically  acceptable  procedure  for 
the  elderly  patient.  The  Food  and 
Drug  Administration  has  recently 
labeled  these  lenses  as  investigative 
and  has  instituted  a research  pro- 
tocol governing  the  implantation  of 
every  lens  in  this  country.  All  pa- 
tients in  this  study  were  aware  of 
this  fact  and  signed  an  informed 
consent  prior  to  implantation.  Al- 
though there  have  been  many  mod- 
ifications of  intraocular  lenses  since 
Ridley’s1  first  description  in  the 
1940s.  the  choice  for  the  ophthalmic 
surgeon  at  the  present  time  has  been 
narrowed  down  to  five  basic  types: 

I.  Anterior  chamber  angle  fixa- 
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tion  lens,  such  as  the  Choyce- 
Tennant  lens. 

2.  The  iris  fixation  lens,  wherein 
the  haptic  portions  of  the  lens  are 
chiefly  supported  by  the  iris  with 
some  contribution  by  the  anterior 
hyalid  membrane  or  by  the  pos- 
terior capsule  in  cases  of  extra- 
capsular  extraction.  These  lenses 
include  the  Binkhorst,  the  Epstein, 
the  Copeland  and  the  Fyodorov. 

3.  Iridocapsular  fixation  lenses 
such  as  the  Binkhorst  and  Fyo- 
dorov. These  demand  an  extracap- 
sular  cataract  extraction. 

4.  Capsular  fixation  lenses,  which 
depend  on  the  posterior  lens  cap- 
sule for  support.  These  include  the 
Fyodorov  and  Kelman  hockey- 
stick  lens. 

5.  The  posterior  chamber  lens. 
This  is  a relatively  new  concept, 
utilizing  the  Shering  lens. 

After  evaluating  most  of  the 
lenses  available  over  the  past  five 
years,  we  decided  to  implant  only 
one  type  of  lens,  the  Copeland,2-5 
which  offers  the  following  advan- 
tages. 

1.  There  is  no  contact  with  the 
anterior  chamber  angle,  thus  de- 
creasing the  incidence  of  iridocy- 
clitis, corneal  edema,  and  possible 
hemorrhage. 

2.  The  lens  is  positioned  much 
further  away  from  the  corneal  en- 


dothelium than  other  lenses,: 
thereby  lessening  the  chance  of 
corneal  touch.  In  cases  of  shallow 
anterior  chamber,  only  the  iris 
contacts  the  cornea. 

3.  Centering  by  the  iris  sphincter 
muscle  stabilizes  the  position  of  the 
implant. 

4.  The  implant  is  less  dependent 
on  the  configuration  of  the  anterior 
chamber  angle  or  the  depth  of  the i 
anterior  chamber. 

5.  The  lens  requires  no  suture  or 
other  type  of  fixation  which  might 
fail  at  some  future  time. 

6.  The  lens  is  gas  sterilized  and  is 
of  excellent  optical  quality.  It  is 
available  in  a number  of  powers,, 
from  +8.00  to  30  diopters. 

The  Copeland  implant  is  shaped 
like  a propeller  with  the  four  blades 
or  haptics  in  the  same  plane  as  the 
round  central  optical  portion.  It  re- 
quires neither  suturing  nor  a switch 
to  the  extracapsular  technique.  It  is 
wedged  into  the  pupillary  space  in 
the  same  plane  as  the  iris,  with  the 
two  vertical  blades  behind  the  iris 
and  the  two  horizontal  blades  an- 
terior to  the  iris.  The  lens  is  all 
polymethylmethacrylate,  in  the 
shape  of  a symmetric  cross.  The 
optical  portion  is  approximately 
0.38  mm  thick  and  the  supports  are 
approximately  0.01  mm  thick.  The 
optical  portion  is  4 mm  with  an 
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verall  diameter  of  9 mm.  The  lens 
^ available  in  powers  of  11.00 
iopters  tc  25.00  diopters  in  Vi 
jiopter  steps.  Special  order  powers, 
.00  to  30.00 diopters,  are  available. 
In  selecting  patients  for  in- 
jraocular  implant  it  was  felt  that  the 
jasic  consideration  would  be  the 
resence  of  a very  healthy  anterior 
egment.  This  would  include  a nor- 
lal  corneal  endothelium;  normal 
nterior  chamber  depth;  no  iris  at- 
ophy;  normal  sphincter  and  dilator 
ction.  and  a normal  intraocular 
ension.  In  addition,  the  following 
Iriteria  were  used: 

1.  Lens  implantation  was  re- 
tricted  to  patients  70  years  of  age  or 
Ider. 

2.  A pseudophakos  would  not  be 
'laced  in  the  second  eye  of  a patient 
ntil  a successful  interval  of  two 
ears  had  elapsed  since  lens  im- 
'lantation  in  the  first  eye. 

3.  Exceptions  would  consist  of 
liose  patients,  in  any  age  group, 
hysically  or  mentally  handicapped 
hemiplegics,  arthritic  tremors, 
lacula degeneration,  etc.)  who  had 
a have  cataract  surgery  and  for 
ome  reason  could  not  handle  con- 
ict  lenses  or  aphakic  spectacles. 

4.  No  patient  with  diabetes  or 
laucoma  would  be  considered. 

5.  One-eyed  patients  would  not 
eceive  the  implant. 

TECHNIQUE 

Although  the  technique  varied 
ome  in  our  institution,  depending 
in  the  surgeon  involved,  a standard 
ntracapsular  cataract  extraction, 
ith  two  small  iridectomies  or 
idotomies,  placed  at  about  30  de- 
;rees  apart,  was  the  rule.  Inter- 
upted  absorbable  sutures  were 
lsed,  and  in  addition  two  10-0 
Ethilon  sutures,  one  at  one  o'clock 
ind  one  at  eleven  o'clock,  were 
placed  by  one  of  the  authors.  Very 
ittle  variation  from  standard  in- 
racapsular  technique  occurred. 
Digital  massage  was  used  for  at  least 
ive  minutes  on  every  case  and  if 
luring  the  procedure  the  iris  ap- 
peared to  be  bulging  after  lens  de- 
ivery,  or  if  there  was  vitreous  in  the 
interior  chamber,  the  lens  was  not 
mplanted.  It  was  felt  by  all  of  us 
hat  intravenous  Mannitol  is  essen 


tial  to  produce  a soft  enough  eye  to 
prevent  abortion. 

Preoperative  pupillary  dilatation 
was  not  utilized.  Miochol  or  Miostat 
was  placed  in  the  anterior  chamber 
following  delivery  of  the  cataract  in 
all  instances  and  if  the  pupil  did  not 
constrict  adequately  the  lens  was 
not  implanted.  The  lens  was  in- 
serted after  thorough  rinsing  with 
balanced  salt  solution.  The  six 
o'clock  haptic  was  inserted  beneath 
the  iris  first.  No  guide  was  used. 
The  horizontal  haptics  were  placed 
in  front  of  the  iris  at  the  three 
o'clock  and  nine  o’clock  position 
and  then  the  iris  was  grasped  at  the 
twelve  o'clock  position  with  either  a 
thin  non-tooth  forceps  or  a small  iris 
hook  and  lifted  over  the  twelve 
o’clock  blade.  No  steroids  were  in- 
jected subconjunctivally,  but  this 
may  be  considered  in  the  future  if 
posterior  pupillar  membranes  be- 
come a problem.  So  far  this  has  not 
been  a clinical  complication. 

Postoperatively , the  eye  is 
checked  one  hour  after  the  proce- 
dure to  insure  that  the  pupil  is 
square  and  that  the  implant  is  cen- 
tered. The  patient  is  usually  not 
placed  on  mioticsT  but  occasionally 
one  percent  Pilocarpine  was  used  to 
keep  the  pupil  down  the  first  two 
days  and  then  discontinued.  Topical 
antibiotic-steroids  to  decrease  iritis 
were  continued  for  approximately 
two  months. 


Calculation  of  lens  power  was 
based  primarily  on  the  preoperative 
K-reading  and  the  refractive  history 
when  it  was  available.  The  consid- 
eration as  to  whether  to  make  the 
eye  hyperopic  or  myopic  was  based 
on  the  refractive  power  of  the  other 
eye  and  the  vocational  or  avoca- 
tional  needs  of  the  patient.  An  ul- 
trasonic A-scan  was  not  available 
until  late  in  the  series  and  therefore 
it  was  not  used.  There  were  no 
“nine  diopter’’  surprises  in  this 
group,  but  when  more  facility  can 
be  gained  in  the  use  of  the  A-scan  it 
will  be  used  on  every  case  so  that 
this  type  of  surprise  can  be  avoided. 

CLINICAL  RESULTS 

This  report  encompasses  the 
clinical  histories  of  44  patients  re- 
ceiving an  implant  whose  ages 
ranged  from  62  to  90,  with  an  aver- 
age age  of  77  (Fig.  1).  The  lowest 
power  placed  in  the  pupillary  space 
was  19.00  and  the  highest  power 
was  21.50.  Forty-two  patients  had 
planned  intracapsular  cataract  ex- 
traction and  two  patients  had 
planned  extracapsular  cataract  ex- 
tractions early  in  the  series. 
Follow-up  ranged  from  two  months 
to  two  years.  Seventy-two  percent 
of  our  patients  obtained  corrected 
vision  of  20/40  or  better.  Those  who 
did  not  expressed  satisfaction  with 
the  improvement  they  did  obtain. 

Complications  were  minimal. 
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Out  patients  experienced  no 
cornea!  edema  or  cornea  touch,  no 
wound  complications,  no  infections 
or  endophthalmitis,  no  anterior 
chamber  hemorrhage  and  no  retinal 
detachment.7  There  was  one  case  of 
glaucoma  and  one  patient  experi- 
enced dislocation  of  the  lens.  A 65- 
year-old  patient  bumped  his  eye 
while  placing  drops  in  it.  The  lens 
was  repositioned  immediately, 
without  any  loss  of  vitreous  or  dis- 
turbance. Vision  remains  20/20. 
Two  patients  had  cystoid  macula 
edema.  One  now  has  20/40  vision 
with  chronic  edema  of  the  macula; 
the  other  has  20/70  vision.  It  is  in- 
teresting that  the  complications  de- 
scribed in  the  literature,8  such  as 


pupillary  space  membranes,  have 
not  been  noted.  It  is  our  feeling  that 
patient  selection,  the  absence  of 
surgical  complications  on  the  table 
and  minimal  use  of  postoperative 
miotics  are  factors  in  decreasing 
this  complication  in  our  series. 

The  implantation  of  the  Copeland 
lens,  a relatively  simple  procedure, 
is  certainly  easier  than  using  in- 
traocular lens  that  require  either  the 
remnants  of  the  lens  cortex  or  cap- 
sule for  implant  fixation,9  or  the 
tying  of  10-0  Perlon  sutures  inside 
the  anterior  chamber  or  through  the 
cornea. 

The  usual  problems  associated 
with  adjustment  to  aphakia  in  this 
older  age  group  are  eliminated,  to 


the  relief  of  the  patient  and  the  sui 
geon.  The  level  of  patient  satisfac 
tion  is  extremely  high. 
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. . . such  is  the  miraculous  omnipotencie  of  our  strong  tasted  Tobacco,  as  it  cures  all  sorts  of  diseases 
(which  never  any  drugge  could  do  before)  in  all  persons,  and  at  all  times.  It  cures  all  manner  of 
distellations,  either  in  the  head  or  stomacke  (if  you  belieeve  their  Axiomes)  although  in  very  deede  it  doe 
both  corrupt  the  braine,  and  by  causing  over  quicke  digestion,  fill  the  stomacke  full  of  crudities.  It  cures 
the  Gowt  in  the  feet,  and  (which  is  miraculous)  in  that  very  instant  when  the  smoke  thereof,  as  light  flies 
up  into  the  head,  the  vertue  thereof,  as  heavie,  runs  downe  to  the  little  toe.  It  helpes  all  sorts  of  Agues.  It 
makes  a man  sober  that  was  drunke.  It  refreshes  a weary  man,  and  yet  makes  a man  hungry.  Being  taken 
when  they  goe  to  bed,  it  makes  one  sleepe  soundly,  and  yet  being  taken  when  a man  is  sleepie  and 
drowsie,  it  will,  as  they  say,  awake  his  braine,  and  quicken  his  understanding.  As  for  curing  of  the 
Pockes,  it  serves  for  that  use  but  among  the  pockie  Indian  slaves.  Here  in  England  it  is  refined,  and  will 
not  deigne  to  cure  heere  any  other  then  cleanly  and  gentlemanly  diseases.  Omnipotent  power  of 
Tobacco!  And  if  it  could  by  the  smoke  thereof  chace  out  devils,  as  the  smoke  ot'Tobias  fish  did  (which  I 
am  sure  could  smel  no  stronglier)  it  would  serve  for  a precious  Relicke,  both  for  the  superstitious  Priests, 
and  the  insolent  Puritanes,  to  cast  out  devils  withall.  — A Counter-Blaste  to  Tobacco,  King  James  I, 
1604. 
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Editorial 


MEETING  OF  THE  EXECUTIVE  COUNCIL 
AT  MID  PINES 
OCTOBER  1,  1978 

Executive  councils  of  medical  societies  can  be  ac- 
used  of  being  all  things  to  all  men;  unfortunately,  our 
mes  demand  it.  At  the  October  1,  1978,  meeting  of 
le  council  held  as  usual  at  the  Mid  Pines  Club  at 
outhern  Pines,  it  was  the  task  of  President  D.  E. 
/ard.  Jr.,  to  reconcile  opposites  and  to  mix  incom- 
atibles  while  maintaining  order  and  facilitating  effec- 
ve  discussion.  That  the  council  could  leave  before 
ark  testifies  that  he  succeeded,  leaving  few  details 
nattached. 

After  standing  in  silent  and  meditative  respect  to 
>r.  Archie  T.  Johnson,  Jr.,  the  council  resumed  its 
^ats  to  attend  to  Mrs.  Robert  Means,  president  of  our 
uxiliary,  whose  direct  and  informative  report  has 
Iready  appeared  in  these  pages.  The  ladies  in  the  past 
ear  have  set  an  example  for  good  works  that  their 
pjsbands  should  envy  and  seek  to  emulate.  Dr.  Jesse 
aldwell,  Jr.,  then  spoke  for  the  Council  on  Review 
nd  Development  offering  several  resolutions  accept- 
ble  to  the  council  for  presentation  to  the  House  of 
ielegates:  to  abolish  the  Hospital  and  Professional 
elations  Committee,  to  combine  the  Committee  on 
>rug  Abuse  and  Pharmacy,  to  make  the  Committee  on 
'ommunications  freestanding  and  its  chairman  an  ex 
fficio  member  of  the  council,  to  transfer  the  evalua- 
on  of  insurance  programs  from  the  Professional  In- 
urance  to  the  Retirement  Savings  Plan  Committee,  to 
ermit  the  president  of  the  society  to  appoint  a Com- 
littee  on  Religion  and  Ethics  and  to  allow  him  to 
ppoint  as  many  members  as  he  deems  necessary  to 
ach  committee,  an  important  action  in  this  era  of 
Imost  unlimited  medical  awareness.  While  seemingly 
ivial,  each  of  these  resolves  simplifies  the  function- 
lg  of  the  society  and  ultimately  will  increase  our 
ffectiveness. 

Dr.  Tilghman  Herring  then  approached  the  podium 
nd  deliberately  and  in  well-measured  conversational 
ead  discussed  our  fiscal  position.  Unexpected 
urpluses  resulting  from  sound  economic  practices 
idicate  that  such  care  in  the  art  of  financial  husbandry 
as  been  exercised  to  set  an  example  for  other  organi- 
ations,  even  including  governments.  Although  the 
udget  for  1979  has  increased,  it  is  still  comfortable 
ven  allowing  for  expanded  efforts  in  communica- 
ons:  to  legislators,  to  the  general  public  and  to  each 
ther.  An  ad  hoc  committee  under  the  aegis  of  past 
resident  Harvey  Estes  is  actively  seeking  the  right 


people  to  improve  our  communication  with  the  public 
and  the  legislature.  Later  in  the  day.  Dr.  Herring  was 
selected  to  fill  the  second  vice-presidency,  vacated 
when  Dr.  Albert  Stewart  became  first  vice-president 
in  succession  to  Dr.  Johnson;  his  acceptance  speech 
was  as  sparing  of  words  as  his  budget  was  parsimoni- 
ous. Dr.  David  Welton,  speaking  next  for  our  AMA 
delegates,  pointed  out  that  the  term  of  Dr.  John  Glas- 
son,  currently  vice-chairman  of  the  AMA  Council  on 
Medical  Services,  expires  next  June  and  urged  the 
Executive  Council’s  endorsement  of  his  campaign  for 
re-election  which  was  offered  promptly  and  with  en- 
thusiasm. Before  receiving  the  commissioners  for 
their  reports,  the  council  reaffirmed  its  earlier  support 
of  our  colleagues  in  ophthalmology  and  the  efforts  to 
effect  repeal  of  a 1977  Optometric  Drug  Use  Law. 

Annual  Convention  Commission.  Dr.  Josephine  E. 
Newell,  commissioner.  Seven  resolutions  relating  to 
medical  education  were  offered  and  five  accepted. 
These  reaffirm  our  commitment  to  continuing  educa- 
tion, permit  more  uniformity  of  categorization  of  pro- 
grams and  fulfillment,  relate  to  three-year  approval  of 
requirements  for  postgraduate  medical  education  by 
board  certification  or  recertification,  make  provision 
for  more  representative  balance  on  Dr.  John  Bridgers’ 
very  active  committee  and  approve  a pilot  study  in 
post-graduate  medical  education  to  be  carried  out  by 
his  committee  in  collaboration  with  the  Journal. 

Advisory  and  Study  Commission.  Dr.  T.  Reginald 
Harris,  commissioner.  Earlier  the  council  had  heard 
from  Mrs.  Means  of  the  auxiliary  whose  society  ad- 
visory committee  functions  with  this  commission.  Its 
other  committees,  seven  in  number,  had  been  busy 
but  action  was  required  only  in  a resolution  which 
offered  support  to  the  State  Highway  Department  in 
its  efforts  to  make  the  laws  about  drunken  drivers 
more  effective.  This  resolution  well  illustrates  the 
necessity  to  attend  carefully  to  the  minutiae  of  man- 
agement, the  essential  if  seemingly  uninteresting  tasks 
so  essential  for  proper  functioning  of  organizations 
devoted  to  the  general  welfare. 

Administrative  Commission.  Dr.  T.  Tilghman  Her- 
ring, commissioner.  The  multi-hatted  Dr.  Herring  re- 
turned briefly  to  comment  about  the  four  committees 
under  his  supervision.  The  council  decided  at  his  urg- 
ing that  it  was  reasonable  and  financially  sound  to  buy 
a car  for  use  by  the  society  staff. 

Public  Service  Commission.  Dr.  Philip  G.  Nelson, 
commissioner.  The  arms  of  this  commission  reach  into 
medical  aspects  of  social  and  political  processes  be- 
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yond  number.  For  example,  screening  for  neonatal 
hypothyroidism  was  blessed  because  it  is  humane  as 
well  as  cost  efficient.  Eight  of  our  86,000  annual  new- 
borns will  be  hypothyroid;  if  replacement  therapy  is 
started  promptly,  the  cost  of  cretinism  is  avoided  and 
opportunity  for  a normal  life  increased  immeasurably. 
Premarital  rubella  screening  was  decried  because  of 
cost  and  inappropriateness  for  menopausal  women  or 
those  who  have  undergone  hysterectomy.  Retention 
of  premarital  testing  for  syphilis  was  urged  after  con- 
siderable valuable  discussion.  The  commission  also 
directed  its  attention  to  problems  about  immunization 
which  have  been  commented  on  in  the  publications  of 
the  Department  of  Human  Resources  and  which  will 
receive  increasing  emphasis  in  the  marketplace. 

Public  Relations  Commission.  Dr.  Marshall  S.  Red- 
ding, commissioner.  This  body  finds  its  committees  in 
the  public  arena  most  of  the  time,  too,  not  of  their  own 
choosing  but  because  medicine  has  really  always  been 
public,  since  the  first  devil  was  exorcised  and  the  first 
incantation  spoken.  At  this  session,  besides  being 
very  concerned  about  optometrists,  it  favored  tighter 
regulation  of  the  licensing  of  midwives  and  viewed 
with  legitimate  alarm  the  chaotic  state  of  the  state 
perinatal  and  crippled  children’s  programs,  brought 
low  by  confusing  financial  policies  and  unrealistic  cost 
projections.  Disapproval  of  blanket  generic  substitu- 
tion for  prescribed  trademark  medications  was  re- 
quested of  the  council  because  safeguards  provided 
physicians  or  patients  would  be  insufficient  if  this 
were  permitted.  The  council  concurred  and  pointed 
out  that  pharmacists  and  physicians  can  make  appro- 
priate individual  arrangements  when  indicated  and 
that  doctors  are  free  to  use  generic  names  when  pre- 
scribing. The  use  of  the  Heart-Aid  defibrillator  was 
deplored  because  not  enough  data  were  available  to 
permit  constructive  conclusions  about  its  effective- 
ness. The  non-medical  use  of  the  bee  sting 
anaphylaxis  kit  was  specifically  disapproved  because 
of  the  dangers  inherent  in  the  use  of  epinephrine  and  of 
the  lack  of  statistically  valid  data  attesting  to  its  value. 

Professional  Service  Commission.  Dr.  M.  Frank 
Sohmer,  Jr.,  commissioner.  This  commission,  com- 
prised of  seven  committees,  is  engaged  almost  con- 


stantly on  a number  of  frontiers  — insurance,  feder 
and  state  government,  industry  and  health  plannin 
Because  of  pressure  generated  at  these  points  ar 
because  of  public  interest,  it  is  in  a particularly  critic 
position.  For  example,  health  planning  is  now  afavo 
ite  topic,  almost  a new  growth  industry  as  studit 
multiply  and  interpretations  abound.  That  HSAs  no  : 
are  instructed  to  prepare  five-year  plans  is  enough  I 
set  anyone  on  edge.  Whether  having  our  own  fulltirr 
health  planner  would  help  any  was  discussed  but  r 
definitive  action  taken  perhaps  because  who  can  pla | 
whose  health  for  how  long  and  at  what  costs.  Annu  ; 
implementation  plans  on  top  of  five-year  plans  ma 
become  a way  of  life  for  some  so  that  the  society 
faced  with  the  problem  of  how  to  monitor  thed 
quasi-medical  bodies. 

Medicare  and  Medicaid  payments  again  require 
scrutiny  and  recommendations  about  certain  prof 
lems  will  be  presented  to  the  House  of  Delegates.  Bi 
Mr.  Califano's  push  for  a second  surgical  opinion  is] 
problem  which  can't  be  handled  so  easily.  There  wd 
much  talk,  some  light  and  even  some  heat  generated 
about  this  before  the  council  opted  to  take  the  positio 
of  the  AM  A House  of  Delegates  as  recently  presentee 

“Recognizing  that  the  advisability  of  surgery  cj 
other  specific  therapy  can  be  a matter  of  opinion,  tf 
House  of  Delegates  of  the  American  Medical  Assoc 
ation  ( 1 ) reaffirms  the  right  of  a patient  or  physician  t 
seek  consultation  freely  with  any  consultant  of  his/he 
choice,  (2)  opposes  the  concept  of  mandatory  consu. 
tation  when  required  by  a third  party  payor,  (3)  suj 
ports  the  concept  that  when  consultation  is  require« 
by  a thirty  party  payor,  the  consultation  should  be  ; 
no  cost  to  the  patient,  (4)  opposes  the  concept  (j 
closed  panels  of  consultants,  (5)  supports  the  concef 
that  if  consultation  is  required  by  a third  party  payo 
the  patient  should  be  allowed  to  choose  a physician  c 


his/her  choice.” 

The  council  by  a narrow  margin  voted  to  recon 
mend  that  members  of  the  society  not  place  the. 
names  on  any  closed  or  open  panel  listing  of  phySj 
cians  who  would  offer  second  surgical  opinions.  ( Se 
page  717  for  an  analysis  of  the  problems  presented  b. 
plans  which  ask  second  surgical  opinions.)  J.H.F. 
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SURGICAL  SECOND  OPINIONS 

'o  the  Editor: 

To  implement  what  is  called  an  “experimental  cost 
ontainment  method,”  Southern  Bell  and  Blue  Cross, 
Slue  Shield  have  agreed  on  a policy  under  which  Blue 
'ross,  Blue  Shield  will  pay  benefits  for  a “second 
pinion"  consultation  for  Southern  Bell  employees 
efore  elective  surgery.  Use  of  the  benefit  is  entirely 
oluntary  and  the  patient  must  initiate  the  request  for 

second  opinion.  To  that  extent,  the  arrangement  is 
le  same  as  the  referral  system  we  have  today.  How- 
ver,  the  plan  calls  for  a list  of  three  specialists  in  each 
leld  of  surgery,  one  of  whom  will  be  chosen  by  the 
atient  as  the  consulting  surgeon. 

We  believe  that  that  plan  will  be  disruptive  of  our 
resent  referral  system.  Further,  we  fear  that  that  plan 
lay  lead  to  mandatory  “second  opinion”  surgery. 
Ve  know  of  no  study  that  has  shown  that  “second 
pinion”  surgery  leads  to  a decrease  in  the  cost  of 
ledical  care.  While  we  recognize  that  unnecessary 
urgery  is  done  in  some  instances,  we  believe  that  the 
’SRO  audit  system,  which  is  already  in  effect,  is  much 
lore  likely  to  reduce  the  incidence  of  unnecessary 
urgery  than  a “second  opinion”  option. 

For  those  reasons,  we  have  strong  reservations 
bout  the  Southern  Bell-Blue  Cross,  Blue  Shield  plan. 
Ve  would  like  first  to  address  the  value  of  a consulting 
»r  referral  list,  and  then  to  express  our  concern  about 
le  effects  the  “second  opinion”  option  will  have  on 
ledical  practice  if  the  step  taken  by  Southern  Bell- 
due  Cross,  Blue  Shield  becomes  a trend.  That  con- 
ern  is  not  ours  alone;  it  is  expressed  at  every  meeting 
f local,  regional  and  national  medical  societies. 

The  mechanism  for  obtaining  a second  opinion  on 
he  need  for  surgical  intervention  is  already  well  es- 
ablished.  It  is  used  daily  and  successfully  in  our  cur- 
ent  practice  of  medicine,  and  it  allows  us  to  refer 
latients  to  surgeons  whom  we  know  and  whose  skills 
nd  opinions  we  know  and  respect.  Such  familiarity 
Vith  the  surgeons  may  not  be  possible  with  the  use  of 
[n  assigned  list. 

From  the  patient’s  standpoint,  second  opinions 
:annot  fail  to  add  some  degree  of  mistrust  in  the  first 
ihysician,  albeit  slight  and  unintended.  Any  deviation 
jrom  the  customary  referral  system,  such  as  making  it 
tiore  structured  or  making  a second  opinion  manda- 
ory,  is  apt  to  further  that  distrust.  That  problem  may 
>e  particularly  acute  if  the  referring  physician  is  using 
i new  technique  with  which  the  consulting  surgeon  is 
lot  familiar  or  of  which  he  does  not  approve.  Then  the 
.econd  opinion  becomes:  “Yes,  you  do  need  the  op- 
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eration  but,  no,  I would  not  to  it  by  Dr.  A’s  method.” 
In  such  instances,  we  foresee  that  “second  opinion” 
surgery  could  become  a deterrent  to  the  development 
of  new  techniques  that  are  essential  to  the  progress  of 
surgery. 

We  believe  that  the  inclusion  of  only  three  names  on 
the  referral  list  will  make  it  impossible  for  the  patient 
to  get  a second  knowledgeable  opinion  on  certain  sur- 
gical diseases  that  are  not  well  understood  by  all  prac- 
titioners in  the  same  specialty.  The  surgical  specialties 
have  become  so  subspecialized  that  the  knowledge 
and  experience  of  one  surgeon  in  certain  geographical 
areas  cannot  be  duplicated  readily  by  that  of  another 
surgeon.  That  is  particularly  true  of  a relatively  rural 
state  such  as  North  Carolina. 

The  Southern  Bell-Blue  Cross,  Blue  Shield  plan 
allows  a consultant  to  decline  to  examine  a particular 
patient  but  does  not  give  the  referring  physician  the 
option  of  suggesting  that  his  patient  not  see  one  of  the 
consultants  on  the  referral  list.  While  we  know  that 
care  will  be  taken  to  choose  outstanding  consultants  in 
each  field,  we  also  know  that  there  will  be  occasions 
when,  for  personal  reasons,  a referring  physician  will 
prefer  that  a specific  consultant  not  be  the  one  to  see 
his  patients  for  a second  opinion. 

While  the  aim  of  Blue  Cross,  Blue  Shield  is  to  pro- 
vide low-cost  medical  care  to  a large  number  of  sub- 
scribers, we  presume  that  they  are  also  interested  in 
providing  the  best  in  medical  care.  If  two  opinions  are 
a priori,  better  than  one  opinion,  then  Blue  Cross, 
Blue  Shield  — and  other  third  party  carriers,  as  well  — 
should  be  willing  to  pay  for  a second  opinion  when  the 
first  opinion  is  that  no  operation  is  necessary.  In  other 
words,  there  is  no  way  to  ensure  that  the  second 
opinion  will  be  better  for  the  patient  than  the  first.  If  a 
third  opinion  is  sought  — and  the  Southern  Bell  plan 
allows  for  it  if  the  first  two  opinions  differ  — we  do  not 
believe  that  Blue  Cross,  Blue  Shield  will  absorb  that 
cost  indefinitely  if  more  patients  choose  the  second 
opinion  option. 

Quite  often,  the  differences  in  opinion  are  on  the 
matter  of  timing.  If,  on  the  basis  of  a second  opinion, 
an  operation  is  not  prevented  but  is  merely  postponed, 
then  no  money  is  saved.  In  fact,  once  the  postponed 
operation  is  done,  more  money  may  be  spent  if  ( 1 ) the 
present  escalation  in  medical  costs  continues  and  (2) 
expensive  complications  occur  or  a longer  hospitali- 
zation is  required  because  the  patient  is  then  older  and 
perhaps  more  debilitated  by  his  disease.  We  are  afraid 
that  only  the  first  prevention  of  unnecessary  surgery 
will  be  publicized,  rather  than  a reporting  of  whether 

717 


such  “unnecessary”  surgery  later  became  necessary. 
Controversy  over  the  study  in  New  York  State  and  the 
report  by  the  Moss  Subcommittee  have  demonstrated 
the  damage  of  such  publicity  to  the  medical  profes- 
sion.1-3 

While  we  believe  we  should  cooperate  with  South- 
ern Bell’s  plan,  we  are  convinced  that  the  solutions  to 
the  problem  of  unnecessary  surgery  should  lie  with  the 
medical  profession.  We  find  it  distasteful  to  have  im- 
posed upon  us,  by  a third  party  carrier,  a system  that 
has  not  yet  been  found  to  be  effective  either  in  terms  of 
reducing  the  cost  of  medical  care  or  in  terms  of  im- 
proving that  care.  We  do  not  approve  of  unnecessary 
surgery,  but  we  believe  that  unnecessary  surgery  is 
responsible  for  an  extremely  small  portion  of  the 
problem  of  escalating  medical  costs. 

We  believe  that  the  medical  profession,  rather  than 
conceding  to  the  demands  of  third  party  carriers, 
should  take  a very  strong  position  regarding  “second 
opinion”  surgery.  It  is  our  duty,  and  our  right,  to 
correct  that  problem  among  ourselves.  We  should 
educate  the  public  and  the  third  party  carriers,  in- 
cluding Blue  Cross,  Blue  Shield,  about  our  present 
system  for  second  opinion  referrals,  clearly  delineat- 
ing the  present  mechanism.  If  the  third  party  carriers 
still  insist  on  a second  opinion,  we,  in  turn,  should 
insist  on  a well-controlled,  nondisruptive,  nonpanel  or 
nonlist,  peer-group  referral  system. 

We  should  also  initiate  and  ask  the  third  party  car- 
riers to  support  a prospective  study  on  the  cost  effec- 
tiveness of  the  second  opinion  option,  a study  care- 


fully prepared  by  both  physicians  and  statisticians 
Such  a study  will  take  years,  because  patients  no 
undergoing  surgery  on  the  basis  of  a second  opinioi 
and  patients  having  an  operation  on  the  basis  of  ; 
second  opinion  must  be  studied  for  as  long  as  there  an 
relevant  follow-up  data. 

We  look  on  the  Southern-Bell-Blue  Cross,  Blui 
Shield  plan  as  another  example  of  the  attempt  of  non 
medical  organizations  to  alter  our  medical  care  sys 
tern.  Certainly,  there  are  many  aspects  of  that  systen 
that  can  be  improved.  However,  we  must  be  the  one 
who  take  the  initiative  in  that  matter  or  the  ones  wh< 
share  in  that  initiative,  not  the  ones  upon  whom  ai 
unproved  plan  is  forced.  We  should  find  out  the  tru< 
value  of  second  opinion  for  surgery,  that  is,  whether  i 
does,  in  the  long  run,  improve  health  care  and  reduci 
the  cost  of  that  care.  Not  only  is  it  our  responsibility  t( 
settle  that  matter,  it  is  our  right  to  do  so.  We  should  bt 
sure  to  guarantee  ourselves  that  right. 

David  L.  Kelly,  Jr.,  M.D. 

Professor  of  Neurosurgery 
Richard  T.  Meyers,  M.D. 

Professor  and  Chairman 
Department  of  Surgery 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.C.  27103 
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Medicine  hath  that  vertue  that  it  never  leaveth  a man  in  that  state  wherein  it  findeth  him;  it  makes  a 
sicke  man  whole,  but  a whole  man  sicke.  And  as  Medicine  helpes  nature  being  taken  at  times  of 
necessitie,  so  being  ever  and  continually  used,  it  doth  but  weaken,  wearie,  and  weare  nature.  What  speak 
I of  Medicine?  Nay  let  a man  every  houre  of  the  day,  or  as  oft  as  many  in  this  countrey  use  to  take 
Tobacco,  let  a man  I say,  but  take  as  oft  the  best  sorts  of  nourishments  in  meate  and  dnnke  that  can  bee 
devised,  hee  shall  with  the  continual!  use  thereof  weaken  both  his  head  and  his  stomacke;  all  his 
members  shall  become  feeble,  his  spirits  dull,  and  in  the  end,  asadrowsie  lazy  belly-god,  he  shall  evanish 
in  a Lethargie.  — A Counter-Blaste  to  Tobacco,  King  James  I,  1604. 
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Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  Wayne  County  Hospital,  Burroughs  Wellcome 
Company  and  Craven  County  Memorial  Hospital  are  accredited  by 
the  American  Medical  Association.  Therefore  CME  programs 
sponsored  or  co-sponsored  by  these  schools  automatically  qualify 
for  AMA  Category  I credit  toward  the  AMA’s  Physician  Recogni- 
tion Award,  and  for  North  Carolina  Medical  Society  Category  A 
credit.  Where  AAFP  credit  has  been  requested  or  obtained,  this 
also  is  indicated. 

2.  The  “place”  and  “sponsor”  are  indicated  for  a program  only 
when  these  differ  from  the  place  and  source  to  write  “for  informa- 
tion.” 

PROGRAMS  IN  NORTH  CAROLINA 
January-February 

1st  District  Medical  Society  Postgraduate  Course 
Place:  Edenton,  Ahoskie 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

January  10 

Immunological  Aspects  of  Malignancy 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  Assistant  Dean  for 
Continuing  Education,  East  Carolina  University  School  of  Medi- 
cine, Greenville  27834 

January  17 

Wingate  Johnson  Memorial  Lecture 
Fee:  None 
Credit:  2 hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27104 

January  17 

Office  Recognition  and  Management  of  Sexual  Dysfunction 
Place:  Flame  Steak  House,  Sanford 
Sponsors:  Lee  County  Medical  Society  and  Wake  AHEC 
Fee:  $6 

Credit:  3.5  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  ofContinuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

January  26-27 

Urology  Postgraduate  Course 
Fee:  $100 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27104 

February  1-3 

Womack  Surgical  Society  Meeting 
Place:  Berryhill  Hall 

For  Information:  Noel  McDevitt,  M.D.,  Department  of  Surgery, 
UNC  School  of  Medicine,  Chapel  Hill  27514 
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February  2-3 

North  Carolina  Conference  for  Medical  Leadership 

Place:  Sheraton  Crabtree  Motor  Inn,  Raleigh 

Sponsors:  North  Carolina  Medical  Society 

For  Information:  Mr.  William  N.  Hilliard,  Executive  Director. 
North  Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  2761 1 

February  14 

Psychopharmacology  Update 

Place.  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D..  Assistant  Dean 
for  Continuing  Education,  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

February  16-20 

Basic  Electroencephalography 

Credit:  30  hours 

For  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 


February  19-23 

Microvascular  Surgery  Workshop 
Credit:  40  hours 

For  Information:  Malcolm  H.  Rourk,  Jr.,  M.D.,  Director,  Con- 
tinuing Medical  Education,  Duke  University  Medical  Center, 
Durham  27710 


March  3-4 

Anesthesiology 

For  Information:  David  Brown,  M.D.,  Department  of  Anesthesiol- 
ogy, UNC  School  of  Medicine,  Chapel  Hill  27514 

March  7-10 

Internal  Medicine  1979 
Place:  Berryhill  Hall 

For  Information:  William  Wood,  M .D.,  Office  of  Continuing  Edu- 
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PULMONARY  WINTERCOURSE 

JANUARY  15  - 18,  1979 


Physicians.  Respiratory  Therapists.  Nurses  and  allied 
medical  professionals,  this  is  your  chance  for  a state-of- 
the-art  update  in  pulmonary  medicine  while  earning  28 
credit  hours  in  Category  I of  the  Physicians  Recognition 
Award  of  the  AMA.  You'll  also  enjoy  the  wonders  of  the 
world's  number  one  vacation  attraction,  the  Magic  King- 
dom of  Walt  Disney  World. 

You're  in  store  for  a high  energy  course  featuring  an  out- 
standing faculty  from  Florida's  leading  medical  schools 
You’ll  have  a chance  to  meet  with  your  professional  col- 
legues  from  all  parts  of  the  country  as  they  converge  on 
the  Contemporary  Hotel. 

There's  even  a thirty-seven  booth  trade  exposition  spot- 
lighting the  nation's  key  suppliers  to  the  medical  profes- 
sion for  you  to  enjoy. 

Plan  the  highlight  of  your  new  year  today  by  registering 
for  this  outstanding  course. 

Applications  are  available  by  writing  or  calling: 

Asher  Marks,  M.D. 

Florida  Thoracic  Society 
P.O.  Box  8127 
Jacksonville,  Florida  32211 
Telephone:  (904)  743-2933 

Space  is  limited,  so  please  act  immediately. 


cation,  236  MacNider  Building  202-H  UNC  School  of  Medicine 
Chapel  Hill  27514 


March  8-10 

Internal  Medicine  — 1979 

For  Information:  William  Wood,  M.D..  Office  of  Continuing  Edi 
cation,  236  MacNider  Building  202-H,  UNC  School  of  Medicine 
Chapel  Hill  27514 


March  9-10 

2nd  Ocutome  Workshop 
Place:  Berryhill  Hall 

For  Information:  William  Wood,  M .D..  Office  of  Continuing  Edi 
cation,  236  MacNider  Building  202-H,  UNC  School  of  Medicine 
Chapel  Hill  27514 


March  9-10 

Frank  R.  Lock  Symposium  in  Obstetrics  and  Gyncology 
Fee:  $125 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Cor 
tinuing  Education.  Bowman  Gray  School  of  Medicine 
Winston-Salem  27104 


March  14 

Recent  Advances  in  Surgical  Care 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3 hours;  AMA  Category  I 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dea 
for  Continuing  Education,  East  Carolina  University  School  c 
Medicine,  Greenville  27834 

March  24 

Our  Adolescents,  Their  Changing  World 

Place:  Babcock  Auditorium,  Bowman  Gray  School  of  Medicine 

Sponsors:  Forsyth  County  Auxiliary,  North  Carolina  State  Auxi 
iary  and  the  North  Carolina  Medical  Society 

For  Information:  Mrs.  Mary  Jane  Means,  P.O.  Box  27167,  Raleig 
27611 


March  29-30 

Annual  Cancer  Research  Symposium 

For  Information:  William  Wood,  M.D. .Office  of  Continuing  Edi 
cation,  236  MacNider  Building  202-H,  UNC  School  of  Medicine 
Chapel  Hill  27514 


March  31-April  1 

4th  Annual  Radiology  Update 
Fee:  $50 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Cor 
tinuing  Education,  Bowman  Gray  School  of  Medicine 
Winston-Salem  27104 


April  2-6 

7th  Annual  Tutorial  — Radiology  of  the  Chest 
Sponsor:  The  Department  of  Radiology.  Duke  University  School  c 
Medicine 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808 
Duke  University  School  of  Medicine,  Durham  27710 

April  2-6 

Chest  Radiology 
Place:  Ramada  Inn,  Durham 
Fee:  $300 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  Box  3801 
Duke  University  Medical  Center.  Durham  27710 

April  6-7 

Practical  Pediatrics 
Fee:  $35 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Cor 
tinuing  Education,  Bowman  Gray  School  of  Medicine 
Winston-Salem  27104 


April  1 1 

Current  Clinical  Problems  in  Family  Practice 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 
Credit:  3 hours 
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For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Education.  East  Carolina  University  School  of 
Medicine,  Greenville  27834 

April  12 

32nd  Annual  Medical  Symposium  — Greensboro  Academy  of 
Medicine 

Place:  Jefferson  Standard  Club 
Fee:  None 

Credit:  6 hours  AMA  Category  I and  AAFP 
For  Information:  Robert  M.  Gay,  M.D..  Moses  Cone  Memorial 
Hospital.  Greensboro  27420 

April  18-20 

Rainey  Orthopedic  Lectures 
Place:  Berryhill  Hall 

For  Information:  William  Wood.  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H.  UNC  School  of  Medicine, 
Chapel  Hill  27514 

April  20-22 

Spring  Radiology  Seminar 
Place:  Berryhill  Hall 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building,  202-H,  UNC  School  of  Medicine. 
Chapel  Hill  27514 

April  27-28 

Perspectives  on  Pain  Management 
Fee:  $100 
Credit:  12  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27104 

April  27-28 

12th  Malignant  Disease  Symposium 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

May  2-3 

Annual  Meeting  of  the  North  Carolina  Thoracic  Society 
Place:  Royal  Villa,  Raleigh 

For  Information:  Mr.  C.  Scott  Venable,  Executive  Director,  North 
Carolina  Lung  Association.  P.O.  Box  127,  Raleigh  27602 

May  3-6 

125th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  2761 1 

May  9-10 

Respiratory  Care  Symposium:  Breath  of  Spring  1979 
Fee:  $35 
Credit:  10  hours 

For  Information:  Emery  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27104 

May  18-19 

5th  Annual  Course  in  Perinatology 

For  Information:  William  Wood,  M.D.,  Office  of  Continuing  Edu- 
cation, 236  MacNider  Building  202-H,  UNC  School  of  Medicine, 
Chapel  Hill  27514 

May  23-25 

North  Carolina  Heart  Association  Annual  Meeting  and  Scientific 
Session 

Place:  Winston-Salem  Hyatt  House 

For  Information:  North  Carolina  Heart  Association,  1 Heart  Circle, 
Chapel  Hill  27514 

ITEMS  OF  SPECIAL  INTEREST 
February  12-16 

Current  Concepts  in  Diagnostic  Radiology 
Place:  Acapulco  Princess  Hotel,  Mexico 

Sponsor:  Department  of  Radiology,  Duke  University  Medical 
Center 
Fee:  $250 

For  Information:  Robert  McLelland,  M.D.,  Radiology  Box  3808. 
Duke  University  Medical  Center,  Durham  27710 


March  5-8 

18th  National  Conference  of  the  Detection  and  Treatment  of  Breast 
Cancer 

Place:  Atlanta,  Georgia 

Sponsor:  American  College  of  Radiology 

For  Information:  American  College  of  Radiology,  6900  Wisconsin 
Avenue,  Chevy  Chase,  Maryland  20015 

May  6-10 

2nd  International  Symposium  on  Adolescent  Medicine 
Place:  Mayflower  Hotel,  Washington,  D.C. 

Sponsor:  The  Society  for  Adolescent  Medicine 
Fee:  $150 

For  Information:  The  Institute  for  Continuing  Education,  P.O.  Box 
11083,  Richmond,  Virginia  23230 

June  29-30 

Medical  Horizons:  Hypertension  and  Cardiovascular  Disease 
Place:  Myrtle  Beach,  South  Carolina 
Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27104 

Abdominal  Real  Time  Sonography  Courses 

A series  of  six  week-long  courses  on  the  use  of  Real  Time  Ul- 
trasound in  abdominal  studies  will  be  offered  at  Bowman  Gray 
School  of  Medicine  on  the  following  dates:  March  12-16,  June 
11-15,  July  16-20  and  December  9-13,  1979.  Participants  will  re- 
ceive 30  hours  of  Category  I credit  per  week. 

For  Further  Information,  please  contact,  James  F.  Martin,  M.D., 
Director,  Center  for  Medical  Ultrasound,  Bowman  Gray  School  of 
Medicine,  Winston-Salem  27103 

PROGRAMS  IN  CONTIGUOUS  STATES 

February  19-23 
3rd  Annual  Review  of  Internal  Medicine 
Place:  The  University  of  Tennessee,  Memphis 
Credit:  35  hours 

For  Information:  Dennis  K.  Wentz,  M .D.,  The  University  of  Ten- 
nessee Center  for  the  Health  Sciences,  62  South  Dunlap  Street, 
Memphis,  Tennessee  38163 

February  23-24 

Virginia  Chapter  of  the  American  Academy  of  Pediatrics  Annual 
Meeting 

Place:  Williamsburg,  Virginia 

For  Information:  Douglas  E.  Pierce,  M.D.,  1201  Third  Street,  S.W., 
Roanoke,  Virginia  24016 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  David  L.  Kelly  Jr.,  professor  of  neurosurgery  at 
the  Bowman  Gray  School  of  Medicine,  has  been 
named  chief  of  the  Section  on  Neurosurgery. 

He  succeeds  Dr.  Eben  Alexander  Jr.,  who  relin- 
quished his  administrative  duties  in  order  to  devote 
fulltime  to  patient  care,  teaching  and  research.  Alex- 
ander, a professor  of  neurosurgery,  was  named  chief 
of  neurosurgery  in  1949. 

Kelly,  who  joined  the  Bowman  Gray  faculty  in 
1965,  is  the  current  president  of  the  Congress  of 
Neurological  Surgeons,  the  world’s  largest  neurosur- 
gical society.  The  congress  has  a membership  of  1 ,900 
neurosurgeons  from  36  countries. 

He  is  a former  secretary  of  the  congress,  a past 


December  1978,  NCMJ 


723 


president  of  the  North  Carolina  Neurosurgery  Society 
and  a former  vice  president  of  the  Southern  Neurosur- 
gical Society. 

Keily  holds  the  B.S.  and  M.D.  degrees  from  the 
University  of  North  Carolina  at  Chapel  Hill. 

He  was  named  professor  of  neurosurgery  last  sum- 
mer. 

* * * 

Dr.  Robert  C.  Pope  of  Wilson  has  been  installed  as 
president  of  the  Bowman  Gray  Alumni  Association. 
The  installation  came  during  the  school’s  alumni  ban- 
quet. 

Dr.  C.  James  Walton  Jr.  of  Lenoir  was  elected 
president-elect  and  Miss  Katherine  Davis,  assistant  to 
the  director  of  the  Bowman  Gray/Baptist  Hospital 
Medical  Center,  was  re-elected  secretary. 

Elected  to  the  association’s  Alumni  Council  were 
Dr.  Charles  R.  Duncan  Jr.  of  Greenville,  S.C.;  Dr. 
Ozmer  L.  Henry  Jr.  of  Black  Mountain;  Dr.  John  C. 
Reece  of  Morganton  and  Dr.  Robert  A.  Team  of 
Lexington. 

Three  members  of  Bowman  Gray’s  Class  of  1953 
were  recognized  as  Distinguished  Alumni  Lecturers. 
Receiving  the  recognition  were  Dr.  Paul  P.  Griffin, 
professor  and  chairman  of  the  Department  of  Or- 
thopedics and  Rehabilitation  at  Vanderbilt  University 
Medical  Center;  Dr.  William  B.  Herring,  associate 
professor  of  medicine  and  chief  of  the  University  of 
North  Carolina  teaching  program  at  Moses  H.  Cone 
Memorial  Hospital;  and  Dr.  Julian  F.  Keith,  professor 


and  chairman  of  Bowman  Gray’s  Department  of  Fam- 
ily Medicine. 

Distinguished  Service  Awards  were  presented  to 
Dr.  Livingston  Johnson  of  Shelby,  outgoing  president 
of  the  Alumni  Association,  and  to  Dr.  D.  E.  Ward  of 
Lumberton,  chairman  of  the  Alumni  Division  of  the 
Medical  Center  Challenge  Fund. 

* * * 

First-year  medical  students  at  Bowman  Gray  who 
have  been  elected  class  officers  are  Richard  L.  Rauck 
of  San  Francisco,  Calif.,  president;  Frederick  C.  Beck 
of  Wadesboro,  vice  president;  Thomas  C.  Wall  of 
Lexington,  secretary;  and  Miss  Diane  M.  Ludwig  of 
Canyon  Country,  Calif.,  treasurer. 

* * * 

The  Bowman  Gray  School  of  Medicine  is  heading  a 
research  project  involving  4,000  school  children  in 
Winston-Salem  and  Forsyth  County  aimed  at  getting 
accurate  information  on  some  of  their  physical 
characteristics. 

Information  received  by  the  researchers  will  permit 
a comparison  of  those  characteristics  with  statistics 
on  youngsters  nationwide. 

The  measurements  to  be  taken  are  height,  weight 
and  an  estimate  of  body  fat  content. 

The  project  is  a joint  effort  involving  Bowman 
Gray’s  Section  on  Community  Medicine  and  the  De- 
partment of  Medical  Social  Sciences,  researchers  at 
Wake  Forest  University,  nutritionists  and  nurses  at 
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2 Forsyth  County  Health  Department. 

Money  for  the  study  has  come  from  a Bowman  Gray 
nd  to  which  the  North  Carolina  United  Way  con- 
butes. 

* * * 

Work  is  under  way  on  the  demolition  of  the  original 
ilding  at  North  Carolina  Baptist  Hospital,  Bowman 
ay's  principal  teaching  hospital. 

Old  Main,  which  opened  as  an  80-bed  hospital  in 
23,  will  make  way  for  the  medical  center's  Focus 
aiding.  The  building  will  be  used  for  administrative 
d academic  offices. 

Demolition  is  to  be  complete  by  early  winter  and 
nstruction  of  the  Focus  Building  is  expected  to  take 
out  21  months. 

* * * 

Dr.  Clark  E.  Vincent,  retired  professor  of  medical 
ciology  at  Bowman  Gray,  has  received  the  “Distin- 
ished  Pioneer  Award”  from  the  American  Associa- 
in  for  Marriage  and  Family  Therapy. 

Vincent,  who  retired  last  spring  after  14  years  on  the 
iwman  Gray  faculty,  is  an  internationally  known 
thority  on  marital  and  sexual  health. 

His  award  cites  him  as  a “distinguished  social  re- 
archer on  sexual  and  marital  problems,  energetic 
ampion  of  enlightened  marital  and  sexual  educa- 


tion, indefatigable  administrator  and  organizational 
statesman,  gentle  and  sympathetic  teacher  and  col- 
league, and  pioneer  of  interprofessional  cooperation 
in  the  promotion  of  marital  and  sexual  health.” 

Vincent  is  a former  president,  vice  president  and 
member  of  the  board  of  directors  of  the  association, 
which  previously  was  known  as  the  American  Associ- 
ation of  Marriage  and  Family  Counselors. 

* * * 

Dr.  Phillip  M.  Hutchins,  associate  professor  of 
physiology  (biomedical  engineering),  has  been  elected 
to  the  Medical  Advisory  Board  of  the  Council  for  High 
Blood  Pressure  Research. 

* * * 

Dr.  Joseph  E.  Johnson  III,  professor  and  chairman 
of  the  Department  of  Medicine,  has  been  appointed 
representative  to  the  Council  of  Academic  Societies  of 
the  Association  of  American  Medical  Colleges  by  the 
Association  of  Professors  of  Medicine. 

* * * 

Dr.  George  Podgomy,  clinical  associate  professor 
of  surgery,  has  been  elected  president  of  the  American 
College  of  Emergency  Physicians. 
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Dr.  George  D.  Rovere,  associate  professor  of  or- 
thopedic surgery,  has  been  appointed  a member  of  the 
Physician  and  Sportsmedicine  editorial  research 
panel. 

* * * 

Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  has  been  appointed 
secretary-treasurer  of  the  American  Neurological  As- 
sociation. He  also  has  been  reappointed  to  the  Sub- 
committee on  Stroke  of  the  American  Heart  Associa- 
tion, appointed  to  the  Task  Force  on  Arteriosclerosis 
of  the  National  Heart,  Lung  and  Blood  Institute,  and 
appointed  chairman  of  the  Peripheral  and  Central 
Nervous  System  Drugs  Advisory  Committee  of  the 
Federal  Drug  Administration. 

* * * 

Dr.  John  Ureda,  instructor  in  family  and  community 
medicine,  has  been  appointed  to  the  American  Heart 
Association’s  Subcommittee  on  Nutrition. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 

NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Researchers  in  the  UNC-CH  School  of  Medicine 
have  received  a $26,000  grant  from  the  National  In- 
stitute of  Neurological  and  Communicative  Disorders 
and  Stroke  to  study  a computer-assisted  technique 
that  allows  scientists  and  physicians  to  observe  the 
flow  of  cerebral  spinal  fluid  surrounding  and  protect- 
ing the  brain  and  spinal  cord. 

Being  able  to  recognize  disturbed  or  unusual  flow  of 
the  cerebral  spinal  fluid  may  be  beneficial  in  deter- 
mining the  exact  location  of  disease  and  in  distin- 
guishing between  diseases  in  and  around  the  brain, 
said  Dr.  Leon  Partain,  principal  investigator.  Partain 
is  a research  associate  in  radiology  and  adjunct  assis- 
tant professor  of  surgery. 

Researchers  will  inject  the  region  around  the  spinal 
cord  of  monkeys  with  metrizamide,  a water-soluble 
contrast  material.  Because  the  metrizamide  is  opaque 
to  x-rays,  the  scientists  will  be  able  to  watch  the  flow 
through  computed  tomography. 

Others  involved  in  the  project  include  Drs.  M.  S. 
Mahaley.  neurosurgery,  J.  D.  Mann,  neurology,  and 
J.  H.  Scatliff  and  E.  V.  Staab,  radiology. 

* * * 

Researchers  at  the  UNC-CH  School  of  Medicine 
have  received  a $1.8  million,  five-year  grant  from  the 
National  Institute  of  Allergy  and  Infectious  Diseases 
to  continue  studies  on  some  sexually  transmitted  in- 
fectious diseases. 


Dr.  P.  Frederick  Sparling,  professor  of  medicint 
and  bacteriology  and  project  director,  said  the  re 
search  focuses  primarily  on  the  bacterium  that  cause; 
gonorrhea,  called  the  gonococcus,  and  on  the  or 
ganism  that  causes  syphilis. 

The  purpose  of  the  research  is  to  permit  greatei 
understanding  of  the  biology  of  infecting  organism1 
and  the  host  response  to  infection  and  to  provide 
better  means  of  diagnosis,  treatment  and  prevention 

Other  faculty  involved  in  the  research  are  Drs 
Harry  Gooder,  bacteriology;  Lawrence  Guymon 
medicine;  Terrence  Lee,  medicine;  Joel  Baseman 
bacteriology  and  James  Folds,  bacteriology,  associate 
director  of  the  medical  school’s  clinical  microbiology 
laboratories  and  director  of  its  clinical  immunology 
laboratory. 

* * * 

Faculty  presenting  papers  at  the  Herpes  Virus 
Workshop  in  Cambridge,  England,  included:  Dr 
Joseph  S.  Pagono,  medicine  and  bacteriology  and  im- 
munology and  director.  Cancer  Research  Center 
“The  Epstein-Barr  Virus  — Some  Prospects  for  Re- 
search’’; Dr.  James  Shaw,  bacteriology  and  immunol 
ogy,  “Nucleosomal  Structure  of  Epstein-Barr  Virus 
in  Transformed  Cell  Lines”;  Dr.  John  Nedrud. 
Cancer  Research  Center,  “Demonstration  of  a Proba- 
ble Cellular  Basis  for  MCMV  Susceptibility  Using 
Trachial  Ring  Organ  Culture”;  Brenda  Colby,  bac- 
teriology and  immunology,  “Immune  Response  tc 
EBV-Induced  Cell  Surface  Alteration”  and  Christine 
Biron,  bacteriology  and  immunology,  “Effect  of  Acy- 
cloguanosine  on  Epstein-Barr  Virus  DNA  Replica- 
tion.” 

Dr.  Suzann  K.  Campbell,  physical  therapy,  was 
awarded  the  Golden  Pen  Award  of  the  American 
Physical  Therapy  Association  at  its  54th  annual  con- 
ference in  Las  Vegas.  She  received  the  award  for 
advancing  physical  therapy  through  her  contributions 
to  the  APTA's  official  publication.  Physical  Therapy. 
Particular  recognition  was  given  for  the  articles 
“Planning  Infant  Learning  Programs”  and  “De- 
velopment of  Psychomotor  Objectives  for  Classroom 
and  Clinical  Education  in  Physical  Therapy,”  ot 
which  she  was  a senior  author,  and  for  “Physical 
Therapy  Programs  for  the  Pediatric  Cardiac  Surgical 
Patient,”  which  she  co-authored. 

* * * 

Dr.  Jawahar  N.  Ghia,  anesthesiology,  presented 
three  lectures  at  the  Second  World  Congress  on  Pain 
in  Montreal. 

* * * 

Dr.  Jan  Hermans,  biochemistry,  participated  in  a; 
workshop  on  “Molecular  Dynamics  of  Polymers”  in 
Orsay,  France. 

Dr.  Richard  V.  Wolfenden,  biochemistry,  pre- 
sented a plenary  lecture  at  the  Post-Congress  Sym- 
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posium  on  Anti-metabolites  in  Prague,  Czecho- 
slovakia. 

Dr.  Mary  Ellen  Jones,  biochemistry,  chaired  a ses- 
sion on  enzyme  mechanisms  at  the  Martin  D.  Kamen 
Symposium,  “From  Cyclotrons  to  Cytochromes”,  at 
the  University  of  California,  San  Diego  at  La  Jolla. 

SyC 

Dr.  Christopher  C.  Fordham  III,  dean  of  the  School 
of  Medicine  and  vice  chancellor  for  health  affairs,  has 
been  elected  to  the  National  Academy  of  Sciences’ 
Institute  of  Medicine.  Fordham  is  one  of  39  profes- 
sionals selected  this  year  from  the  fields  of  health  and 
medicine.  He  joins  three  other  UNC-CH  faculty 
members  in  the  institute:  Dr.  Bernard  Greenberg, 
dean  of  the  School  of  Public  Health  and  Kenan  profes- 
sor of  biostatistics,  Dr.  Cecil  Sheps,  professor  of  so- 
cial medicine,  and  Dr.  Carl  Gottschalk,  Kenan  profes- 
sor of  medicine  and  physiology. 


Dr.  George  Johnson  Jr.,  surgery,  presented 
“Treatment  of  Chronic  Venous  Insufficiency”  to  the 
General  Congress  Committee  for  the  European- 
American  Symposium  on  Venous  Diseases  in  Zurich, 
Switzerland. 

* * * 

Drs.  Paul  L.  Munson  and  Tai-Chan  Peng,  phar- 
macology, attended  the  7th  International  Congress  of 


Pharmacology  in  Paris.  Munson  was  co-chairman  of  a 
symposium  on  “The  Pharmacology  of  Calcium 
Homeostasis”  and  Peng  chaired  a session  on  “Cal- 
cium Metabolism-Calcitonin.”  Peng  also  received  a 
travel  award  from  the  American  Society  for  Phar- 
macology and  Experimental  Therapeutics  and  pre- 
sented “Hypersecretion  of  Calcitonin  and  C-Cell 
Hyperplasia  in  Rats  Chronically  Exposed  to  Lead”  at 
the  meeting.  The  paper  was  co-authored  by  Drs.  S.  C. 
Garner,  pharmacology,  H.  J.  Gitelman,  medicine,  and 
P.  Petrusz,  anatomy. 

* * * 

The  School  of  Medicine  recently  unveiled  a photo- 
graphic tribute  to  its  three  scientists  who  25  years  ago 
developed  the  laboratory  test  that  made  possible  the 
diagnosis  and  treatment  of  various  farms  of 
hemophilia.  The  black  and  white  photograph,  a por- 
trait of  Drs.  Robert  Langdell,  Robert  Wagner  and 
Kenneth  Brinkhous,  was  taken  by  the  internationally 
renowned  photographer,  Yousef  Karsh.  His  work  in- 
cludes a portfolio  of  physicians  and  scientists,  “Heal- 
ers of  Our  Age.” 

* * * 

Dr.  Isaac  M.  Taylor  has  been  appointed  research 
professor  in  the  department  of  community  medicine 
and  hospital  administration.  He  was  dean  of  the  medi- 
cal school  here  from  1964  until  1971.  He  returns  to 
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Chapel  Hill  from  Boston  where  he  has  been  a practic- 
ing physician  for  several  years. 

In  addition  to  Taylor’s  appointment  in  the  recently 
established  department  of  community  medicine  and 
hospital  administration,  he  also  was  named  an  adjunct 
professor  in  the  department  of  medicine. 

In  1 976  the  School  of  Medicine  presented  its  highest 
honor  to  Taylor,  the  Distinguished  Service  Award. 

* * * 

Kenneth  Bott,  Ph.D.,  of  the  School  of  Medicine  has 
been  awarded  a $58,000  National  Science  Foundation 
grant.  Bott,  associate  professor  of  bacteriology  and 
immunology,  and  his  research  graduate  student 
Charles  Moran,  are  studying  the  organization  of 
ribosomal  genes  in  the  chromosomes  of  a common  soil 
bacterium. 

Bott  and  Moran  will  investigate  why  some  genes 
need  to  be  close  to  identical  copies  of  themselves,  why 
more  than  a single  copy  of  some  genes  is  necessary 
and  how  the  sequences  of  genes  are  regulated.  These 
factors,  Bott  said,  are  of  crucial  significance  for  un- 
derstanding how  growth  and  development  of  mul- 
ticellular organisms  are  controlled. 

* * * 

William  H.  Pearlman,  Ph  D.,  a professor  in  the  de- 
partment of  pharmacology,  has  received  $55,401  from 
the  National  Science  Foundation  for  the  first  year  of 
his  three-year  study,  “Adrenocortical  Hormone 
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Metabolism  in  Mammary  Gland.”  He  is  exploring  the 
mechanism  by  which  estrogen  prevents  milk  forma- 
tion. This  occurs  during  pregnancy,  or  after  delivery 
when  estrogen  is  given  to  a mother  not  electing  to 
breast-feed  her  infant. 

* * * 

William  B.  Guilford,  M.D.,  assistant  professor  of 
radiology,  has  been  elected  to  a two-year  term  as 
president  of  the  newly  formed  Southeastern  Society  of 
Skeletal  Radiology.  Guilford,  who  heads  the 
UNC-CH  division  of  skeletal  radiology,  earned  his 
A.B.  and  M.D.  degrees  at  UNC-CH.  In  1976  he  was  a 
special  fellow  in  bone  radiology  at  the  New  England 
Medical  Center  Hospital  of  Tufts  University  School  of 
Medicine  and  later  served  as  an  honorary  clinical  as- 
sistant of  orthopaedic  radiology  at  the  Royal  National 
Orthopaedic  Hospital  in  Uondon,  England. 

Ronald  G.  Thurman,  Ph.D.,  a pharmacologist  at  the 
School  of  Medicine,  has  received  afive-year,  $175,000 
Research  Scientist  Career  Development  Award  from 
the  National  Institute  on  Alcohol  Abuse  and  Al- 
coholism. The  grant  will  provide  salary  support  for 
Thurman,  36,  who  is  conducting  two  alcohol-related 
projects. 

* * * 

Appointments: 

New  assistant  professors  are:  Stanley  Tipper,  De- 
partment of  Pathology;  Daphne  C.  McKee,  Depart- 
ment of  Psychiatry;  Thomas  W.  Traut,  Department  of 
Biochemistry  and  Nutrition;  Joan  C.  Rogers,  medical 
allied  health  professions;  James  J.  Brickley,  Depart- 
ments of  Neurology  and  Surgery;  John  Burnett  Jr., 
Department  of  Obstetrics  and  Gynecology;  Ken- 
neth L.  Cohen,  Department  of  Ophthalmology;  Timo- 
thy W.  Lane,  Department  of  Medicine,  and  Jerome  S. 
King,  Department  of  Surgery. 

Lipper  has  been  serving  as  a senior  fellow  and 
part-time  instructor  in  neuropathology,  ophthalmic 
pathology  and  surgical  pathology  since  1977.  McKee, 
a native  of  Morganton,  has  been  a visiting  assistant 
professor  since  1977  and  has  been  an  adjunct  assistant 
professor  since  August  in  the  Department  of  Psychol- 
ogy. She  also  has  been  serving  as  a child  psychologist 
at  the  Children’s  Psychiatric  Institute  in  Butner.  Traut 
has  been  a postdoctoral  fellow  at  the  National  Insti- 
tutes of  Health  since  1976  and  has  served  as  a research 
associate  at  the  University  of  Southern  California. 
Rogers  comes  to  UNC-CH  from  the  State  University 
of  New  York  at  Buffalo  where  she  was  a research 
associate  professor  of  occupational  therapy  in  the 
School  of  Health  Related  Professions.  Brickley  was  a 
graduate  research  assistant  in  the  Department  of 
Neurology  at  the  University  of  Virginia  before  coming 
to  UNC-CH.  Burnett  has  been  teaching  at  Wake 
Medical  Center  as  a clinical  assistant  professor  in  the 
UNC-CH  School  of  Medicine  since  1975.  Cohen 
comes  from  the  Medical  College  of  Wisconsin  where 
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he  was  a corneal-external  disease  fellow.  Lane  has 
been  a fellow  at  the  University  of  Pennsylvania  Medi- 
cal School.  King  has  been  a visiting  assistant  profes- 
sor since  1976.  He  also  was  a postdoctoral  fellow  at 
the  medical  school  in  1974-76. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Radiologists  from  throughout  the  United  States  and 
Canada  convened  in  Bermuda  in  October  for  a radiol- 
ogy postgraduate  course,  in  which  members  of  the 
Department  of  Radiology  faculty  presented  scientific 
sessions  covering  current  concepts  in  diagnostic 
radiology,  including  ultrasound  and  CT  scanning. 

Dr.  Charles  E.  Putman,  professor  and  chairman  of 
radiology,  was  chairman.  Dr.  Robert  McLelland,  as- 
sociate professor,  was  program  director. 

Other  Duke  radiologists  serving  on  the  seminar 
faculty  were  Drs.  Melvyn  T.  Korobkin,  professor; 
Salutario  Martinez,  assistant  professor;  and  William 
M.  Thompson,  associate  professor. 


Dr.  Jeffrey  J.  Collins,  assistant  professor  of  surgery 
and  microbiology  and  immunology,  presented  a work- 
shop paper  entitled  “Passive  Serum  Immunotherapy 
Directed  against  Friend  Leukemia  Virus  Structural 
Antigens’’  during  the  Inter-National  Cancer  Congress 
in  October  in  Buenos  Aires,  Argentina. 

The  paper’s  co-author  is  Dr.  Fred  Sanfilippo,  a resi- 
dent in  pathology. 

sf:  sfc 

Dr.  Harold  J.  Harris,  associate  professor  in  the 
Division  of  Child  Psychiatry,  has  received  an  award 
for  outstanding  service  to  children. 

The  award,  given  in  observance  of  the  International 
Year  of  the  Child,  was  presented  by  members  of  the 
Bahai  faith  at  a Universal  Children’s  Day  meeting 
held  in  the  Durham  County  Health  Center. 

sfc  % :{; 

The  first  10  years  of  Duke’s  experience  with  a radi- 
cally redesigned  curriculum  for  its  school  of  medicine 
is  the  subject  of  a book  just  published  by  Duke  Uni- 
versity Press. 

The  book,  entitled  “Undergraduate  Medical  Edu- 
cation and  the  Elective  System,’’  is  a series  of  articles 
by  34  current  or  former  medical  center  faculty  mem- 
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bers  describing  how  the  new  curriculum  came  into 
being  and  how  it  worked  in  training  physicians  during 
the  years  from  1966  to  1975. 

Dr.  James  F.  Gifford  Jr.,  associate  professor  of 
community  and  family  medicine,  served  as  editor  for 
the  243-page  volume. 

Supervising  editors  were  Dr.  William  G.  Anlyan, 
vice  president  for  health  affairs.  Dr.  Ewald  W.  Busse, 
dean  of  medical  and  allied  health  education,  and 
Busse's  predecessor,  the  late  Dr.  Thomas  D.  Kinney. 

* * * 

Dr.  David  C.  Sabiston  Jr.,  James  B.  Duke  Professor 
and  chairman  of  the  Department  of  Surgery,  has  re- 
ceived a Distinguished  Alumnus  Award  from  the  Uni- 
versity of  North  Carolina  at  Chapel  Hill. 

* * * 

Dr.  Lennart  Fagraeus,  assistant  professor  of  anes- 

thesiology participated  in  a meeting  in  Luxembourg  in 
October  on  “Medical  Aspects  of  Diving  Accidents.” 

The  meeting,  part  of  an  ongoing  dialogue  concern- 
ing the  treatment  of  divers  on  the  oil  rigs  in  the  North 
Sea,  was  jointly  sponsored  by  the  Commission  of 
European  Communities  (Common  Market)  and  the 
European  Undersea  Biomedical  Society. 

Fagraeus  presented  a new  treatment  procedure  for 
severe  cases  of  decompression  sickness  after  air  div- 
ing that  has  been  developed  in  the  F.  G.  Hall  Labora- 
tory for  Environmental  Research  (hyperbaric 
chamber)  at  Duke. 

* * * 

Dr.  Nicholas  G.  Georgiade,  professor  and  chief  of 
the  Division  of  Plastic  and  Maxillofacial  Surgery,  ad- 
dressed the  Kentucky  Medical  Association  in  October 
on  “Breast  Reconstruction”  and  “Craniofacial  Birth 
Defects  and  their  Surgical  Correction.” 

Georgiade  also  addressed  the  American  College  of 
Surgeons  during  an  October  meeting  in  San  Francisco 
on  “Total  Body  Contouring.” 

* * * 

Dr.  Robert  B.  Jenning,  professor  and  chairman  of 
the  Department  of  Pathology,  spoke  on  “Effect  of 
Beta  Adrenergic  Blockage  on  Acute  Myocardial  Is- 
chemic Injury”  during  an  International  Symposium 
on  “Modulation  of  Sympathetic  Tone  in  the  Treat- 
ment of  Cardiovascular  Diseases.”  The  symposium 
was  held  in  Manila,  Philippines,  in  September. 

At  the  VIII  World  Congress  of  Cardiology,  later  in 
the  month  in  Tokyo,  Jennings  spoke  on  “Pathologic 
Evidence  that  Infarct  Size  Can  Be  Limited.” 

* * * 

Two  promotions  and  two  appointments  to  full  pro- 
fessor at  the  medical  center  have  been  made. 

Promoted  in  the  Department  of  Obstetrics  and 
Gynecology  and  the  Department  of  Anesthesiology, 
respectively,  were  Drs.  Stanley  A.  Gall  and  Bruno  J. 
U rban . 


Dr.  E.  Ralph  Heinz  has  been  appointed  professor  of 
radiology,  and  Dr.  David  G.  Shand  has  been  named 
professor  of  pharmacology. 

* * * 

The  central  teaching  laboratory  in  the  School  of 
Medicine  has  been  renamed  and  dedicated  to  a man 
associated  with  Duke  from  his  student  days. 

It  is  now  called  the  Thomas  D.  Kinney  Central  , 
Teaching  Laboratory.  Kinney  earned  his  M.D.  at 
Duke  and  returned  to  chair  the  Department  of  Pathol- 
ogy from  1960-74.  He  also  was  dean  of  medical  and 
allied  health  education  from  1969-74  and  associate 
provost  of  the  university  in  1973-74.  He  died  in  1977. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  C.  Lewis  Ravaris  has  been  appointed  professor 
and  vice  chairman  in  the  Department  of  Psychiatry.  In 
addition  to  directing  the  department's  residency 
training  program,  he  will  coordinate  the  department's 
research  activities,  primarily  in  the  area  of  diagnosis 
and  treatment  of  depression,  his  special  field  of  inter- 
est. 

The  author  of  numerous  publications,  he  is  respon- 
sible for  the  development  of  prolixin  enanthate  and 
decanoate,  long-acting  drugs  used  in  the  treatment  of 
psychotic  conditions. 

Prior  to  joining  ECU,  Ravaris  was  associate  profes- 
sor of  psychiatry  at  the  University  of  Vermont  College 
of  Medicine. 

Ravaris  earned  his  undergraduate  degree  from 
Boston  University.  He  received  his  Ph.D.  in  physiol- 
ogy from  McGill  University,  Montreal,  and  his  M.D. 
from  the  University  of  British  Columbia,  Vancouver. 
He  completed  postgraduate  training  at  the  University 
of  Vermont  and  Henry  Ford  Hospital. 

* * * 

Dr.  L.  E.  Masters  has  been  appointed  associate 
chairman  for  research  and  associate  professor  in  the 
ECU  Department  of  Family  Practice. 

As  associate  chairman  Masters  will  direct  the  de- 
partment’s research  activities,  primarily  in  the  areas 
of  practice  management,  health  care  systems  and 
epidemiology.  He  will  also  be  responsible  for  de- 
veloping a computer  system  to  assist  in  the  manage- 
ment of  research  interests  and  postgraduate  medical 
education. 

Masters  has  developed  computer  programs  for 
studying  the  morbidity,  age,  sex  and  practice  profiles 
of  physicians  and  residents  involved  in  medical  prac- 
tice. He  also  has  designed  medical  audit  and  computer 
finance  systems  for  use  in  private  practice. 

He  has  been  director  of  family  practice  residency 
programs  at  Iowa  Lutheran  Hospital,  Des  Moines, 
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Iowa,  and  St.  Vincent's  Medical  Center.  Jacksonville, 
Florida.  He  has  held  faculty  appointments  in  family 
practice  at  the  University  of  Florida  and  the  Univer- 
jsity  of  Iowa. 

A charter  diplomate  of  the  American  Board  of  Fam- 
ily Practice,  Masters  received  his  M.D.  from  the  Uni- 
versity of  Miami  and  completed  postgraduate  training 
at  Duval  Medical  Center,  Jacksonville,  Florida. 

* * * 

Dr.  Charles  E.  Boklage,  a developmental  geneticist, 
has  joined  the  ECU  Department  of  Microbiology  as  an 
assistant  professor. 

Boklage  has  done  extensive  research  on  genetics, 
cell  biology  and  developmental  biology.  He  is  respon- 
sible for  developing  a new  approach  to  the  study  of 
identical  and  fraternal  twins  which  focuses  on  the 
developmental  biology  of  the  twinning  process  and 
related  non-genetic  differences. 

Prior  to  joining  the  medical  school,  Boklage  was 
completing  postdoctoral  studies  in  medical  genetics, 
neurobiology  and  biostatistics  at  UNC-CH.  He  re- 
ceived his  undergraduate  degree  from  Bellarmine 
College  and  his  Ph.D.  from  the  University  of  Califor- 
nia, San  Diego. 

Two  departments  at  the  ECU  School  of  Medicine 
presented  programs  at  the  American  Medical  Associ- 
ation Regional  Meeting  Oct.  21-22  in  Asheville. 

The  Department  of  Psychiatry  presented  the  "Use 
of  Psychotropic  Drugs  and  Depression."  Dr.  James  L. 
Mathis,  chairman  of  the  department,  and  Drs.  Charles 
L.  Ravaris  and  William  R.  Walker  directed  the  discus- 
sion. 

A session  on  "Office  Gynecology"  was  presented 
by  the  Department  of  Obstetrics  and  Gynecology  by 
department  chairman  Dr.  Robert  G.  Brame  and  Dr.  D. 
E.  Darnell  Jones. 


The  ECU  Department  of  Microbiology  sponsored 
two  conferences  on  anaerobic  infections  Nov.  1 and  2. 
The  program  included  the  American  Society  of  Mi- 
crobiology’s Traveling  Workshop  on  "The  Funda- 
mentals of  Anaerobic  Bacteriology  as  Related  to  the 
Clinical  Laboratory.” 

Medical  school  faculty  members  participating  in  the 
conferences  included  Dr.  Robert  G.  Brame,  chairman 
of  the  Department  of  Obstetrics  and  Gynecology,  and 
Dr.  Robert  Fulghum,  associate  professor  of  mi- 
crobiology. 


AMERICAN  SOCIETY  OF  OPHTHALMOLOGIC 
AND  OTOLARYNGOLOGIC  ALLERGY 

Walter  Ward,  M.D.,  of  Winston-Salem  was  chosen 
president-elect  of  the  American  Society  of  Ophthal- 
mologic and  Otolaryngologic  Allergy  at  a meeting  of 
the  society  in  Las  Vegas.  Other  new  officers  are 
Hueston  King,  M.D.,ofCoral  Gables,  Fla.,  president. 


and  William  P.  King,  M.D..  of  Corpus  Christi,  Texas, 
secretary-treasurer. 


NORTH  CAROLINA  HEART  ASSOCIATION 

The  North  Carolina  Heart  Association  has  set  a 
deadline  of  January  15  for  receiving  applications  for 
research  grants-in-aid  up  to  $5,000.  Grants-in-aid  are 
awarded  by  the  association  and  its  chapters  to  encour- 
age postdoctoral  scientists  toward  careers  in  car- 
diovascular research.  They  are  one  phase  of  the  Heart 
Association’s  research  program  which  is  supported 
by  public  contributions  to  the  annual  Heart  Fund  cam- 
paign. 

Applications  for  the  grants  may  be  forwarded  to 
Lloyd  R.  Yonce,  Ph.D.,  Chairman,  Research  Review 
Subcommittee,  North  Carolina  Heart  Association, 
P.O.  Box  2408,  Chapel  Hill,  N.C.  27514. 

The  North  Carolina  program  is  separate  from  that  of 
the  American  Heart  Association,  which  annually 
makes  numerous  research  grants  to  scientists  within 
the  state.  Those  interested  in  inquiring  about  the  na- 
tional program  should  write  to  the  American  Heart 
Association. 
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Month  In 
Washington 


After  a bizarre  forty-eight-hour  swan  song,  the  95th 
Congress  frantically  adjourned  leaving  dead  most  of 
the  Carter  Administration’s  major  health  proposals. 

The  leading  casualty  among  the  health  bills  was  a 
hospital  cost  containment  measure.  Unexpectedly 
gaining  Senate  passage  in  a watered-down  version  late 
in  the  session,  the  Administration  and  its  congres- 
sional leadership  pulled  out  all  stops  to  get  it  through 
the  House.  But  strong  opposition  by  a number  of 
House  members  and  the  concerted  effort  of  the 
American  Medical  Association,  the  American  Hos- 
pital Association,  and  other  health  groups  kept  the 
President’s  much  wanted  measure  from  passage. 

The  rebuff  to  the  Administration  was  a victory  for 
health  care  providers,  including  the  AM  A,  and  was 
especially  sweet  to  the  nation’s  hospitals  which  had 
been  subject  to  bitter  criticism  by  Health,  Education 
and  Welfare  Secretary  Joseph  Califano.  “Obese,” 
“lazy,”  “bloated”  were  adjectives  hurled  at  the  hos- 
pitals by  Califano,  who  also  called  the  Voluntary  Ef- 
fort (VE)  to  bring  down  hospitals’  costs  a “sham.” 

Also  left  in  the  rubbish  on  the  Hill  were  the  Child 
Health  Assessment  Program,  clinical  laboratory  reg- 
ulations, drug  law  reform,  and  a rewrite  of  the  health 
planning  law,  the  latter  gaining  a second  one-year 
extension. 

Senator  Herman  Talmadge’s  (D-Ga.)  carefully 
worked  plan  to  reshape  Medicare-Medicaid  reim- 
bursement for  hospitals  through  prospective  reim- 
bursement also  received  the  ax  in  the  rush  for  ad- 
journment. 

Two  provisions  sought  by  the  AMA  also  failed 
when  the  bills  to  which  they  were  attached  became 
mired.  One  of  these  would  have  repealed  section  227 
of  the  Social  Security  Act  placing  a limit  on  the  reim- 
bursement of  teaching  physicians.  Approved  by  the 
Senate  as  a part  of  the  Hospital  Cost  Containment 
Bill,  it  was  never  attached  to  another  measure  afterthe 
hospital  bill  was  doomed  in  the  House.  Another 
AMA-backed  initiative  would  have  amended  the 
Professional  Standards  Review  Organization  (PSRO) 
law  to  protect  PSRO  data  from  disclosure  under  the 
Ereedom  of  Information  Act.  The  Senate  did  not  get 
around  to  this  provision  which  was  made  part  of  a 
Medicaid  assistance  bill  that  died  because  of  time 
limitations. 

The  $56  billion  appropriations  bill  for  the  Labor  and 
Health,  Education  and  Welfare  Departments  passed 
after  adoption  of  a compromise  covering  federal 
funding  for  Medicaid  abortions.  The  Health  Services 


Bill  containing  authorizations  for  many  public  health 
service  programs  such  as  mental  retardation  and  teen- 
age pregnancy  did  clear  the  Congress.  A provision  for 
aid  to  hospitals  to  set  up  primary  care  centers  was 
reduced  to  a demonstration  program  while  the  Health 
Maintenance  Organization  program  was  extended, 
but  with  less  money  than  the  Administration  sought. 
Aid  for  biomedical  research  also  was  approved  and 
the  bill  sent  to  President  Carter. 

An  angry  confrontation  took  place  on  Capitol  Hill 
between  the  AMA  and  supporters  of  Sen.  Edward  M. 
Kennedy’s  (D-Mass.)  proposal  for  national  health  in- 
surance (NHI).  The  AMA  charged  that  the 
Kennedy-Labor  scheme  for  NHI  would  bring  about 
total  federal  domination  of  health  care  in  this  country. 

“We  do  not  find  such  a program  to  be  in  the  interest 
of  the  citizens  of  this  country,”  said  James  Sammons, 
M.D.,  executive  vice  president  of  the  AMA. 

William  Felch,  M.D.,  chairman  of  the  AMA’s 
Council  on  Legislation  told  Kennedy: 

“The  total  federal  takeover  of  the  health  care  sys- 
tem is  inescapable  under  this  program.  We  do  not 
think  the  American  public  will  want  its  health  care 
directed  and  controlled  by  the  federal  government. 
The  history  of  federally  run  programs  does  not  instill 
such  trust  and  confidence  as  to  support  such  action.” 

The  confrontation  took  place  before  Kennedy’s 
Senate  Human  Resources  Subcommittee  on  Health 
on  the  second  day  hearings  on  the  outline  of  a new 
NHI  plan  proposed  by  Kennedy.  At  the  opening  ses- 
sion, Kennedy  heard  from  six  people  from  Canada 
who  had  severe  medical  problems  and  from  six 
Americans.  He  contrasted  the  high  out-of-pocket 
costs  to  the  Americans  with  the  total  government 
payment  of  the  costs  in  Canada,  declaring  that  “if 
these  differences  between  the  United  States  and 
Canada  don’t  move  the  people  of  this  nation,  then 
nothing  can.  ...” 

The  hearing  was  described  by  Kennedy  as  “the  first 
serious  congressional  debate  on  national  health  in- 
surance. It  will  last  for  many  months.  It  will  be  carried 
to  every  part  of  this  nation.” 

Dr.  Felch  noted  that  Kennedy's  plan  would  impose 
strict  controls  through  revenue  and  expenditure  limits 
on  hospitals  and  revenue  limits  on  physicians. 

“Manifest  is  the  inherent  unfairness  of  subjecting 
one  industry  to  stringent  cost  controls  without  con- 
trolling factors  that  affect  costs  in  that  industry,”  said 
Dr.  Felch. 

“Again,  it  is  grossly  inequitable  to  single  out  a seg- 
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ment  of  our  society  and  economy  for  discriminatory 
controls.  This  on  its  face  would  be  objectionable.” 
The  heart  of  the  Kennedy- Labor  proposal  sets  na- 
tional. area  and  state  maximum  budget  levels  of  ex- 
penditures for  health  care.  Hospital  budgets  and 
physician  fee  schedules  would  be  negotiated  annually. 

This  budgeting  process  would  be  controlled  through 
a new  federal  agency  called  the  "Public  Authority.” 
The  attempt  is  to  make  the  health  system  learn  to 
live  within  a budget.  Dr.  Felch  said.  "The  inescapable 
result  of  such  a budget  is  ‘rationing’  of  health  care,” 
he  warned. 

"We  agree  that  health  care  costs  must  be  kept  in 
reasonable  balance,  but  we  urge  the  Congress  not  to 
fall  into  the  ‘cost  containment  trap'  — the  belief  that 
cost  control  is  more  important  than  the  alleviation  of 
human  misery  and  suffering.” 

Dr.  Sammons  told  Kennedy  that  the  AMA  shares 
the  concern  of  proponents  of  NHI  proposals  that 
health  care  should  be  available  to  all  persons.  He 
pointed  out  that  the  AMA  developed  a bill  in  the  95th 
Congress  — the  Comprehensive  Health  Care  Insur- 
ance Act  — that  provides  comprehensive  and  cata- 
strophic coverage  for  all  persons.  "Its  foundation  is 
solidly  based  upon  the  successes  of  our  entire  health 
delivery  system,  allowing  for  future  development  and 
innovation,”  Dr.  Sammons  said. 

The  AMA  official  testified  that  since  NHI  debate 
began  a number  of  significant  changes  have  taken 


place  in  the  health  system:  a marked  increase  in  num- 
bers of  medical  schools  and  medical  graduates;  a sub- 
stantial increase  in  training  of  allied  personnel;  prolif- 
eration of  medical  facilities;  development  of  sophisti- 
cated technology;  wider  distribution  of  medical  per- 
sonnel; expansion  of  government  supported  health 
programs;  increased  access  to  care  by  the  disadvan- 
taged; and  wider  coverage  by  private  health  insur- 
ance, including  catastrophic  coverage. 

When  the  senator  took  issue  with  Dr.  Sammons’ 
statement  that  Kennedy’s  bill  would  result  in  a total 
federal  takeover,  the  AMA  witness  suggested  that 
Kennedy  read  his  bill  again. 

Kennedy  also  complained  about  the  AMA’s  asser- 
tion his  bill  would  lead  to  rationing  of  health  care.  Dr. 
Sammons  replied  that  when  fixed  budgets  and  ceilings 
are  established  and  demand  increases,  some  people 
will  not  receive  adequate  medical  services. 

Dr.  Sammons  told  the  subcommittee  that  while 
there  are  drawbacks  in  U.S.  health  care,  it  is 
"superior  to  any  other  in  the  world.” 

if:  sfs 

The  rupture  between  the  Carter  Administration  and 
organized  labor  on  NHI  goes  unrepaired. 

HEW  Secretary  Califano  refused  to  accede  to 
Labor’s  demands  that  the  administration  tailor  its 
NHI  plan  to  Labor’s  scheme.  The  critical  difference  is 
Labor’s  insistence  that  NHI  be  implemented  in  one 


TEGA-SPAN  CAPELLETS 

TEGA-SPAN  CAPELLETS  FOR  MORE  ADVANCED  NICOTINIC  ACID 

THERAPY 

Each  capsule  contains:  . . . 400  mg  of  pure  pelletized 
Nicotinic  Acid 


INDICATIONS:  Tega-Span  is  indicated  where  reduction  of  serum  chloresterol  and  total 
lipid  levels  in  hypercholesteremia  and  hyperlipemia  is  desirable.  It  may  also  be  useful  in 
reducing  xanthomatous  tissue  cholesterol  deposits. 

DOSAGE  AND  ADMINISTRATION:  Casual  dose  is  one  or  two  capellets  twice  daily  with  or 
after  meals.  Since  lower  doses  may  control  hyperlipidemia  in  some  patients,  the  dosage 
should  be  individualized  according  to  the  effect  on  serum  lipid  levels.  It  is  also  to  be  noted 
that  adverse  reactions  appear  with  greater  frequency  early  in  therapy;  in  order  to  avoid 
these  it  may  be  best  to  start  the  drug  at  low  levels  and  increase  dosage  gradually. 

Federal  Law  prohibits  dispensing  without  a prescription 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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fell  swoop;  the  Administration  wants  it  done  in  stages. 

Califano  earlier  told  the  Senate  Human  Resources 
Subcommittee  that  “the  President  believes  that  a 
program  this  complex  — affecting  the  nation's  third 
largest  industry  which  employs  six  percent  of  the  en- 
tire work  force  and  having  profound  implications  for 
federal,  state,  and  local  budgets  — must  be  phased  in 
with  singular  care  and  sensitivity  to  the  economy, 
governmental  budget  and  the  administrative  com- 
plexity of  the  health  care  system.” 

Califano  also  indicated  the  Labor-Kennedy  plan 
would  be  too  costly,  pointing  to  the  $30.8  billion  addi- 
tion to  the  federal  budget  by  1983  contemplated  by  the 
plan,  a figure  soft-pedaled  by  the  Labor  forces.  “We 
all  want  the  costs  of  a national  health  plan  to  be  ‘toler- 
able’, but  the  American  people  obviously  must  know 
specifics  before  they  can  reach  a conclusion,”  said 
Califano. 

* * * 

The  Voluntary  Effort  has  received  support  from 
two  high  Carter  Administration  officials.  During  a 
meeting  of  the  National  Steering  Committee  on  Vol- 
untary Cost  Containment  in  Washington,  D.C.,  Barry 
Bosworth,  chairman  of  the  Council  on  Wage  and  Price 
Stability,  and  Robert  Strauss,  special  counsel  to  the 
President,  said  that  President  Carter  “wanted  us  to 
come  here  today  to  encourage  you  in  your  efforts  to 
contain  health  care  costs.”  Although  the  administra- 


tion failed  to  obtain  enactment  of  hospital  cost  con- 
tainment legislation,  Strauss  said  the  administration 
recognizes  the  significant  progress  of  voluntary  pro- 
grams in  the  fight  against  inflation. 

Bosworth  said  both  he  and  Strauss  were  “eager  to 
work  with  the  VE  on  a cooperative  basis.”  Hospitals 
are  “one  of  the  very  few  industries  in  which  decelera- 
tion (of  the  rate  of  inflation)  has  succeeded,”  Bos- 
worth said,  “and  this  is  significant  considering  the  rate 
of  inflation  in  the  rest  of  the  economy.”  He  added  that 
“the  design  of  the  Voluntary  Effort  addresses  the 
unique  problems  of  its  own  field  better  than  any  other 
industry  the  Council  on  Wage  and  Price  Stability  has 
seen.” 

Bosworth  recommended  strengthening  the  VE  by 
screening  the  performance  of  individual  hospitals, 
taking  into  account  local  differences.  He  added,  how- 
ever, “the  program  would  be  more  effective  with  teeth 
behind  it”  in  the  form  of  standby  controls. 

Following  the  steering  committee  meeting,  Paul 
Earle,  executive  director  of  the  VE,  announced  at  a 
press  conference  that  the  rate  of  growth  in  hospital 
expenditures  during  the  first  seven  months  of  the  year 
was  12.8  percent  — the  lowest  rate  since  1974.  “The 
decrease  in  the  rate  of  increase  in  hospital  ex- 
penditures by  2.8  percent  (from  1977)  indicates  a trend 
which  shows  that  the  VE  goal  of  a two  percent  reduc- 
tion will  definitely  be  achieved  this  year,”  Earle  said. 

James  Sammons,  M.D.,  executive  vice  president  of 
the  AM  A,  told  those  at  the  press  conference  that  the 
medical  profession  is  totally  committed  to  the  VE, 
outside  as  well  as  inside  of  hospitals.  Physicians  have 
been  reducing  the  rate  of  escalation  of  fees.  Dr.  Sam- 
mons said,  noting  that  many  medical  societies  have 
established  commissions  on  the  cost  of  medical  care. 
“A  call  for  moderation  in  the  rate  of  physicians'  fees 
by  Tom  E.  Nesbitt.  M.D.,  AM  A president,  has  been 
widely  supported,”  he  noted.  Dr.  Nesbitt  was  com- 
mended by  the  VE  committee  for  his  effort. 

Dr.  Sammons  said  the  AMA  has  been  meeting  cor- 
porate leaders  to  discuss  cost  factors  in  health  care 
provisions  and  noted  that  the  AMA  has  just  issued  a 
cost  containment  kit  to  its  constitutent  medical 
societies. 

Alexander  McMahon,  president  of  the  American 
Hospital  Association;  and  Michael  Bromberg,  execu- 
tive director  of  the  Federation  of  American  Hospitals, 
predicted  that  the  new  Congress  will  be  even  more 
resistant  to  federal  hospital  control  proposals  because 
of  the  success  of  the  VE. 

“The  success  of  the  Voluntary  Effort  in  containing 
hospital  costs  was  the  single  most  important  factor  in 
winning  Congress’  support  in  the  fight  against  any 
form  of  the  administration's  proposed  hospital  rev- 
enue caps,”  said  McMahon. 

* * * 

President  Carter  has  singled  out  the  health  care 
sector  for  special  attention  in  his  new  wage-price  plan 
to  dampen  inflation.  While  calling  for  the  economy  as 
a whole  to  “decelerate”  wages  and  prices  by  one  half 
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percent,  the  chief  executive  said  the  increase  of  medi- 
;al  care  costs  should  drop  by  two  percent  per  year. 

"The  most  important  step  we  can  take  (for  medical 
tare)  is  to  pass  our  bill  to  control  hospital  costs,” 
Carter  said  in  his  nationwide  address.  Noting  that  the 
Senate  this  year  passed  a version  of  the  controversial 
lospital  cost  containment  program.  Carter  said  "next 
j/ear  1 will  try  again,  and  I believe  the  whole  Congress 
will  act  to  hold  down  hospital  costs  — if  your  own 
nembers  of  Congress  hear  from  you.  . . .” 

In  a White  Paper  on  the  anti-inflation  program, 
barter  said  that  "voluntary  actions  of  the  medical  care 
industry  have  moderated  the  rate  of  medical  care  in- 
flation.” He  was  referring  to  the  Voluntary  Effort  led 
Dy  the  AMA,  AHA  and  the  FAH  which  has  succeeded 
in  bringing  hospital  rate  of  increase  down  more  than 
two  percent  compared  with  the  rate  a year  ago. 

Carter  said  the  White  House  Council  on  Wage  and 
Price  Stability  "will  continue  to  monitor  inflation  in 
this  sector  and  will  assist  the  industry’s  own  efforts  to 
:ontain  health  care  costs.  However,  the  best  way  to 
decrease  medical  care  inflation  is  to  enact  cost  con- 
tainment legislation.” 

Carter  said  “the  most  significant  action  we  can  take 
to  reduce  inflation  in  medical  care  costs  is  to  institute 
direct  controls  over  hospital  costs.” 

"A  deceleration  of  only  one  half  percent  in  medical 
:are  costs  is  not  commensurate  with  the  magnitude  of 
these  recent  cost  increases,”  according  to  the  chief 
executive. 

He  said  the  health  care  industry  “is  not  one  in  which 
market  forces  can  be  expected  to  provide  an  adequate 
restraint  on  price  increases.” 

The  American  Medical  Association  applauded 
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President  Carter’s  call  for  voluntary  controls  on  wage 
and  price  standards  as  part  of  his  new  anti-inflation 
program.  “However,”  said  James  H.  Sammons, 
M.D.  executive  vice  president  of  the  AMA,  in  as- 
sessing President  Carter’s  remarks,  “we  are  sorry  that 
the  President  chose  to  single  out  the  health  care  in- 
dustry, and  particularly  hospitals,  for  mandatory 
controls  at  a time  when  that  industry  has  been  cited  by 
his  own  Council  on  Wage  and  Price  Stability  as  ‘one  of 
the  very  few  industries  in  which  deceleration  has  suc- 


The  supply  of  physicians  will  be  more  than  adequate 
to  meet  the  nation’s  needs  by  1990,  according  to  a 
government  study. 

Tremendous  increases  in  health  manpower  supply 
(may)  bring  supply  and  demand  for  most  health  pro- 
fessions more  nearly  into  balance  than  at  any  time  in 
our  recent  history.  The  report  on  the  Status  of  Health 
Professions  Personnel  in  the  United  States,  prepared 
by  the  Department  of  HEW,  suggested  the  increases 
stem  from  the  sharp  expansion  of  training  facilities 
and  enrollments  during  the  past  decade  due  in  part  to 
federal  programs  to  aid  medical  education. 

The  numbers  of  practitioners  in  the  major  health 
professions  — medicine  (including  osteopathy),  den- 
tistry, optometry,  pharmacy,  podiatry  and  veterinary 
medicine  — are  expected  to  increase  from  40%  to  70% 
between  1975  and  1990.  In  every  discipline  the  supply 
is  expected  to  increase  faster  than  the  population. 
Physician  supply  is  expected  to  rise  from  379,000  in 
1975  to  almost  600,000  in  1990  and  the  ratio  of  physi- 
cians to  population  from  177  per  100,000  people  to  241 
per  100,000. 
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WHAT  HAVE  YOU 
DONE  FOR  US  LATELY 

MLMIC? 


Let’s  See:  In  1975  you  offered  coverage  when  no  one  else  would  cover  M.D.’s  in  North 
Carolina. 

In  1976  you  lowered  your  rates  on  your  Claims  Made  policies. 

In  1977  you  further  lowered  your  Claims  Made  policy  rates  and  also  lowered 
the  Occurrence  form  rates. 

In  1977  you  simplified  coverage  for  groups  by  offering  scheduled  policies 
eliminating  the  need  for  numerous  individual  policies. 

In  1977  you  paid  interest  at  the  rate  of  6%  to  those  investing  in  your  guaranty 
capital. 

In  1977  and  in  1978you  reclassified  certain  proceduresthus  lowering  rates  for 
many  internal  medicine  and  general  practitioners. 

In  1978  you  simplified  renewals  by  eliminating  the  renewal  application  as  an 
annual  requirement. 

In  1978  you  offered  coverage  limits  up  to  $2,000,000. 

In  1978  you  announced  the  opening  of  Medical  Insurance  Agency  to  assist 
M.D.’s  with  all  their  insurance  needs. 

In  1978  you  publicized  your  toll  free  number  1-800-662-7917  to  facilitate  our 
contacting  you  on  any  insurance  matter. 


NOT  BAD  - BUT  WHAT  LATELY  MLMIC? 


To  find  out  what  we  are  doing  and  can  do  for  you 

CALL  OR  WRITE 

MEDICAL  LIABILITY  MUTUAL  INSURANCE 

COMPANY 

DOUGLASS  M.  PHILLIPS  — EXECUTIVE  VICE  PRESIDENT 
222  N.  Person  Street,  P.O.  Box  27285 
Raleigh,  North  Carolina  27611 
Phone  1-800-662-7917 


Classified  Ads 


CORPORATE  MEDICAL  DIRECTOR  — Board  Certified  or  eligi- 
ble. Physician  to  direct  experienced  industrial  hygienist,  nurses, 
medical  technicians  and  clerical  staff.  Employs  13,000  in  27  south- 
eastern plants.  Full  range  of  benefits.  Salary  $50,000+.  Send  re- 
sume: Jack  T.  Carter,  Manager-Management  Employment,  Field- 
crest  Mills,  Inc.,  Eden,  N.C.  27288  (919)  623-2123. 

PART-TIME  PATHOLOGIST  WANTED:  To  assist  full-time 
pathologist  in  small  piedmont  N.C.  hospital;  cover  alternate  Fri- 
Sat-Sun  weekends  and  about  8-10  weeks  vacation  only  per  year. 
Must  be  AP/CP  certified  or  eligible,  and  have  current  N.C.  license. 
Compensation  negotiable.  Call  (704)  873-0014  evenings. 

PULMONARY  PHYSICIAN  — For  Medical  Director  McCain  Hos- 
pital and  as  TB  Control  Officer  to  help  set  up  and  manage  TB 
Control  Program  in  Central  N.  Carolina.  Contact:  John  Watson, 
Administrator,  McCain  Hospital,  McCain,  N.C.  28361  (919)  944- 
2351. 

MEDICAL  OFFICE  SPACE,  North  Hills  Office  Center,  Raleigh, 
N.C.  2,200  square  feet,  now  available.  Telephone  (919)  787-5870 
weekdays. 

A VERY  UNUSUAL  OPPORTUNITY.  Retiring-Certified,  Oph- 
thalmology, Past  President;  State  Society  of  O & O,  County  Medi- 
cal Society,  and  County  Hospital  Surgical  Staff.  Modern  equip- 
ment, surgical  and  office,  available  — office  adjacent  new  530  bed 
teaching  hospital  — University  affiliated.  Contact:  Raymond  F. 
Grove,  M.D.,  1900  S.  Live  Oak  Parkway,  Wilmington,  N.C. 
28403,  telephone:  (919)  762-3050. 

DUKE  UNIVERSITY,  DURHAM,  NORTH  CAROLINA  — Family 
Physician  needed  in  University  Health  Service.  Primary  work  in 


Family  Practice  Clinic  with  hospital  privileges  in  community  hos- 
pital. Part  time  in  Student  Clinic.  Write:  John  P.  Hansen,  M.D., 
Director,  Division  of  University  Health  Service,  Box  2914,  Duke 
University  Medical  Center,  Durham,  N.C.  27710. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  1 1 8 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound; 
Salary  & %.  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medical 
Center,  Edenton,  N.C.  27932.  Telephone  (919)  482-2116. 

PSYCHIATRIST:  Full  time  position  in  psychiatric  outpatient  setting 
to  provide  and  supervise  clinical  services  to  adults  and  children. 
Mental  Health  Area  covers  two  counties  with  a population  of 
72,000.  Emphasis  is  on  community-based  outpatient  treatment. 
This  opportunity  is  in  Rutherford  and  Polk  counties  located  half- 
way between  Charlotte  and  Asheville  at  the  foothills  of  the  beautiful 
mountains  of  Western  North  Carolina.  The  area  features  year 
round  recreational  opportunities.  Salary  commensurate  with 
training  and  experience,  ($35,700-$45,588.)  Benefits  include  health 
insurance,  membership  in  the  North  Carolina  Local  Governmental 
Employees’  Retirement  System,  twelve  (12)  paid  sick  leave  days  a 
year,  fifteen  (15)  paid  vacation  days  a year,  and  fourteen  (14)  hours 
a year  petty  leave.  For  more  information  contact:  Mr.  Virgil  A. 
Cook,  Area  Director,  Rutherford-Polk  Mental  Health  Programs, 
City  Route  3,  Fairground  Road,  Spindale,  North  Carolina  28160. 

ROANOKE  RAPIDS,  NORTH  CAROLINA.  Emergency  Depart- 
ment Practice  opportunity  for  two  physicians  to  cover  nights  and 
weekends  at  modern  facility  . Excellent  remuneration  and  flexible 
scheduling;  paid  malpractice  insurance  and  vacation  benefits. 
Contact  T.  P.  Cooper,  M.D.  at  1-800-325-3982. 
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CAROUNAS ’ HOUSE  OF  SERVICE 


Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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